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Not only has the author confirmed the satisfactory results which may be obtained in the control

of intractable angina pectoris by the ablation of thyroidal function, but has demonstrated in addition

a number of factors that clearly affect the ultimate prognosis.

Intractable Angina Pectoris — Treatment

With Radioiodine
LAURENCE A. GROSSMAN, M.D.,* Nashville, Tennessee

Introduction

Intractable angina pectoris presents many
problems. Intractable angina refers to a

marked increase in frequency of pain, with

the pain being more prolonged, occurring at

rest and being experienced with less and

less provocation. Always an investigation is

made for changes which could account for

such a state, such as an acute coronary

thrombosis, minimal left-sided heart failure,

calcification of a stenotic aortic valve, and

noncardiac disease, as anemia, pulmonary
embolism and the like. A narrowing or par-

tial occlusion of a coronary artery without

actual infarction may be the cause.

Usually, the intensification of angina is

self-limited and is followed by clinical im-

provement. The time interval is variable.

When such factors have been eliminated,

and when frequent angina persists despite

the use of appropriate drugs, the angina

pectoris is termed intractable. Psychic fac-

tors play a role in these patients and must
be evaluated and treated. The current at-

tempt to emphasize surgical management
makes consideration of alternate and less

radical forms of treatment more important.

The use of radioactive iodine with the sub-

sequent development of the myxedematous
state has been employed for such patients.

The treatment of angina pectoris in the

euthyroid patient by surgical thyroidectomy

was first reported by Blumgart, Levine and
Berlin 1 in 1933. Later investigators con-

* From the Department of Medicine, Vanderbilt

University School of Medicine, Nashville. Tenn.

firmed the efficacy of this procedure in the

treatment of angina pectoris. Raab,2 in

1945, employed antithyroid medications to

accomplish medical thyroidectomy in pre-

venting frequent and severe angina pectoris.

However, the blocking action of antimetab-

olites on the thyroid gland lasted only as

long as they were administered. There
were also undesirable side reactions to the

use of these compounds. A lasting hypomet-

abolic state by irradiation of the thyroid

gland was reported by Blumgart 3 in 1948,

when he demonstrated that euthyroid car-

diac patients who were treated with oral

doses of radioactive iodine obtained marked
relief of their angina as soon as they became
either hypothyroid or myxedematous.

When to institute radioactive iodine ther-

apy is a problem. No patient in this series

received radioactive iodine within six

months of an acute myocardial infarction.

In almost every instance the patient re-

quired 10, 15, or more nitroglycerin tablets

daily and some were using at least 100 nitro-

glycerin tablets daily. Each was totally in-

capacitated by his disease. All were having

angina decubitus. No patient with a recent

onset of angina was treated. Every effort

had been made to stabilize these patients

with the use of nitroglycerin, sedatives, cor-

onary vasodilating preparations, and anti-

coagulant drugs. Other measures, such as

weight reduction, chemotherapy for control

of hypertension, digitalization, and attempts

to promote tobacco abstinence were employ-
ed. The emotional aspects of the disease

were evaluated and treated as necessary.

Only after all other methods of treatment
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had failed, was radioactive iodine therapy-

employed. These patients were treated be-

fore we had begun to do coronary artery

visualization, so we had no cinecoronary ar-

teriograms prior to treatment.

All the patients were grade 3 or 4 of the

American Heart Association’s functional

and therapeutic classifications. There were
no strict criteria for their selection. In de-

termining the results, only the patients who
survived 90 days after institution of treat-

ment could be evaluated. The production of

myxedema or the hypothyroid state would
require at least such a time interval.
Antithyroid drugs were not employed in

any of our patients prior to the administra-

tion of radioiodine. A state of hypometab-
olism was usually reached in 8 to 12 weeks,

although in some patients as long as 4

months was necessary. Clinical findings

were important in evaluating the hypometa-

bolic state as the protein-bound iodine was
invariably low. These included extreme

lethargy, disabling intolerance to cold, ma-
laise, etc. If the induced hypometabolic

state was disabling, the symptoms of

myxedema could easily be controlled by the

administration of dessicated thyroid or the

more recent synthetic thyroid compounds.

This prevented the undesirable effects of

myxedema, and, at times, would enable the

patient to return to a useful occupation.

Method of Iodine 131 Treatment

There are several methods of thyroid ab-

lation by the use of radioactive iodine. The
simplest is to administer a single dose of ra-

dioiodine sufficient to destroy the gland.

When such a large dose of radiation is deliv-

ered to the thyroid gland over a relatively

short period of time, an intense radiation

effect occurs. There is often severe thyroid-

itis and, on occasion, an outpouring of

stored hormone during the period of maxi-

mal radiation effect. This large outpouring

of hormone into the circulation may have a

deleterious effect upon an already diseased

heart. Such consideration has led to the

method of divided doses, and this we have

followed with some recent modification.

Initially our patients received 20 millicuries

of radioiodine monthly for 3 months. Later,

it became a policy to administer this in

weekly doses of 5 millicuries, the patient re-

ceiving 4 to 6 doses of radioactive iodine.

The majority of patients were treated on an

out-patient basis.

Results

During the past 10 years, a total of 30 pa-

tients received radioactive iodine for the

treatment of intractable angina pectoris. I

have examined all of these patients and

there has been a follow-up to the present

date or to the time of death on each patient.

One patient was not included in the series

because she died one week after receiving

the initial dose of radioactive iodine. Death

resulted from an acute myocardial infarc-

tion. Of the 30 patients treated, 18 were

men (Table 1) and 12 were women (Table

2) . The ages of the men varied from 37 to

76 and the ages of the women from 44 to 69.

The mean age of the men treated was 59.6

years and the mean age of the women treat-

ed was 61.3 years.

Six of the 18 men have died (Fig. 1). The

30 ANGINA PATIENTS
RECEIVING RADIOACTIVE IODINE

18 MALES
AGES 37 to 76

12 FEMALES
AGES 44 to 69

44 48 61 65

65 65 67 69

& £ £ it £ &
istsfts,

v

6 DEATHS ( 3 3

V

3 %

)

444iff
3 DEATHS (25%)

Figure 1

ages at death of the 6 were 73, 68, 69, 78, 61,

and 64. Of those who died, one had diabetes

mellitus. Of the 12 survivors, one man is

also a diabetic. Of the men who died, only

one had not previously had a myocardial in-

farction prior to treatment with radioactive

iodine. This patient had severe aortic in-

sufficiency and pronounced left ventricular

failure. Death resulted from left ventricu-
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Table I

Male Patients
atient Age Duration of PMI Treatment Miscellaneous Cigarettes ResultsAngina (Yrs.) (No.) Interval Per Day

*1. 60 4% 1 8 Mos.
HVD

Parkinsonism 30-40 POOR
*2. 61 4 5 3 Yrs. HVD 20-30 FAIR
*3. 62 2 0 6 Yrs.

HVD
Aortic Insufficiency 40 EXCELLENT

*4. 65 6V2 3 3 Yrs. 10 Mos. Diabetes 15-20 VERY GOOD
*5. 73 6 0 7 Mos. Ventricular Aneurysm 0 POOR
*6. 76 20 1 1 Yr. 7 Mos. HVD 20-30 POOR
7. 37 2 0 9 Yrs. 6 Mos. Ligaiion

Internal Mammary A. 0 VERY GOOD
8. 46 1 0 9 Mos. Rheumatoid Arthritis 10-15 EXCELLENT
9. 51 2 0 2 Yrs. — 0 EXCELLENT

10. 52 % 1 8 Yrs. Gout 0 EXCELLENT
11. 54 2y2 2 1 Yr. 5 Mos. — 30

(Formerly) GOOD

12. 55 1 0 5 Yrs.
Ureteral Stone
Duodenal Ulcer 15-20 EXCELLENT

13. 57 1 V2 0 10 Mos. HVD
Duodenal Ulcer 20-25 EXCELLENT

14. 58 2 0 9 Yrs. 6 Mos. HVD
Kidney Stones

40-50 EXCELLENT

15. 61 % 1 9 Mos. HVD
Hepatitis

0 EXCELLENT
16. 67 6 2 5 Yrs. 9 Mos. Depression 0 EXCELLENT
17. 68 10 1 10 Mos. HVD 20 VERY GOOD
18. 70 5% 0 4 Yrs.

HVD, Diabetes
Hiatus Hernia

30
(Formerly) EXCELLENT

*DIED

Table II

Female Patients
atient Age Duration of PMI Treatment Miscellaneous Cigarettes Results

Angina (Yrs.) (No.) Interval Per Day

* 1 . 57 IV2 1 8 Yrs. 2 Mos.
HVD, Gall Stones,

Parkinsonism 15-20 GOOD
*2. 60 2 2 5 Yrs. HVD 0 EXCELLENT
*3. 62 % 3 2 Yrs. 8 Mos. HVD, Gall Stones

Diabetes
20 FAIR

4. 44 iy2 1 2 Yrs. 8 Mos. Cholecystitis
Emotional instability

0 FAIR

5. 48 % 1 3 Yrs. 4 Mos. Gall Stones 0 EXCELLENT
6. 61 2 1 3 Yrs. Gall Stones 0 EXCELLENT
7. 65 1 0 4 Yrs. 3 Mos.

Hiatal Hernia, Gall Stones 9r 9 _

Duodenal Ulcer 0 EXCELLENT

8. 65 7 0 2 Yrs. Gall Stones 0 GOOD
9. 65 3 2 2 Yrs. 6 Mos. HVD 0 VERY GOOD

10. 67 7% 1 7 Yrs.
Rheumatic Heart

Gall Stones 0 GOOD

11. 69 % 1 1 Yr. 5 Mos.
HVD

Diabetes
0 EXCELLENT

12. 72 14 0 4 Yrs. 2 Mos.
HVD

Gall Stones
0 EXCELLENT

-DIED

lar failure. Of the 18 men, 8 (45.5%) had
not had a myocardial infarction prior to the

treatment with radioiodine (Fig. 2) . Of
tiiese 8, 7 still survive. The patient who
died was the man with marked aortic valvu-

lar disease.

In a further analysis of the 18 male pa-

tients, the duration of angina in this group

ranged from 9 months to 20 years. The fol-

low-up time from the date of treatment un-

til the present date or the time of death

ranges from 6 months to 9 years and 6

months (Fig. 3)

.

Of the female patients treated, 3 are dead.

Their ages at the time of death were 65, 65,

and 64. Two of the 3 who expired were dia-
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INCIDENCE OF INCIDENCE OF

PREVIOUS MYOCARDIAL INFARCTION (55.5%)

and DIABETES (11.1%)

I

IN 18 MALE PATIENTS

46 51 52
J

PREVIOUS MYOCARDIAL INFARCTION (75%)

IN 12 FEMALE PATIENTS

65

*
58

*DIED

61 62 65 73 76

Figure 2

- FOLLOW-UP -

Figure 3

betics. One of the 9 who are living at this

time also has diabetes. These patients had

angina pectoris from 18 months to 8 years

and 4 months prior to treatment. Of the 12,

only 3 had not previously had a myocardial

infarction (Fig. 4). All 3 patients who died

had myocardial infarctions prior to treat-

ment with radioactive iodine.

It is also interesting that 9 of the 12 wom-
en had known gall bladder disease and

had had cholecystectomies (Fig. 5) . Eight

of the 9 had gall stones. One had advanced

cholecystitis without stones. This is in con-

trast of the 18 men with intractable angina

pectoris. Not a single male patient was
found to have gall bladder disease or gall

stones. One man had an esophageal hiatus

hernia. Two had duodenal ulcers. One is

known to have gout. Two of the 18 have re-

nal calculi. One had had severe hepatitis.

Nine of the 18 men had hypertension of

( NONE IN MALE PATIENTS )

Figure 5

moderate severity. Six of the 12 women
were also hypertensive. Thirteen of the 18

men smoked at least 20 cigarettes daily.

Five of the 18 male patients were nonsmok-

ers or had stopped the use of cigarettes 2

years before treatment with radioactive io-

dine. (Fig. 6.) Only 3 of the 12 women
smoked 20 cigarettes or more each day.

In an attempt to classify the results, there

were five categories: (1) “Excellent.”

These patients had no angina or at the most

would have a single bout of angina in a pe-

riod of one week. They were able to return

to their former occupation and resume an

active life. (2) The second category of

“Very Good” included patients who had an-

gina once a day, but rarely more. These pa-

tients were also completely rehabilitated.

(3) The third group, listed as “Good,” in-
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INCIDENCE OF SMOKING
IN 18 MALE ANGINA PATIENTS

(55.5%)

f t t * i
AGE: 37 46 51 52 54 55

i i i i + i
57 58 61 67 68 70

j j | |
60 61 62 65 73 76

* D I ED (SMOKING INCIDENCE IN THIS GROUP! 83.3% )

Figure 6

men, in 14 the treatment was beneficial.

Ten of the 12 women also were listed as

having suitably beneficial results from this

form of therapy. Of those male patients

who did not benefit from the radioactive io-

dine therapy, 3 of the 4 were hypertensive,

and of the women who obtained unsatisfac-

tory results, 1 of 2 was hypertensive.

One of the 4 unsatisfactory results among
the male patients occurred in a nonsmoker.

Of the 10 men obtaining excellent results

from radioactive iodine treatment, 4 were
nonsmokers, whereas of the 6 women ob-

taining excellent results from this form of

therapy, 5 were nonsmokers.

eludes the patient who had one or two bouts

of angina pectoris each day, but who was
able to return to a relatively nonrestricted

life. (4) Persons in whom the number of

anginal attacks were diminished by 50%
were rated as “Fair.” (5) All patients who
stated that frequent angina continued or

that the number of nitroglycerin tablets re-

quired were up to one-half those previously

required, or who received no benefit what-

soever, were recorded as “Poor” results.

Of the 18 men, 10 reported excellent re-

sults, 3 very good, 1 good, 1 fair, and 3 poor.

Of the 12 women, 6 obtained excellent re-

sults, 1 very good, 3 good, 2 fair, and none
poor results (Fig. 7). In evaluating the

10

MALES FEMALES

RESU LTS
OF RADIOACTIVE IODINE TREATMENT

FOR ANGINA PECTORIS

BENEFICIAL RESULTS INI

EXCELLENT VERY GOOD GOOD FAIR POOR

Figure 7

effectiveness of this treatment, the groups

excellent, very good, and good were consid-

ered to be benefitted by the program with

radioactive iodine therapy. Thus, of 18

Discussion

There have been many studies of cardi-

opulmonary physiology in myxedema. The
oxygen consumption is diminished by ap-

proximately 40%, the circulation is slowed,

and peripheral blood flow is decreased.

Venous return, heart rate, stroke volume,

and cardiac output are decreased as well.

Cardiac output is reduced because the oxy-

gen consumption of the tissues is greatly

lessened. The capillaries of the skin are

deepened due to tissue edema and less heat

is dissipated. Since cardiac output is de-

creased more than is oxygen consumption in

the peripheral tissues, the cardiac efficiency

may be viewed as being greater than nor-

mal. That is, in the hypothyroid state there

is less energy used by the heart for normal

activity and also following exercise.

Another parameter of cardiopulmonary
physiology in myxedema relates to the de-

creased sensitivity of the tissues to epineph-

rine. It is known that the thyroid hormone
has a potentiating effect on the action of the

adrenomedullary secretions. The metabolic

and the cardiovascular stimulating proper-

ties of epinephrine are increased in hyper-

thyroidism and decreased in myxedema.
The results are difficult to evaluate be-

cause other events take place in addition to

the administration of radioactive iodine.
There is added enthusiasm, encouragement

of the patient, and often reduction in ciga-

rette consumption. The psychic factors are

important. Evidence of benefit is indirect

and consists of relief or lessening of

pain—always subjective. The variable na-
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ture of angina pectoris makes it even more a

problem to assess the outcome.

Smoking has a definite relationship in the

ultimate evaluation of such treatment. It is

probably related to the incidence of in-

tractable angina pectoris, as many other

studies have indicated.

There is a surprisingly high incidence of

gall bladder disease and, particularly, chole-

lithiasis in women with severe angina. This

contrasts to the relatively small number of

men who have intractable angina pectoris

and associated gall bladder disease.

From this study, one concludes that ra-

dioactive iodine therapy may be beneficial

in the patient with intractable angina. The
exact time and indications for such treat-

ment are difficult to outline. Results of this

treatment cannot be accurately assessed.

*

Many factors, particularly the psychic one,

play a role in the evaluation of such a pa-

tient.

In appraising the surgical treatment of

coronary disease, the benefits of radioactive

iodine therapy should be kept in mind.
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Current Concepts Concerning The
Pathogenesis of the Hyperthyroidism of

Graves’ Disease*

DAVID N. ORTH, M.D.,f Nashville, Tenn.

In the past several years much has been

accomplished in dispelling the mystery

about the pathogenesis of the thyroid hyper-

function of Graves’ disease. These develop-

ments are best viewed with an historical

perspective. In 1931, Loeb and Friedman 1

produced experimental thyrotoxicosis in

guinea pigs using repeated injections of

crude anterior pituitary extracts. Their re-

sults suggested that the thyrotoxicosis of

Graves’ disease might be caused by hyperse-

cretion of pituitary thyrotropin (TSH)

.

The results of the numerous subsequent

studies of plasma TSH levels in Graves’

disease were contradictory, however, and

indicated that, if anything, the plasma TSH
concentrations were low in patients with

this disorder.2 To be sure, the biologic assay

systems which were available at the time

were insensitive and imprecise, and contrib-

uted to the confusion.

In 1955, Adams and Purves 3 developed a

much more sensitive bio-assay for thyrotro-

pic activity. It is necessary to understand

the nature of this assay system in order to

appreciate the subsequent advances in this

field. Adams and Purves first maintained

guinea pigs on an iodine-deficient diet. This

reduced the iodine available to the thyroid

gland for synthesis of thyroid hormone, and,

as the level of circulating thyroid hormone
decreased, the pituitary secretion of endog-

enous TSH increased. In this setting, the

animals were given a small dose of radioac-

tive iodine which was avidly taken up by
the depleted gland, under the influence of

TSH, and converted to labeled thyroid hor-

mone. At this point dessicated thyroid was
administered to the guinea pigs, suppressing

endogenous TSH secretion and thereby in-

hibiting release of the labeled thyroid hor-

* Discussion at Medical Grand Rounds.

t From the Department of Medicine, Vanderbilt

University School of Medicine, Nashville, Tennes-

see 37205.

mone stored in the gland. The sample to be

assayed for thyrotropic activity was then in-

jected intravenously. The release of labeled

hormone from the thyroid was manifested

by a rise in blood radioactivity; this was ex-

pressed as percentage of the pre-injection

level and was determined at 3 and 16 hours

post-injection. Adams and Purves found

that the radioactivity of the blood was high-

er at 3 than at 16 hours after injection of

TSH, but that the reverse was true after in-

jection of the serum of some thyrotoxic

patients. 4
’ 5 They therefore proposed the

existence of an “abnormal thyroid-

stimulating hormone” 6 in the serum of pa-

tients with thyrotoxicosis. McKenzie 7 ’ 8

modified the assay in 1958 using the mouse
as the assay animal and changing the hours

of sampling. Other than improvement in sta-

tistical evaluation of the results, the assay

technic has since remained unchanged. 9, 10

In 1960, at the Fourth International Goiter

Conference in London, the term “long-acting

thyroid stimulator,” LATS, was adopted to

describe the factor responsible for this assay

phenomenon.
In figure 1, the characteristic responses to

300-i

200
BLOOD

RADIOACTIVITY

% PREINJECTION

100

1 1 1 1

0 2 12 24

HOURS AFTER INJECTION

Fig. 1. Typical responses in the Adams-Purves-
McKenzie assay for thyrotrophic activity. Normal
levels of pituitary thyrotropin (TSH) are usually

non-detectable. Myxedema serum and TSH cause

a transient response, maximal at 2 hours. Graves’

serum, containing LATS, yields a maximal release

at 12 hours or later, and the response is sus-

tained.
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TSH and LATS are represented. The injec-

tion of supraphysiologic amounts of TSH re-

sults in a rapid release of labeled hormone
with a consequent rise in blood radioactivity

2 hours later. Its thyroid-stimulating effect

is transient, however, and the radioactivity

falls rapidly toward pre-injection values. A
similar response, of lesser magnitude, is ob-

tained after injection of the serum of a pa-

tient with untreated primary myxedema
who, in the absence of the normal “negative

feed-back” system, has high levels of circu-

lating endogenous TSH. In these cases, the

2-hour level is higher than that at 12 or 24

hours. The serum of most patients with

Graves’ disease, however, produces a de-

layed, super-normal response which is sus-

tained for 24 hours or more: thus the name
“long-acting thyroid stimulator.” In this as-

say system, the level of TSH found in nor-

mal serum is usually too low to be detected.

LATS has been found with varying fre-

quency in the serum of patients with

Graves’ disease. Using crude serum, as few
as 10% of thyrotoxic patients without exo-

phthalmos in some series have positive

LATS assays. 11 However, with suitable ex-

traction of the serum, 85% or more of pa-

tients with Graves’ disease have positive as-

says, while the serum of only a few per cent

of normal subjects or patients with other

thyroid diseases give positive results. The
highest percentage of positive assays—and

some of the highest titers—are found in pa-

tients who have both exophthalmos and pre-

tibial myxedema. 12"14

The delayed, supernormal response of

LATS can be mimicked by the prolonged

administration of TSH. The question then

naturally arises: Is “LATS” actually an al-

tered TSH, or TSH somehow protected from
metabolic degradation so that its biologic

half-life is prolonged? There are several

lines of evidence to indicate that LATS has

an inherent thyroid-stimulating activity and
does not bind or alter TSH (Table 1)

.

LATS has been found in the serum of a

small number of patients who have had
both Graves’ disease and hypopituitar-

ism. 15'17 TSH is not present in the serum
of such patients. Only TSH is recovered

from the pituitaries of patients with Graves’

disease who are known to have LATS activ-

Table I

Evidence that Long-Acting Thyroid Stimulator
(LATS) is Neither Altered Nor Abnormally-

Bound Pituitary Thyrotropin (TSH)

1. LATS is found in serum by hypophysec-

tomized patients.

2. LATS is not found in pituitaries of normal
subjects or patients with Graves’ disease.

3. LATS and TSH summate their effects when
injected into assay animals simultaneously.

4. LATS is not suppressed by thyroxine “neg-

ative feed-back” mechanism.
5. LATS and TSH may coexist in the same

serum.

6. Normally pituitary TSH secretion control

persists in the presence of LATS.

ity in their serum. 18 Furthermore, the

effects of TSH and LATS summate in the

assay system, giving both an early and a

late response when injected simultane-

ously,6 ’
19 indicating that the added TSH,

at least, is not bound or altered. LATS
is not subject to the usual “negative feed-

back” influence of thyroxine, and thus re-

mains in the serum in undiminished con-

centration when the PBI is elevated and

TSH secretion is totally suppressed. 6 ’ 17> 20-22

In patients with Graves’ disease who have

been rendered hypothyroid as the result of

therapy, TSH and LATS coexist in the

serum.23
’
24 The TSH is normally suppres-

sible by administration of thyroid hormone,

while the LATS is not. Thus there is no

defect in the control of pituitary TSH secre-

tion in these individuals.23 LATS acts di-

rectly on the thyroid of the assay animal,

as evidenced by the fact that its effect is

unaltered in hypophysectomized animals. 19 -

25

In this bioassay procedure, however, only

an increase in blood radioactivity is mea-

sured. One might reasonably ask if this is,

in fact, a reflection of increased thyroidal

activity. Table 2 lists some of the evidence

that LATS does stimulate the thyroid. In

addition to causing release of I
131 by the

thyroid, it also increases thyroidal uptake of

radioactive iodine.26 This effect is similarly

delayed, with maximal uptake observed 12

hours after injection of LATS versus 4

hours for TSH. The protein-bound iodine

(PBI) levels are also enhanced. 26 Histolog-

ically, LATS-containing serum causes in-

creased height of thyroid acinar cell, and an
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Table 2

Evidence that Long-Acting Thyroid Stimulator
(LATS) Causes Increased Thyroid Activity

LATS: 1. Causes release of I
131 from the thyroid.

2. Causes increased I
131 uptake by the

thyroid.

3. Causes increase in protein-bound iodine

(PBI)

.

4. Causes increased acinar cell height.

5. Causes increased apical acinar cell vac-

uolization.

6. Causes resorption of colloid.

increase in apical vacuolization which is

thought to represent pinocytosis of colloid

in preparation for subsequent release of

thyroxine. Resorption of the colloid is also

manifested by its decreased staining in-

tensity.26 These morphologic changes have

been employed in earlier bioassays as indices

of thyrotropic activity.

The objection might then be raised that

these phenomena have only been observed

in guinea pigs and mice, and that the results

might not be applicable to man. Evidence

to support the argument that LATS has a

similar thyroid-stimulating effect in man
has recently been offered by Arnaud et

al,
27 who infused plasma from patients with

Graves’ disease, and others with myxedema,
into normal human subjects who had been

given single 200 /xc dose of radioactive

iodine. The results were similar to those

observed in assay animals. Figure 2 repre-

sents the type of responses reported by
Arnaud. Bovine TSH in supraphysiologic

dosage caused a maximal rise at 9 hours, as

did serum from a patient with myxedema.
After injection of serum from a patient with

Graves’ disease, made euthyroid with anti-

thyroid drugs, a delayed response, maximal
at 2 days, was observed and was thought

to be due to LATS. When this same patient

was subsequently rendered hypothyroid by
I131 therapy, his serum gave both an early

and a late response, suggesting the presence

of both TSH and LATS.
The numerous recent investigations into

the identity of LATS have clearly demon-

strated that it is a substance quite distinct

from TSH. In addition to its prolonged cir-

culating half-life, a matter of several hours

to more than two weeks 3 -
18_2°- 23 - 28“

32 as compared with a matter of minutes for

131

I-LABELED
PROTEIN-BOUND

IODINE

DAYS AFTER INJECTION

Fig. 2. Type of response reported by Arnaud et

al.
27 in normal human subjects injected with serum

from myxedematous patients and patients with
Graves’ disease. PBLa is corrected for excretion

and decay. Bovine TSH and myxedema serum
cause transient rise, maximal at 9 hours. LATS
causes delayed, sustained response, maximal at 2

days. In Graves’ patient rendered hypothyroid,

both early (TSH) and delayed (LATS) response

are observed.

TSH 20~29—which accounts for its sustained

effect on the thyroid—LATS has been found

to differ, physiologically, physicochemically,

and immunologically from TSH. Table 3

Table 3

Differences Between Long-Acting Thyroid
Stimulator (LATS) and Thyrotropin (TSH)

Physiologic:

LATS: 1. Has a longer circulating half-life.

2. Has a sustained effect on thyroid func-

tion.

3. Is not suppressed by thyroxine “nega-

tive feed-back.”

Physicochemical:

LATS: 1. Is not recovered by alcohol percolation.

2. Is precipitated by trichloroacetic acid.

3. Is less heat-stable.

4. Is resistant to proteolytic enzymes.

Immunologic:

LATS: 1. Is neutralized by anti gamma globulin

antibodies.

2. Is not neutralized by anti-TSH anti-

bodies.

summarizes these distinctions. Its unique

prolonged stimulation of thyroid activity, its

longer circulating half-life, and its non-

suppressibility by thyroxine “negative

feed-back” have already been mentioned.

Physicochemically, no LATS activity is re-
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covered in the standard alcohol percolation

method of Bates, Garrison, and Howard 33

for the extraction of TSH. Unlike TSH,
LATS is precipitated by 10% trichloroacetic

acid and is almost totally inactivated by
heating to 70°C for 10 minutes. 28 Finally,

LATS is almost totally resistant to proteo-

lytic hydrolysis with a variety of enzymes,

whereas TSH is readily inactivated. 34-38

Immunologically, LATS activity is neutral-

ized by antibodies to human gamma globu-

lin, while that of TSH is not.39 ’
40 Antibodies

to bovine TSH, on the other hand, which

neutralize bovine and human TSH, are not

effective in inhibiting LATS activity.
41-44

Having found that LATS is a substance

distinct from TSH, investigators focused

their attention on the question of its identi-

ty and origin. It became increasingly ap-

parent that LATS was inseparable from the

serum gamma globulins. 20, 34> 35, 39 Kriss,

Pleshakov and Chien 39 concentrated the

LATS activity by acid-salt precipitation and

chromatography on diethylaminoethy 1

(DEAE) cellulose. After subjecting this

purified LATS to paper electrophoresis, im-

munoelectrophoresis, Ouchterlony double
diffusion in agar, and ultracentrifugation,

they concluded that it is a “single protein

component having the characteristics of 7S

gamma globulin.” Miyai and Werner 45

concentrated LATS 30 to 37-fold by column

chromatography first on DEAE-cellulose

and then on carboxymethyl cellulose.

Immunoelectrophoretic analysis of this

LATS-globulin fraction indicated that it

was gammag-globulin. Neutralization ex-

periments revealed that the LATS activity

was almost completely neutralized by anti-

bodies to human gammag-globulin, but was

not affected by antibodies to human gam-

maa-or gammam-globulin. Meek, Jones,

Lewis and Vanderlaan34 reduced the LATS
globulin to its heavy (H) and light (L)

chains by treating it with mercaptoethanol

and iodoacetamide 46 and found that the H
chain retained all of the thyroid-stimulating

activity. Papain digestion yielded 3 subunits,

with all of the activity retained in Frac-

tion I, which contains a part of the H chain.

These findings have not been confirmed by

other investigators. Dorrington, Munro and

Carneiro 47 found that exposure of the re-

duced, alkylated gamma globulin to acid, as

is required in the isolation of the H and L
chains, resulted in the loss of almost all

LATS activity. The very slight residual ac-

tivity was, however, associated with the H
chain. McKenzie 37 found no thyroid-

stimulating activity in either the isolated H
or L chain, though a mixture of the two re-

tained some activity. The results of papain

hydrolysis are also disputed. Kriss and
associates 39 found no activity after pro-

longed hydrolysis with this enzyme, but

McKenzie 36, 37 found that activity was re-

tained despite extensive hydrolysis.
Moreover, he recovered an active 3.5S moie-

ty after pancreatin hydrolysis. 37

The gammag-globulins are generally
thought of as being “antibodies,” and are

produced by the lymphoid tissues.

McKenzie and Gordon 44, 48 have cultured

the lymphocytes of a patient with Graves’

disease in vitro, and, under the stimulation

of phytohemagglutinin, have recovered
LATS from the incubation medium for up
to 6 successive days. When mixed
C 14-amino acids were added, the LATS be-

came labeled with C 14
,
indicating that the

LATS was synthesized in vitro.

LATS appears, then to be a gammag-
globulin, synthesized by the lymphoid tis-

sues, which has a direct thyroid-stimulating

activity. The active site in the globulin

molecule has not yet been precisely defined.

If LATS is an “antibody,” it is unique in

that it mimics the action of a trophic hor-

mone. The clinical association of Graves’

disease with the various “autoimmune” dis-

eases is well-known, and the observation

that thymectomy is occasionally followed by
a remission of the disease was made by
Kocher and Halsted a half-century ago.49-50

The stimulus to the production of LATS,
however, is unknown. Studies of the mech-
anism of action of LATS are in progress.

Immunofluorescence studies indicate that

LATS, like TSH, attaches on or in the

nucleus of the thyroid acinar cell. 39 When
LATS is incubated with subcellular frac-

tions of the thyroid, it binds to the microso-

mal fraction. 51, 52 Beyond this, its mode of

action is not known.

The discovery of LATS has at least given

us an explanation for the thyroid function
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of Graves’ disease. In the normal indivi-

dual, the familiar “negative feed-back”

mode of control prevails (Fig. 3). TSH stim-

P B I NORMAL
RAIU NORMAL

TSH NORMAL
NO LATS

SUPPRESSIBLE
WITH T,

RESPONSIVE TO
EXOGENOUS TSH

Fig. 3. Normal thyroid-pituitary functional rela-

tionships. Thyrotropin (TSH) stimulates synthe-

sis and release of thyroid hormones. The thyroid

hormones exert a “negative feed-back” control on

TSH secretion by the pituitary.

ulates the production and release of thy-

roid hormones, triiodothyronine (Ts) and

thyroxine (Ti). The elevated concentra-

tion of thyroid hormones in the blood sup-

presses pituitary secretion of TSH, and as

its trophic influence is removed, the produc-

tion of thyroid hormones falls. As the level

of circulating thyroid hormone decreases,

the inhibition of TSH secretion disappears,

and TSH is again elaborated. In the normal

individual one can suppress TSH secretion

with exogenous thyroid hormone and detect

this by the fall in the radioactive iodine up-

take (RAIU) by the gland. Conversely, ad-

ministration of exogenous TSH (Thytropar,

Armour) causes an increase in the RAIU
and in the PBI.

Now let us examine the situation in

Graves’ disease. As shown diagramatically

in figure 4, lymphoid tissues produce a gam-
mag-globulin, referred to as LATS, which

PBI ELEVATED
RAIU ELEVATED

TSH LOW
LATS POSITIVE

THYROID
HORMONES

\
\

\

TSH
I

/

/
/

NON-SUPPRESSIBLE
WITH T3

UNRESPONSIVE TO

EXOGENOUS TSH

Fig. 4. Thyroid function in Graves’ disease,

Long-acting thyroid stimulator (LATS) is non-
suppressible by thyroid hormones. Prolonged
trophic stimulus by LATS causes diffuse goiter

and increased secretion of thyroid hormones,
which suppress pituitary secretion of TSH.

acts upon the thyroid to stimulate produc-

tion of thyroid hormone. Since the level of

circulating thyroid hormone (PBI) is ele-

vated, the secretion of TSH by the pituitary

is restrained. Consequently, TSH levels are

low. 53
’
54 LATS assays are usually posi-

tive. When the patient is given exogenous

triiodothyronine, the LATS, which is not

under negative feed-back control, is not sup-

pressed and the RAIU is unchanged. Since

the thyroid is already maximally stimulated

by LATS, moreover, the administration of

exogenous TSH does not enhance the al-

ready elevated RAIU.
There are two interesting variants of

Graves’ disease which bear mentioning.
The first is “Graves’ disease without hyper-

thyroidism.” 55 In this syndrome, the pa-

tient has exophthalmos and has LATS in his

serum, but is euthyroid. It was difficult to

understand how a patient with a potent,

nonsuppressible thyrotropic substance in his

plasma could be euthyroid until Liddle,

Heyssel and McKenzie 55 demonstrated that

these patients had “limited thyroid reserve”

(Fig. 5) . Because of a lesion of the thyroid,

Fig. 5. Diagram of thyroid in “Graves’ disease

without hyperthyroidism” 5S
. Thyroid lesion pre-

vents secretion of more than normal amounts

of thyroid hormone even under prolonged maxi-

mal stimulation by LATS: “limited thyroid re-

serve.” TSH levels are normal or low.

the gland is unable to manufacture super-

normal amounts of thyroid hormone even

under maximal stimulation by LATS. This

can be demonstrated by the fact that their

RAIU cannot be further stimulated by the

injection of exogenous TSH; nor, on the oth-

er hand, can it be suppressed with triiodoth-

yronine. Thus these patients happen to

have normal baseline thyroid studies, but

have distinctly abnormal tests of thyroid

dynamics.
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The second interesting variant is neonatal

Graves’ disease. 31
- 32> 56 Occasionally wom-

en with Graves’ disease and high LATS ti-

ters have given birth to infants who have

goiter, exophthalmos, and hyperthyroidism.

LATS has been detectable in their blood at

birth. This syndrome apparently is caused

by passive transfer of LATS, like other

gammag-globulins, across the placental
membranes, since the level of LATS in the

infant’s serum decreases to undetectable

levels over a period of several weeks. As
LATS disappears, the manifestations of thy-

rotoxicosis disappear as well.

While there remain many questions to be

answered in the intriguing syndrome of

Graves’ disease, the discovery of LATS-
globulin and its stimulatory effect upon the

thyroid gland has provided us with both a

unique example of an immunoglobulin with

a hormonal action and a rational explana-

tion for the abnormal thyroid function ob-

served in this disorder.
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Cryptococcic Meningo-Encephalitis

Present Illness: This 69 year old white lumber
inspector was admitted with complaints of head-

ache and vomiting.

Two weeks prior to admission, while gardening,

he had rather sudden onset of occipital headache
accompanied by unsteadiness and vomiting.

There had been intermittent vomiting since onset.

During the 2 weeks period there had been some
mental confusion and memory loss. The patient

slept most of the time and was lethargic. While
no evidence of paralysis was noticed, he did stag-

ger while walking and had bladder incontinence.

He consulted a physician and was given some cap-

sules. Two days prior to admission the patient

slipped and fell in his bathtub and struck his head.

He did not become unconscious and helped himself

out of the tub. Because his condition failed to im-
prove his wife brought him to this hospital.

He had a 10 year history of treatment for hy-
pertension. The patient smoked one package of

cigarettes daily. Two brothers had diabetes.

Physical Examination

:

The patient was a well

developed obese white man, lethargic and ataxic.

He answered questions but fell asleep while talk-

ing. He had difficulty in hearing. The P. was 90,

T. 100.4, R. 18, and B.P. 180/100. There was
slight nuchal rigidity noted. The heart sounds
were of good quality with no murmurs being pres-

ent. The P.M.I. was in the 6th intercostal space
to the left of the midclavicular line. Lungs were
clear but breath sounds were distant. The chest

was symmetrical and excursions were normal.
The pupils reacted to light and on accomodation;
the fundi could not be visualized satisfactorily.

The abdomen was soft and the liver and spleen

were not palpable. Deep tendon reflexes were hy-
peractive but symmetrical. The finger-to-nose

and heel-to-toe maneuvers were poorly per-

formed. There was no lymphadenopathy. Rectal

examination was normal with sphincter tone being

good.

Laboratory Data: On admission, the Hgb. 15

Gm., HCT. 48%,, WBC. count 16,000 with 91% neu-
trophiles, 9% lymphocytes. A subsequent hemo-
gram showed Hgb. 16 Gm., HCT. 51%, WBC. count

18,000 with 86% neutrophiles, 4% bands, 4% mon-
ocytes, and 6% lymphocytes. Urinalysis was nor-

mal. VDRW. test was negative. Blood sugar was
131 mg. on admission and on fasting the same day
was 112 mg. per 100 ml. BUN. was 16 mg. on ad-
mission and rose to 30 mg. per 100 ml. Initial spi-

nal fluid was clear, the opening pressure being 350

mm. of water, closing 240, with a cell count of 2

RBC. and 200 WBC. showing 32% polys and 68%

From the Medical Service and Laboratory Serv-
ice (J. W. Nelson, M.D. and J. M. Young, M.D.)
Veterans Administration Hospital, Memphis, Tenn.

lymphocytes. Globulin was positive with total

protein of 240 mg.%. Colloidal gold and cardiolip-

in tests on spinal fluid were negative. Another
spinal tap had an opening pressure of 450 mm.
with total protein of 60 mg.% and 50 WBC. with

45% polys and 35% lymphocytes. C02 was 22

mEq/L and chlorides 98 mEq/L.
X-ray: Chest film showed the heart slightly en-

larged. The lung fields were clear except for ov-

erall accentuation of bronchovascular markings.
The skull film showed the cranial vault intact.

There was some asymmetry of the petrous ridges

and a suggestion of calcification above the sella

turcica and in the temporoparietal region. What
may have been the pineal was slightly shifted to

the right. Ventriculogram showed satisfactory fill-

ing of the ventricles with no evidence of shift.

An EKG revealed ST segment changes sugges-

tive of myocardial ischemia.

Hospital Course: The patient was admitted to

the Medical Service where his condition became
worse and he became comatose on the 3rd day.

He was transferred to the Neurosurgical Service.

Parietal burr holes were made, and when the dura

on the right was opened, the substance of the

brain appeared to be under considerable pressure

and a small amount exuded through the hole. The
ventricular fluid was slightly cloudy and under
considerable pressure. A tracheostomy was also

performed. Several hours after this, on the 6th

hospital day, he expired.

Clinical Discussion

DR. NELSON; If I may, I would like to

approach the problem today in three basic

parts. Let me first summarize and discuss

in general the patient’s clinical findings,

then the laboratory findings, and finally the

x-ray findings. We have a formerly healthy

69 year old man who was ill only about 20

days. There is a history that he had hyper-

tension for 10 years and that he smoked a

pack of cigarettes daily; there is a family

history of diabetes. I think it is reasonable,

however, to doubt that he had many, if any,

premonitory symptoms until the day when
he was working in the garden and noted

headache, vomiting, and difficulty in walk-

ing. The protocol gives the onset as being

rather sudden. There was no definite evi-

dence from either the history or physical

examination of a lateralizing type of incoor-

dination or weakness. He did have signs of

mental disturbance, described here as men-
tal confusion, memory loss, and lethargy,

and this was his course for two weeks.

There was a progression of the mental con-

fusion following hospitalization. Mention

should be made of his urinary incontinence.



January, 1967 CLINICOPATHOLOGIC CONFERENCE 49

I cannot use this point as a differential fea-

ture, When people are as disturbed in con-

sciousness as this man apparently was, uri-

nary incontinence is not uncommon. This

results from so-called “cerebral inconti-

nence,” not necessarily because of any in-

terference with innervation of bladder eith-

er by the pyramidal tract or the autonomic

nervous system or at a local level, but rath-

er as we sometimes put it a “lack of con-

cern.” This man did have a fall, but this oc-

curred after the onset of the illness, and did

not particularly influence the course.

Let me mention also the positive neurolo-

gic abilities in contrast to the negative ones.

For example, the history indicates that this

man, while quite lethargic, nevertheless was
able to talk. We assume that some of the

history was obtained from the patient, and

there is no mention of difficulty in enuncia-

tion. The fact that he was able to use lan-

guage, and that he was not aphasic, indi-

cates that the speech areas in the cortex

were probably not specifically involved.

Likewise, it would indicate that the effect-

ors of speech, namely the muscles of the pal-

ate, the tongue and the larynx were intact.

There is no mention, for example, of hoarse-

ness or mush-mouth speech or nasal speech,

etc. So we have to assume, from the neu-

rologic findings that these structures are

preserved. Other things which are pre-

served, at least initially, are the extraocular

and pupillary reflexes. There is no specific

mention made of other cranial nerve palsies.

He tended to stagger when he walked, but

there is no mention made of a specific hemi-

paresis, for example. The only specific

cerebellar test, per se, that is given us is the

finger-to-nose and heel -to -toe maneuver.
This is not described in the protocol as

necessarily representing ataxia. It merely
states that they were poorly performed. In

the absence of a positive statement, one

would wonder if this merely had to do with

this patient’s disturbance in consciousness

or lack of comprehension of the situation.

Reflex examination again was apparently

symmetrical, although somewhat hyperac-

tive.

I think it is important to note, when we
are dealing with a condition of the central

nervous system that no mention is made of

cardiac arrhythmia or heart murmur. No
signs of systemic infection or intra-

abdominal condition are mentioned. We as-

sume some other negative information from
the normal rectal examination. As far as

his vital signs are concerned, he does have a

pulse of 90, a temperature of 100.4°, and on

admission a normal respiration, and a blood

pressure of 180/100. There is a suggestion

from the history that there may have been

some nuchal rigidity. This is difficult to

evaluate in a 69 year old man who might
have some cervical arthritis, but we will as-

sume that perhaps it is on a neurologic

basis. The combination of gradually pro-

gressive disturbance of consciousness, vomit-

ing, headache, and nonspecific disturbance

in coordination suggests the classic clinical

picture of increased intracranial pressure of

nonspecific etiology. It is not uncommon for

a patient to have a posterior fossa lesion in

which the only signs are those of increased

intracranial pressure resulting from occlu-

sion of ventricular outflow. A nonspecific

increase in intracranial pressure from any

cause also would produce this syndrome.

Let us speculate for a moment that the

onset may not have been abrupt. For ex-

ample, the patient may have been not “feel-

ing well” for some time. What are some of

the things which might cause a sudden in-

crease in intracranial pressure? One possi-

bility is bleeding from disruption of the

arterial vascular system with resultant in-

creased intracranial pressure. Another pos-

sibility is that of sudden occlusion of the

ventricular outflow by something that pre-

viously was silent. Any brain tumor, for

example, may “decompensate” suddenly,
presumably due to obstruction of the ventric-

ular outflow by a shift of intracranial con-

tents. A rupture of something other than

the vascular system could do this. A pre-

viously silent brain abscess, or some sort of

cyst might rupture its contents into the sub-

arachnoid space and result in an abrupt

onset of symptoms. What about primary

things that move around? If something

were “loose,” so to speak, in the ventricular

system, this might result in a very abrupt

increase in intracranial pressure. The most

common cause of this is a colloid cyst of the

third ventricle, but this is a rarity. The eye
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grounds were not visualized, so we have no

information of increased intracranial pres-

sure there, but spinal punctures did confirm

increased intracranial pressure. Until hos-

pitalization, the patient did not change

much. It is as though something was very

stable. This, along with the fact that the

patient remained unchanged for two weeks,

tends to eliminate some of the above possi-

bilities. Usually, intrapontine or intracere-

bellar hemorrhage terminates sooner than

this or makes the patient much more ill in

the beginning. Rupture of an abscess into

the subarachnoid space would produce

symptoms and changes faster than this.

The patient would probably have had a se-

vere overwhelming meningitis and expired

unless treated quickly.

However, rupture of the contents of a tu-

berculous lesion, crytococcal cyst, or cranio-

pharyngioma into the subarachnoid space

perhaps might not result in such an abrupt

situation. Against a diagnosis of colloid

cyst of the 3rd ventricle is the fact that this

man’s condition remained stable. Most pa-

tients with colloid cysts of the 3rd ventricle

have headache and perhaps vomiting, with

sudden changing of positions, such as bend-

ing in the garden or going around sharp

turns. A posterior fossa tumor which mani-

fested itself by a sudden relative occlusion

of the ventricular system could remain sta-

ble for a while.

Is it possible for a diffuse infectious pro-

cess in the central nervous system to come
on this suddenly and run this course? It

certainly is possible for a low grade infec-

tion, something in the nature of a fungal or

tuberculous process to do this, but again I

think we must hedge just a little on the his-

tory of rather abrupt onset associated with

strain. An infectious process of the central

nervous system that is apt to have an almost

apoplectiform onset is meningococcic men-
ingitis. Again, this is the type of illness,

though, that if it started that way, one

would expect it to continue at a very rapid

rate. The two capsules given the patient by

his family physician are a matter of specula-

tion as to what these might be and how they

could possibly confuse the issue. If he did

have an onset of an infectious process of pu-

rulent nature and was given some antibiotic

which inadequately treated his condition,

the course of illness might have been

slowed. The stiff neck could be produced

either by an infection or by a mass in the

posterior fossa. It is not infrequent for a

patient with a posterior fossa mass to have

nuchal rigidity. Another possible cause, as

we mentioned, is that of cervical arthritis.

Laboratory studies revealed a relatively

normal hemoglobin and hematocrit. He
does have an elevated white count and a

shift to the left. This would suggest possi-

bly that the etiology is on an infectious bas-

is, but in a man who has been disoriented

for a week and who has had urinary inconti-

nence, it would be a little difficult to be sure

that this were not due to some secondary in-

fection. Now, nothing unusual is seen in

the urine, and his blood sugar remained at a

reasonable level. There is no evidence of

renal disease on the basis of the BUN. We
have two spinal fluid examinations which, I

must say, are perhaps the most difficult for

me to evaluate at the moment. Both of

them reveal increased intracranial pressure.

We have on the first tap 200 white cells, pri-

marily lymphocytes, but with some polys,

and on a second tap 50 white cells, more of

which are polys. We have an initial spinal

fluid protein of 240 mg. and a subsequent

spinal fluid protein of 60 mg. Electrolyte

values are not very remarkable. It would

be unlikely that he would have been drink-

ing methyl alcohol, but a clinical state like

this can result from methyl alcohol. This

would be unlikely in the presence of a nor-

mal C 02 . There is another possibility in

this gardener which I am going to mention

only to discount—this is lead encephalopa-

thy. This has been reported in adults, but is

primarily a disease of children. If this were

the case here, it would have to be the acute

form, and he would have, it seems to me,

more abdominal pain and other symptoms
along with his vomiting. We would also ex-

pect anemia. How to interpret this situa-

tion of seemingly improving spinal fluid in

regard to cells and protein is difficult.

Theoretically, the finding that we had more

cells and protein initially and less later

would lend a little evidence for something

leaking. Perhaps something did leak mate-

rial into the subarachnoid space and subse-
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quently close off. We need to know what

spinal fluid sugar levels were. I believe if

we had a value for the spinal fluid sugar, we
would be able, in a patient this ill, to elimi-

nate tuberculous meningitis or cryptococcus

infection. It is true that patients with early

tuberculous or cryptococcic meningitis, etc.,

may have normal spinal fluid sugar levels

but, to the best of my knowledge, by the

time they have become ill enough to exhibit

many symptoms, the sugar levels are de-

pressed. The ventricular fluid obtained at

the time of operation was described as being

slightly cloudy. Dr. Kaplan is here this af-

ternoon, and I asked him, as a neurosurgeon,

what he thinks about ventricular fluid being

slightly cloudy. His comment was that a

slight cloudiness of the ventricular fluid is

seen frequently and that he discounts this

unless subsequent studies reveal abnormali-

ties.

I would like to mention a few other rela-

tively rare conditions that might mimic this

situation, just to complete the differential

diagnosis. One of these is a condition which
is called pseudotumor cerebri. Patients
sometimes develop increased intracranial

pressure for no reason that is really known.

Some have tended to ascribe this to throm-

bosis of lateral sinus and cortical veins.

Others think the cause in some cases is a

serous meningitis of unknown etiology.

Diffuse infiltrating gliomas can produce any

picture. I would like to mention also that it

is not uncommon to find cells in spinal fluid

with tumors or other conditions that are not

in direct communication with the spinal

fluid. This syndrome is called by some neu-

rologists “sympathetic” meningitis. If one

has a hematoma or tumor near the ependy-

ma of a ventricle or near the subarachnoid

space, one may have a mild increase in cells

in spinal fluid.

The third important group of findings con-

cerns the x-rays. I am interested in looking

again at the chest x-ray for signs of a pro-

cess which might give us a clue to an extra-

cranial cause which might have extended to

the brain, such as miliary tuberculosis, car-

cinoma, etc. Since we still are considering

remotely the possibility of an abscess, we
would also like to see films of the mastoid

areas and sinuses. We are also interested in

the calcifications that have been described.

DR. ETTMAN: The chest films are porta-

ble examinations taken two days apart.

The heart is slightly enlarged; the markings

are heavy. There is some haziness in the

left lung base. The skull film shows the pin-

neal shifted to the right. The sella is intact.

There is some calcification in one area

which could be the choroid plexus. In the

comment made about erosion or asymmetry
of the petrous ridges, I believe we see asym-

metry very often. There is no definite evi-

dence of erosion. The ventriculogram re-

vealed nothing significant.

DR. NELSON: The negative information

from the ventriculogram is important. This

helps rule out a mass which might be oc-

cluding the outflow of the ventricular sys-

tem. The 3rd ventricle is seen fairly well,

which helps rule out the possibility of col-

loid cyst of the 3rd ventricle. Congenital

stenosis of the aqueduct is likewise ruled

out. Now on the positive side, the ventri-

cles are of normal size, or smaller than nor-

mal. Often this is the cause in pseudotumor

cerebri, so I do not think we can rule this

out on the basis of the ventricular size.

About a third or a half of these cases are

described as having very small ventricles

that are difficult for the neurosurgeon to

tap. This sometimes suggests a diagnosis of

pseudotumor cerebri. The suggestions of

calcification bring up the possibility of su-

prasellar cyst, but I am not going to make
the diagnosis, even though rupture of such a

cyst could be the correct diagnosis.

I’m going to make my diagnosis tubercu-

lous meningitis. Our diagnostic laboratory,

radiological and neurosurgical procedures

have helped us very little. I might as well

say cryptococcus meningitis. Tuberculosis,

like cryptococcosis, is a great mimicker of

other diseases, and this might have been, at

least early in the game, a treatable condi-

tion.

Clinical Diagnosis : Tuberculous or Cryp-

tococcic Meningitis.

DR. YOUNG: Are there any questions or

any other diagnoses?

DR. LARKIN: Were any cultures of the

spinal fluid performed?

DR. YOUNG: Cultures were taken on one
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of the spinal fluids, but were not reported as

showing anything by the time the patient

died. I am at a loss to explain why the sug-

ar reports were not present in the record,

because I feel certain they were performed.

Anatomic Findings

DR. YOUNG: At the time of autopsy this

69 year old white man was still very well

developed and nourished and moderately

obese. Externally he showed little of note.

A few pleural adhesions were found, as the

x-ray indicated, in the left chest. No fluid

was present in either pleural space. The
pericardial sac and peritoneal cavity showed
nothing significant. The left lung weighed

450 grams and the right 500 grams. Except

for a minimal amount of basal edema, they

showed nothing significant. We were partic-

ularly interested, as most of you are, in es-

tablishing some primary focus in the lung

from which a spreading inflammatory lesion

may have originated. This we could not do.

The heart was moderately enlarged, particu-

larly the left ventricle. It weighed 500

grams. The left ventricle was 2 cm. in

thickness; otherwise the heart showed noth-

ing of note. The other organs, except for

the brain, showed little except congestion.

The kidneys each weighed 140 grams and

microscopically showed a moderate degree

of arteriolar nephrosclerosis.

When the skull was opened and the dura

removed, the brain was very tight. The
meninges were slightly cloudy and the brain

itself, when removed, weighed 2100 grams.

That is a great increase since the usual

weight is about 1450 grams. There was
slight clouding of the meninges along the

vessels and in the convolutional folds.

There was a moderate cerebellar pressure

cone and marked edema throughout the

brain. We, because of the slight thickening

and clouding of the meninges, took several

bits of meninges for fungal and tuberculous

studies. Figure 1 demonstrates the micro-

scopic appearance of the meninges and the

adjacent brain. This shows a chronic men-

ingo-encephalitis. Most of the inflammatory

cells were lymphocytes. The process ex-

tended along the pia arachnoid, the Vir-

chow-Robin spaces, and encircled the ves-

sels. In a few areas one could find multinu-
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Fig. 1. Low power view of base of brain show-
ing chronic meningitis.

cleated giant cells and early tubercle-like le-

sions. Figure 2, however, is a PAS stain

demonstrating the causative organism. I

think Dr. Nelson is to be congratulated for

reaching his conclusion in this case. This

Fig. 2. PAS stain revealing organisms of Cryp-
tococcus neoformans in the exudate.

turns out to be a case of cryptococcic men-
ingitis. We were not enough aware of this at

the time when we sectioned the brain to

look, very closely for a torula granuloma,

say in the choroid plexus, where they will

sometimes occur, or the tuberculoma type

lesion. I think it is quite possible that the

mechanism Dr. Nelson mentioned of a cyst

or a lesion rupturing into the ventricular

space or into the subarachnoid space some-

where on the surface of the brain could have
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produced a rather sudden onset. This hap-

pens in tuberculous meningitis. About 10%
of the cases of cryptococcosis will have le-

sions remain localized in the lungs. Certain-

ly the most dramatic picture of this process

is involvement of the central nervous sys-

tem. About two-thirds of those with central

nervous system involvement die rather rap-

idly and follow a course more or less similar

to the one that our case did follow. Cultures

of spinal fluid for bacteria were negative,

but we grew Cryptococcus neoformans from

the meninges. Mouse studies showed it to

be pathogenic, also.

DR. DIETRICH: Do you think this man
died primarily because of the pressure on

the medulla?

DR. YOUNG: I think so, Dr. Dietrich, and

whether it was due to a block from the in-

flammatory process or whether it was due to

disturbed dynamics following the two spinal

taps, I cannot say. I think this is something

we all have to think about. How do you
feel about spinal taps in the face of in-

creased pressure, Dr. Nelson?

DR. NELSON: It would be hard to see

much more than coincidence with this

amount of pressure. The man did stay rela-

tively stable for two weeks. We don’t know
from the wife whether he really did change

much or whether she was just concerned

that he was getting no better. Even in a

diffuse process, an interference with dynam-
ics by spinal puncture can change the situa-

tion greatly. The mechanism here may
have been an interference with absorption

of spinal fluid rather than a blockage.

DR. YOUNG: That may well be, though

the exudate is not nearly as extensive as

you might expect in such a situation.

Unless a significant area is covered by an

exudate, I doubt that the absorption me-

chanism was at fault. Spinal taps in the

face of increased pressure can give drastic

results. Remember that spinal fluid often

continues to leak through the puncture

wound in the dura.

Final Anatomic Diagnoses: Cryptococcic

meningo-encephalitis.
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SUMMARY OF ACTIONS OF THE AMA HOUSE OF DELEGATES
November 27-30, 1966—Las Vegas, Nevada

Major Actions • Education for family practice, billing and certification
procedures under Public Law 89-97, proposed revisions of
the Selective Service System, payments for professional
services, compensation for house officers, and use of the
terms "ethical" and "unethical" were among the major sub-
jects acted upon by the House of Delegates at AMA's 20th
Clinical Convention in Las Vegas. Dr. Charles L. Hudson,
AMA president, said at the opening session of the House that
the need to improve existing services and establish new
services for the total population should be a "top priority"
of the medical profession. Registration reached a total of
11,226, which was a record high for an AMA Clinical Conven-
tion, and included 4,574 physicians.

Education for • The House of Delegates endorsed the recommendations of
Family Practice the Ad Hoc Committee on Education for Family Practice and

authorized the Council on Medical Education to develop and
initiate plans for their implementation. The report con-
tained the following recommendations: (1) Major efforts
should be instituted to encourage the development of new
programs for the education of large numbers of family
physicians for the future. The programs should relate to
all levels of medical education, including pre-medical
preparation, medical school education, internship and resi-
dency training, and continuing medical education. The pro-
grams should stress excellence and flexibility to meet the
needs and interests of individual physicians. (2) Medical
schools and teaching hospitals should be urged to explore
the possibility of developing models of family practice, in
cooperation with the practicing profession. (3) New sources
of financial assistance should be developed for the support
of family practice teaching programs. (4) Recognition and
status equivalent to other medical specialties should be
given to family practice. An appropriate system of spe-
cialty certification should be provided for those who have
completed approved educational programs and demonstrated
their competence as family physicians. (5) Attention should
be given to other factors which should make the environment
for family practice more favorable and serve as incentives
to medical students and young physicians to enter this
field. (6) Study should be made of the effect of pre-
medical programs and the admission procedures, curricula
and student evaluation policies of medical schools upon the
production of family physicians.

Delegates and other AMA members also attended an open
hearing on the report of the Citizens Commission on Grad-
uate Medical Education. This report is under study by the
AMA Board of Trustees and the Council on Medical Education.

Public Law 89-97 • The House adopted a resolution urging that the American
(Medicare) Medical Association advise the Department of Health, Educa-

tion and Welfare that the present requirements for certif ica-



89th Congress
graded

Editors of weekly newspapers should be encouraged to ac-
cept this public service medical feature by local physi-
cians. Inquire of your editor if he will carry "The World
of Medicine" and indicate the desire of the physicians in
your community to see this series printed in your local
newspaper.

• The U. S. Chamber of Commerce has published a summary of
ratings of the U. S. House of Representatives and the U. S.
Senate made following adjournment of the 89th Congress.

As part of their legislative programs, several major
national organizations evaluate the Congress of the United
States. Each organization chooses a number of record
votes on what it considers key issues. In various ways,
"right" or "wrong" votes are attributed to each member of
the Congress. Each organization's tabulations are printed
collectively by Congressional Quarterly.

The three organizations that have evaluated the 89th
Congress are: Americans for Constitutional Action,
Americans for Democratic Action and AFL-CIO Committee on
Political Education.

Americans for Constitutional Action (ACA) evaluates
votes which, in its opinion, "have a significant bearing on
the preservation of the spirit and principle of the
Constitution, as these were defined by the Founding Fathers
of our Republic." The ACA rating is cumulative and covers
the individual Senate member's record since 1955 or since
the date of the first term served. For House members they
commence in 1957 or with the first term served.

Americans for Democratic Action (ADA) evaluates votes in
terms of what it considers to be liberal policies and its
ratings are derived from selected House and Senate roll
call votes. The organization refers to its ratings as the
"Liberal Quotient," which it defines as "a measure of the
liberalism of a member of Congress determined by the per-
centage of his votes in harmony with liberal policies."

ADA cautions users of its "Liberal Quotient" scores that
"judgments cannot be made in statistics or percentages ;

they require the use of other yardsticks and careful
scrutiny on an individual basis of the capabilities of
legislators." ADA ratings are derived from votes cast
during the First Session of the 89th Congress.

AFL-CIO Committee on Political Education (COPE) evaluates
votes as "right" or "wrong" in terms of how they conform
to AFL-CIO policies. They are cumulative ratings for
both Houses derived from the individual Member's length of
service since 1947. Members elected after 1947 are scored
since their first year in Congress. The COPE ratings end
with the second session of the 89th Congress. The COPE
ratings are unofficial, the percentages having been cal-
culated by the Chamber from official AFL-CIO COPE voting
records of the 89th Congress.

Percentage Vote Record
Senator or Representative ACA ADA COPE

Ross Bass (D) 4 76 83

Albert Gore (D) 16 65 78

James Quillen (R) 95 0 4

John Duncan (R) 96 0 0

Bill Brock (R) 89 0 0

Joe Evins (D) 22 42 68

Dick Fulton (D) 2 63 96

William Anderson (D) 8 68 100
Tom Murray (D) 57 5 27

Robert Everett (D) 25 32 52
George Grider (D) 0 74 85
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'P'le&idewt'& “Paye,
AMA Clinical Meeting, Las Vegas, Nevada

Since TMA pays my expenses to the AMA Clinical Meeting, I

feel that you as a member are entitled to a report. I will confine

my remarks to the AMA’s activities from 7:00 a.m. to 5:00 p.m. and
leave to your imagination about my activities during the rest of

my time. Needless to mention, the environment is conducive to

“chance” at all times.

The members of the House of Delegates spent many hours try-

ing to define the terms “usual and customary” as they apply to our
fees. I could have told the delegates that in Tennessee we know,
and our carriers know what we are talking about and it is unneces-
sary to define these terms—since it is the application that counts.

Everyone was disturbed because patients could not be reim-
bursed with payments for medical care made by the patient to the provider of services

under Title XIX of Public Law 89-97. This pertains to the Federal law enacted in 1935,

and if this is changed it will call for an amendment to the Social Security Act to include
Title XIX. We in Tennessee support the direct billing option and are supporting the pro-

posed amendment.
Certification and recertification remains in everybody’s mind as being highly objec-

tionable, unnecessary, and does not contribute to the quality of medical care. We are work-
ing for the repeal of this portion of Public Law 89-97.

At the AMA clinical session there was again adopted a resolution opposing the prac-
tice of determining the rate of payment for a physician solely on the basis of his type of

practice. This is sometimes called dual fees. AMA and TMA endorse the concept of us-

ual and customary fees in payment for physicians services.

In 1964, an ad hoc committee on education for family practice was appointed and the
committee’s report was included in report A of the Council on Medical Education. This
is a monumental report of the ad hoc committee and it should be studied by every mem-
ber of the TMA. The House of Delegates adopted the recommendation of the ad hoc com-
mittee and urged the Council on Medical Education to develop and initiate plans for im-
plementation.

The “Millis” report concerns the graduate education of physicians. The reference
committee urged that every physician and each state and county medical society study
the report carefully.

These two reports can be obtained from the American Medical Association.

Dr. Bland Cannon, Memphis, is a member of the Council on Medical Education. He is

more knowledgeable about the ad hoc committee’s report on Education for Family Prac-
tice and the “Millis” report than anyone else in our state. We are hoping that we may be
able to arrange with Dr. Cannon for discussion of these two important reports at our an-
nual meeting in April of 1967.

I vote for returning to “lost wages,” Nevada, but the “powers that be” say that we
will not return because the physicians’ image could be damaged by inference of associa-
tion.

Dr. Hubbard

President
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EDITORIAL
"EDUCATION FOR FAMILY PRACTICE"

On his page, the Executive Director re-

views the recommendations of the Ad Hoc
Committee on Education for Family Prac-

tice as endorsed by the House of Delegates,

and the authorization of the Council on

Medical Education to develop plans for

their implementation. In addition to these

recommendations, I have read both the re-

port of the Ad Hoc Committee and the re-

port of the Citizens Commission on Grad-

uate Medical Education (the “Millis Re-

port”)
,
reports which complement each

other and overlap in many areas .

1,2

I view these recommendations with

mixed thoughts. It is unnecessary to com-
ment again upon the important role of the

general practitioner in the provision of

medical care for the people of Tennessee .

3

To do so would be repetitious for not only

have these pages offered support to this role

a number of times but, in addition, I per-

sonally, as Director of Continuing Educa-
tion of Vanderbilt University School of

Medicine have aided the ongoing postgrad-

uate programs of two chapters of the AAGP
over the past ten years to the best of my
ability. So too, on these pages and else-

where, I have emphasized the need for com-
prehensive medical care and especially of

its facet which has to do with preventive

medicine .

4,5

Nevertheless one must take a realistic

look at what is proposed and project a

“guarded prognosis.” Having begun as a

general practitioner more than forty years

ago, and having lived through the scientific

advances in the intervening years, I am
aware of difficulties which must be over-

come for a successful implementation of the

recommendations which have been ad-

vanced. The whole matter is exceedingly

complex and raises a question as to whether

a new specialty can either be defined or be

established “out of the blue.”

To be a successful family physician is a

state of mind—an interest in medicine and
people, and especially what “makes them
tick.” This interest almost of necessity

must be inherent and may show itself in a

surgeon, an obstetrician, an internist, or a

pediatrician, as well as in a general prac-

titioner, but is not likely to be the result of

a directed educational effort alone. This

state of mind may exist despite the person-

ality traits which influences the selection of

a specialty—the “doing,” characteristic of

surgeons, or the “evaluating,” characteristic

of medical specialists .

0

1 Report of the Ad Hoc Committee on Edu-
cation for Family Practice of the Council of Med-
ical Education, A.M.A. (Sept.) 1966.

2 Report of the Citizen’s Commission on Grad-
uate Medical Education, A.M.A., 1966.

3 Editorials: Physicians and Medical Care, J.

Tennessee M.A. 43:291, 1950; The Postgraduate

Education of the General Practitioner, ibid.

43:376, 1950.

* Editorials: Changes Needed in Undergraduate
Clinical Teaching, South. Med. J. 48:320, 1955;

What Is the Purpose of the Medical Education,

ibid. 50:118, 1957; Graduate Education for Gen-
eral Practice, ibid. 50:1194, 1957; Family Prac-

tice—its Future, ibid. 57:231, 1964.
5 Kampmeier, R. H.: Continuing Education—

A

Look into the Future, Tennessee GP, Fourth

Quarter: 14, 1965.
G Bruhn, John G. and Parsons, Oscar A.: Med-

ical Student Attitudes Toward Four Medical

Specialties, J. Med. Educ. 39:40, 1964. Attitudes

Toward Medical Specialties; Two Follow-Up
Studies, ibid. 40:273, 1965.
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This aspect of personality traits itself

needs to be faced in the hope of attracting

students to a new specialty of family prac-

tice. One learns from medical students and
interns of at least one reason why fewer are

entering general practice. They recognize

that opportunities to practice surgery are

becoming increasingly more circumscribed

for a variety of reasons unless specialty

training is completed. These facts have

eliminated many from entering general

practice after a couple of years of hospital

training.* Such potential candidates say,

“I want to do surgery but know that in ten

years it will not be possible for me to do it

in general practice, so I am going for a

specialty.”

The student entering medicine today is

culturally more sophisticated. Increasingly

he comes from an urban and larger cultural

background. This strongly influences him
toward specialized knowledge, much more
than his father who may have come from a

rural background which, by and large, may
have been quite barren culturally in the

childhood of half a century ago. General
practice commonly connotes practice in a

small community (it should not necessarily,

but the fact remains that most city dwellers

choose their own specialists). Recent grad-

uates and especially their wives object to

raising their children in a “small town” de-

prived, they allege, of the cultural advant-

ages of the city. This strongly influences

the choice of a specialty. One cannot but

wonder whether the proposed new specialty

will take root in an urban environment.

The impact of medical knowledge upon
the type of person who chooses medicine

as a career is to my mind predictable, but

difficult to define in a few words. From a

half dozen years on the committee choos-

ing students for a medical school, from in-

terviewing in private for an hour each a

hundred students more or less, and follow-

ing the careers of hundreds of medical stu-

dents after graduation, one conclusion re-

mains unshakeable in my mind. The po-

tentially good doctor, as an undergraduate,

or the finished good doctor has within him

*This seems to be borne out by a survey done
by the Universtiy of Tennessee College of Med-
icine, J. Tennessee M.A. 58:64, 1965.

an extremely large element of scientific or

medical curiosity. The practitioner often

does not recognize this characteristic within

himself but it can be discerned as he asks

for a “curbstone” consultation at a medical

or a social gathering—good doctor in the

sense of interest in what makes people sick,

what makes them get well, and what makes
them “tick.” Commonly the potential medi-

cal student upon interview thinks he must
demonstrate that he is a “do-gooder” and
“that he wishes to help people.” If this is

his major motivating force without a high

admixture of the other ingredient, he will

be a poor doctor—too insecure and too likely

to become emotionally involved to function

effectively. What has this to do with the

subject at hand?
When I received my M.D. Degree forty-

three years ago, the sum total of medical

knowledge was so circumscribed it was al-

most universally encompassed in every

graduate from whatever school. Specializa-

tion to a great degree represented then the

acquisition of special skills—i.e. in the main,

surgical techniques, specialized knowledge
being acquired by experience. One’s life

then could be satisfying in general prac-

tice for one’s basic fund of knowledge was
as great as that of the “self-made specialist”

or even the specialist trained as such (in

skills). The intervening years have wit-

nessed a complete reversal of this situa-

tion. Involvement in recent years in the ed-

ucational program of a community hospital

offered me a revealing experience. Over
a number of years, I found that though al-

most all of those entering this rotating in-

ternship had as an objective general prac-

tice, the majority of these young men came
to me before the year was out requesting

alteration of rotations to meet certain inter-

ests which they had developed, and seeking

my advice in regard to a residency in some
field or other—not general practice. My
curiosity always led me to probe in depth

for this change of heart in a non-academic

climate with no full-time faculty as a pos-

sible scapegoat. (For years medical edu-

cators have been the scapegoat for the de-

creasing numbers of general practitioners,

accused of subverting or brainwashing un-

dergraduate students to enter specialty

practice. This is the exception!) The an-
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swer was simple and universal and can be
paraphrased collectively as, “There is so

much to know that I would be unhappy in

my ignorance and would feel I could not do

a good job as a doctor. I want to know
something well so I can do a good job.”

This is the essence of specialization and its

excuse, grasped by every intern in a rotat-

ing internship. To be sure this represents

to a large sense also an insecurity, a slip of

tongue once expressed within my hearing

by a nationally known figure, who said in

effect, “You have no idea how secure I

feel in recognizing my knowledge in one
area and am thus able to admit my ignor-

ance of all other matters and refer them to

my colleagues.” How different than forty

years ago when all physicians had the same
basic knowledge!

In the hope of meeting the problem just

outlined the Ad Hoc Committee and the

“Millis Report” suggest that residencies be

tailored to provide training for family prac-

tice and certification to provide status, to

entice candidates into the new specialty.

The ground of the proposed residency was
thoroughly plowed for two years by the

Committee on Preparation for General Prac-

tice under the chairmanship of Dr. Weiskot-

ten, of the Council of Medical Education,

and on which I had the pleasure to serve as

a representative of the Association of Amer-
ican Medical Colleges. The report went to

the House of Delegates in 1959. 7 It is my
fervent hope that the currently suggested

residencies for family practice will be more
successful than the prototypes set up a

half dozen years ago. Under a different

name, hopefully they will be more attrac-

tive.

The upshot of all this is, that knowing
medical students and house officers over

four decades, I have reservations about the

probability of changing by fiat the inherent

characteristics and personality traits of

those who choose medicine as a career. The
expansion of medical knowledge will only

enhance what has facetiously been defined

as specialism—“a knowing of more and
more about less and less”!

The saving grace of the medical profes-

7 Final Report on Preparation for Family Prac-

tice: Report of the Committee on Preparation for

General Practice, A.M.A., (June) 1959.

sion and thus good medical care is depend-
ent upon the cultivation of the inherent

traits of most entering upon a medical ca-

reer and which will make a good family

practitioner out of the majority of grad-

uates (other than possibly those few who
truly have that rare spark to contribute to

scientific knowledge) irrespective of his

specialty. 8 Here the medical school is at

fault, recognized currently by curricular

experimentation. One’s recollection reveals

that with the growth of specialization and
the need for consideration in depth, teach-

ing has become very compartmented. Just

as grade school education today is exploit-

ing the amazing latent potential of the

child’s mind as never before, so the medi-
cal student’s mind has a limitless potential

in grasping principles and concepts in

breadth, with variations in depth depen-
dent upon special aptitudes. Breadth can
be attained for the medical student at only

little expense to depth which can be made
up at the graduate level. For years many
of us have considered the doleful effect

of specialization in full-time faculties, es-

sential to research and medical progress,

but all too often characterized by the slip of

the tongue quoted from one above. Unfor-

tunately the evolution of the faculty man
with knowledge in depth commonly has

been accompanied by a loss of the leaven-

ing influence of the clinical teacher, either

full-time or of voluntary faculty, who could

integrate material from depth into its ap-

plication in breadth. Exposure of the un-

dergraduate and graduate student to com-

prehensive medical care, rehabilitation and

prevention of disease, can be offered in all

but few medical centers today. It needs

only the vision of curriculum committees,

deans and chairmen of departments to meld
the contributions of those working in depth

with those applying knowledge in breadth

in the care of sick people. Hopefully an

extension of current curricular experimen-

tation will stimulate the latent potential

of every medical student to be a good prac-

titioner in the area of family practice, ir-

respective of his specialty. Not forgetful

of the problems of the small town or rural

area one needs to add, if the Regional Pro-

editorial: Changing Methods in Medical Edu-

cation, J. Tennessee M.A. 45:457, 1952.
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grams (“heart, stroke and cancer”) will in

truth be sincere and not an empty gesture,

the practitioner who chooses to live in such

areas can be supported by practical continu-

ing education and other means to provide

comprehensive medical care. Certainty of

professional support will in itself stimulate

interest in the smaller community.

No one is a greater proponent of the need

for comprehensive medical care than your

Editor. He questions, however, whether

dissecting medical knowledge and picking

out a bit here and a bit there can be ce-

mented into a new specialty as distinct

from the remainder of medical knowledge,

and certainly cannot be taught in a medical

school as knowledge distinct from that in-

corporated in the usual disciplines. Such
an attempt would be an insult to the intelli-

gence of our medical students, be peda-

gogically unsound, and be contrary to the

fulfillment of the motivation of the young
man as he embarks upon a career for the

practice of medicine. Rather, the pendulum
of education in the clinical departments in

medical schools must fall back to the mid-

point to provide breadth, at little expense to

depth, to permit the latent abilities of most

graduates provide comprehensive medical

care within the bounds of any specialty and

in collaboration with his colleagues.

R.H.K.

IN MEMORIAM

Woodard, Bernard Hatcher. Died 19, Novem-
ber, 1966, Aged 85. Graduate of the Old Universi-

ty of Tennessee College of Medicine, Nashville,

1907. Member of Maury County Medical Society.

Rice, Tandy C. Died 21, October, 1966, aged 59.

Graduate of Vanderbilt University School of Med-
icine, 1931. Member of Williamson County Medi-
cal Society.

Alsobrook, Harold Klyce. Died 27, October,

1966, aged 43. Graduate of University of Tennes-
see College of Medicine, 1946. Member of Consol-
idated Medical Assembly of West Tennessee.

Core, William Jesse. Died 10, November,
1966, aged 74. Graduate of Vanderbilt University

School of Medicine, 1915. Member of Nashville

Academy of Medicine.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Montgomery County Medical Society

The Montgomery County Medical Society

held its regular monthly meeting November
15th, in the staff meeting room of the County

Hospital. New officers elected for the com-

ing year are Dr. Harold F. Vann, President;

Dr. James L. McKnight, vice-president; and

Dr. Richard W. Young, Jr., secretary.

The program was given by Dr. Curtis

McGown who has just returned to Clarks-

ville from Viet Nam where he was a volun-

teer physician under AMA’s project Viet

Nam program. Dr. McGown gave an excel-

lent slide presentation of his tour which

pointed out the medical needs of the civilian

population as well as the overall picture of

their way of life.

A slide presentation on Title XIX of P.L.

89-97 was also presented.

NATIONAL NEWS

This Month in Washington

(From the Washington Office, AMA)
The National Institutes of Health is con-

centrating its efforts in the artificial heart

field to support of programs for develop-

ment of auxiliary heart-pumping devices in-

stead of a complete artificial heart. The
auxiliary device approach includes the pro-

grams led by Dr. Michael E. DeBakey of the

Baylor University College of Medicine in

Houston and Dr. Adrian Kantrowitz, chief

of surgical services at Brooklyn’s Maimo-
nides Hospital. Other teams working on de-

veloping complete artificial hearts will con-

tinue their research, but the government

will not emphasize their approach.

The decision to forego for the present a

major program to build a complete artificial

heart was made by Dr. James A. Shannon,

NIH director, after he determined that not

enough fundamental information existed on

just how the heart operates to make such a

project feasible.

Dr. Kantrowitz described the problems in-

volved in designing artificial heart devices

in a speech at a meeting of the American
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Society of Mechanical Engineers in New
York. “The heart is not a simple pumping
device. It receives thousands of signals

from other parts of the body,” he said. “For

example, when a good-looking blonde walks

down the street, your heart speeds up. To
make mechanical hearts respond to a blonde

will not be so easy. It’s better to leave the

heart in place to respond to all these signals

and make a mechanical pump as an aux-

iliary device to do most of the work.

Dr. DeBakey is working toward develop-

ment of a device that would allow the heart

to rest long enough for it to recover its

strength and resume its role in the body

without assistance. Dr. Kantrowitz is work-

ing toward development of an implantable

auxiliary device that would permanently

aid those whose hearts cannot function ade-

quately alone. Both these approaches and

others similar to them are of the type the

institute want to support. “We want to de-

velop both a family of highly efficient short

term devices to tide people over acute heart

attacks and also completely implantable

heart-assist devices,” a NIH spokeman said.

“Then, after this type of development is

worked out and devices have been proven in

clinical trials with a high degree of reliabili-

ty and it looks like total heart replacement

is feasible, we will push toward that goal.”

Dr. Kantrowitz praised the partnership

between physicians and engineers necessary

in the artificial heart field but he said efforts

must be made to ensure that leadership in

the research must remain with the medical

profession and not be given to engineers

who do not fully understand the medical

problems involved.

Obesity has become a major health prob-

lem in the United States and a special
health hazard for three obesity-prone groups,

according to the Public Health Service.

Quoting a new PHS source book for health

professionals, OBESITY AND HEALTH, the

Service said that the prevalence of obesity

in this country is a source of growing

medical concern because “fat people are

more likely to develop certain diseases and
to die at an earlier age than people of

normal weight.”

Prime candidates for the development of

obesity and its attendant association with

certain serious disorders and possible early

death, according to the PHS, are:

1. Children whose relatives are obese: In

one study, 73 percent of 1,000 obese patients

had at least one obese parent. (2) Heavily

built persons who also have corpulent ten-

dencies: Obese individuals usually have a

heavier physique than their non-obese coun-

terparts. Large-boned and thickly muscled

persons, particularly adolescents, who fit

this description should be watched closely.

(3) Persons who are becoming less active,

more sedentary: Food intake does not de-

crease proportionately with decrease in

energy expenditure. As activity decreases,

for whatever reason, the risk of developing

obesity increases.

The Service said that while a substantial

amount of obesity exists at every age in

both sexes, obesity in children and adoles-

cents is a particularly discouraging omen
for the future. “Obese children and adoles-

cents are a major reservoir for obesity in

adult life,” the source book said. “They are

more likely to remain obese as adults and to

have more difficulty in losing fat and main-

taining fat loss than people who become
obese as adults.”

No bottle of children’s aspirin sold after

July 1, 1967, will contain more than 36 tab-

lets in a joint government-industry effort

to reduce accidental overdose. This re-

striction was one of several steps announced

jointly by the Food and Drug Administra-

tion and 32 drug firms after a conference

aimed at curbing childhood deaths and ill-

nesses.

Also by July 1, bottle of children’s aspirin

will contain this cautionary label: “Precau-

tion: No cap is 100 percent childproof. In

case of accidental overdose, notify physician

immediately.”

Also agreed on was a limitation in the po-

tency of children’s aspirin. Some now range

as high as 5 grains a tablet. The new limit

will be 114 grains.

Dr. William H. Stewart, Surgeon General

of the Public Health Service, says the na-

tion’s hospitals need 20 percent more profes-
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sional and technical workers—primarily

nurses—to provide the best patient care,

Stewart’s statement accompanied a joint

U. S. Public Health Service-American Hos-

pital Association survey which showed that

more than 80,000 additional nurses and

40.000 practical nurses are needed, plus

50.000 aides in general hospitals, 30,000 in

psychiatric institutions, 9,000 medical tech-

nologists, 7,000 social workers and 4,000

physical therapists, x-ray technologists and

surgical technicians.

John W. Gardner, Secretary of Health,

Education and Welfare has appointed a

six-member Task Force on Environmental

Health and Related Problems and instructed

it to “think at least 50 years ahead.”

Chairman of the Task Force is Ron M.

Linton, who was, until last September, staff

director of the Senate Committee on Public

Works and is now associated with Urban
America, Inc.

The Task Force will be concerned, Linton

said, not only with such obvious threats to

health as air and water pollution but with

“crowding, noise, lack of open space, lack of

mobility, dirt.” The Task Force will hold

hearings in a number of cities, and is sched-

uled to report to Gardner by June 1, 1967.

MEDICAL NEWS
IN TENNESSEE

Middle Tennessee Medical Association

The 144th Semiannual Meeting of the

Middle Tennessee Medical Association was
held November 17th at Holiday Inn in Co-

lumbia. Speakers and their subjects were:

Dr. Robert C. Coddington, Nashville—“Knee
Injuries”; Dr. Wm. N. Jernigan,

Columbia—“Clinical Aspects of Rocky
Mountain Spotted Fever”; Dr. Robert M.
Hollister, Franklin—“Unusual Manifesta-

tions of Tularemia”; Dr. Wm. R. Jones,

Nashville—“Ureteral Injuries Associated

with Pelvic Surgery”; Dr. Thomas E. Brit-

tingham, Nashville—“Anemia”; Dr. Ander-
son Spickard, Nashville—“Cultural Studies

of Bile and Gallstones from Typhoid Car-

riers Treated with Ampicillin”; Dr. Kenneth
L. Classen, Dr. Jeannine A. Classen, and
Robert J. Bosley—“General Endotrachael

Anesthesia for Endoscopy—Review of 3,371

Cases”; Dr. Joel T. Hargrove, Columbia

—

“Some Experiences with Intrauterine De-

vices”; Dr. Harry C. Helm, Columbia

—

“Experiences in Nicaragua with Immuniza-

tions”; Dr. Joseph L. Parsons, Jr.,

Sewanee—“Peritoneal Dialysis”; Dr. Eugene

C. Klatte, Nashville—“Radiology—Past,

Present and Future”; Dr. William S. Stoney,

Nashville—“Cardiac Pacemakers”; Dr. Wm.
G. Fuqua, Columbia—“Use of Cardiac Moni-

tor in Rural Hospitals”; Dr. Joseph A.

Pryor, Nashville—“New Methods in the

Management of Rh Sensitized Pregnant

Women”; Dr. K. M. Kressenberg, Pulaski

—

“Title XIX, Medicare.”

A social hour and the Presidential Ban-

quet concluded the session. Dr. Thayer S.

Wilson, Carthage, was honored by the Asso-

ciation as the year’s “outstanding member,”
and was presented a plaque by the presi-

dent, Dr. George Mayfield.

Tennessee Chapter, American College of

Surgeons

Approximately 200 surgeons attended an

interim meeting of the Tennessee Chapter,

ACS, November 12th in Knoxville. Five

noted surgeons presented lectures and held

panel discussions which were in the field of

trauma or shock. Dr. Oscar P. Hampton, St.

Louis orthopedist, spoke on “Compound
Fractures and Accompanying Shock”; Dr.

Robert Ellison, chairman of the thoracic

surgery department, University of Georgia,

discussed “Injuries to the Chest”, Dr. Arlie

Mansberger, University of Maryland, led a

panel on “Traumatic Shock”; Dr. Roger
Sherman, head of general surgery, U. T.

College of Medicine, spoke on “Abdominal
Trauma”; and Dr. William Meacham of

Vanderbilt University School of Medicine,

led a panel discussion entitled “Trauma of

the Central Nervous System.”

A banquet preceded the meeting on Fri-

day evening, November 11th at the Andrew
Johnson Hotel.

University of Tennessee College of

Medicine

Two research continuation grants totaling

$97,224 have been received by the Depart-

ment of Pathology from USPHS. One grant

of $43,904 is to Dr. Sidney A. Coleman, pro-

fessor of pathology, for his work with oral
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cancer and related disease using the smear

technique, and the other for $53,320 was
made jointly to Dr. Cyrus C. Erickson, pro-

fessor of pathology, and Dr. Coleman will be

used to evaluate and further develop a va-

riation of the cytopipette method for detect-

ing uterine cancer in high risk populations.

The U. S. Public Health Service also ap-

proved renewal of its grant to Dr. Richard

O. Bicks, gastroenterologist, for the third

year of his five year study project on de-

layed hypersensitivity reactions on the GI

tract. Amount awarded for the 1966-67 per-

iod is $40,141. His study explores the possi-

bility that hypersensitivity to contact aller-

gy mechanisms may be the etiology of many
heartofore unexplained diseases of the gas-

trointestinal tract.

The value of research being done by the

University of Tennessee totaled $12,554,519

for the 1965-66 school year, an increase over

the previous year of $2,193,328, and the third

consecutive year that the value of research

has increased by a million dollars or more.

The Medical Units at Memphis had an in-

crease of $970,459 in research projects over

1964-65, raising its dollar value of research

to $5,161,630.

Hundreds of research projects are in-

volved in the total program, funded from

both private and governmental sources.

The medical units will offer aid to hospi-

tals in the state, which are not part of the

University system, in improving the hospi-

tals’ graduate medical training programs.

The decision was made by the Board of

Trustees following a report from a special

committee on University involvement in

medical education. The committee felt that

quality programs should be available
throughout the state and that UT’s medical

units are capable of helping other institu-

tions. Among the possibilities between U.T.

and the various hospitals is exchange pro-

grams of staff and rotation of graduate stu-

dents.

Dr. Philip C. Schreier of the University of

Tennessee College of Medicine was honored
with a banquet on October 28th at the Mem-

phis Country Club. Medical associates paid

tribute to Dr. Schreier who has been asso-

ciated with the College more than forty

years. He recently retired as chairman of

the department of obstetrics and gynecolo-

gy. Approximately 175 medical colleagues,

including members of the Memphis Ob-
stetrical and Gynecological Society and

former residents who trained under Dr.

Schreier, attended.

International Medical Symposium
More than 150 scientists attended a sym-

posium on “Compartments, Pools and Spaces

in Medical Physiology” at Oak Ridge in

October. The program, sponsored by Oak
Ridge Associated Universities and supported

by the U. S. Atomic Energy Commission,

consisted of 21 formal presentations by in-

vited speakers from the United States, Can-

ada, England, Ireland, Denmark and Swe-
den.

The meeting is the tenth international

medical symposium led by the staff of the

ORAU Medical Division, concerning major

problems in clinical applications of radioiso-

topes, and designed to help resolve problems

in interpretation of studies concerning body

content of clinically important chemical

substances. The symposium is one of the

many activities of the Medical Division,

which for seventeen years has conducted a

continuing research program exploring pos-

sible medical uses of radiation and radio-

active materials, and related basic biomedi-

cal problems.

Psychiatry For Internists

A seminar on interviewing technics to

bring out personality traits and the emotion-

al aspects of psychosomatic disease was held

on the campus of the University of the

South, Sewanee, December 1 to 4. This was
given under the auspices of a Task Force of

the American College of Physicians and the

American Psychiatric Association, which is

interested in fostering such activities espe-

cially in teaching community hospitals.

The seminar or course was attended by a

dozen internists of Nashville who have a

role in the teaching programs of Saint Tho-

mas Hospital and Baptist Hospital of

Nashville. The course was under the direc-

tion of Doctors Rob Roy and Morse Ko-
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chtitzky, Chiefs of the Medical Services at

these hospitals respectively. The faculty

consisted of Doctors Ephraim T. Lisansky,

Bernard Shocket and Kent E. Robinson of

the Departments of Internal Medicine and

of Psychiatry at the University of Maryland,

School of Medicine, Baltimore, and Doctors

Charles B. Smith and Robert W. Adams,
psychiatrists of Nashville. Financial sup-

port was provided by Wyeth Laboratories.

PERSONAL NEWS

Dr. Julian K. Welch, Brownsville, described by
his colleagues as “the epitome of the modern phy-

sician” has been named the state’s “general practi-

tioner of the Year” by the Tennessee Academy of

General Practice.

Dr. Harry H. Jenkins has been named president

of the Knoxville Surgical Society succeeding Dr.

Harwell Dabbs. Dr. William Pugh, Oak Ridge,

was named vice-president and Dr. Victor Klein,

Jr. of Knoxville was elected secretary-treasurer.

Dr. Robert M. Miles, Memphis, was a participant

in both sections of the 10th Congress of the Pan-
Pacific Surgical Association held recently in Hono-
lulu and Tokyo.

Dr. Walter D. Hawkins, Johnson City, was
named president-elect of the American Cancer So-

ciety, Tennessee Division, Inc. at the organization’s

recent annual meeting in Nashville.

Dr. Alfred P. Kraus, Memphis, was recently

elected to membership in the Central Society for

Clinical Research. Dr. Kraus is professor of the

department of hematology, University of Tennes-

see.

Dr. Calvin Miller, formerly of Dayton, has

opened a new clinic in Tellico Plains.

Dr. Roger L. Hiatt, Memphis, was elected to the

Board of Trustees of the American Association of

Ophthalmology during its annual meeting held re-

cently in Chicago.

Dr. George K. Henshall, Chattanooga, has been
named president of the East Tennessee Radiologi-

cal Society. Dr. Homer P. Williams, Bristol, was
named President-elect to succeed Dr. Henshall in

1968. Dr. Robert E. Maddox, Kingsport, was
elected Vice-President, and Dr. T. F. Haase, Jr.,

Knoxville, Secretary-Treasurer.

Dr. R. H. Hutcheson, Commissioner, Tennessee
Department of Public Health, has announced the

appointment of Dr. Thomas C. Littlejohn, Jr.,

Nashville, as Medical Examiner for the State of

Tennessee.

Dr. Burt Friedman will head 1967 activities of

the Memphis Academy of Internal Medicine, suc-
ceeding Dr. Alys Lipscomb as president. Other
new officers: Dr. J. D. Upshaw, Jr., vice president;

Dr. Glenn E. Horton, secretary, and Dr. John WT

.

Runyan, Jr., treasurer. New Council members

are: Dr. Blair Erb of Jackson, Dr. Charles B.

McCall and Dr. A. B. Weir.

Dr. William N. Dawson, medical director for Al-

uminum Company of America’s Tennessee Opera-
tions at Alcoa for 22 years, has been named to the

newly created post of manager of medical pro-

grams for the company. He assumed his new re-

sponsibilities in Pittsburgh on January 1. Dr. Jack

S. Phelan, assistant medical director since 1954,

has been named medical director of the operations

in Tennessee.

Dr. Richard Walker, professor of Pathology and
medical director of City of Memphis Hospitals

Blood Bank, participated in a symposium on the

ABO Blood Group System and presented two pa-

pers on the Lewis Blood Group System at the an-

nual meeting of the American Association of Blood
Banks in Los Angeles.

Dr. John H. Saffold, Knoxville, has been ap-

pointed by the American Medical Association to a

four year membership on the Medical Advisory
Board of The Sears-Roebuck Foundation.

Dr. John L. Sawyers, Nashville, has been named
vice-chairman of the section on surgery of the

Southern Medical Association. Dr. Robert M.
Ruch, Memphis, was named secretary of the sec-

tion on gynecology.

Dr. John D. Moore, Knoxville, has been elected

chief of Serene Manor Hospital.

Dr. George T. Novinger was named secretary

and Dr. Wm. M. Kelling and Dr. E. V. Davidson
were elected to the executive committee of the

hospital.

ANNOUNCEMENTS

Calendar of Meetings, 1967

State

Feb. 15-17 Mid-South Postgraduate Medi-
cal Assembly, Sheraton-Pea-

body Hotel, Memphis
April 13-15 Tennessee Medical Association

Annual Meeting, Sheraton-
Peabody Hotel, Memphis

Feb. 15-19

Feb. 23-25

March 6-9

March 16-18

March 20-23

Regional

Atlanta Graduate Medical As-
sembly, Atlanta Marriott Motor
Hotel, Atlanta

Central Surgical Association,

Pittsburgh-Hilton Hotel, Pitts-

burgh, Pa.

New Orleans Graduate Medical
Assembly, Roosevelt Hotel, New
Orleans

Southern Society of Anesthe-
siologists, Fort Sumter Hotel,

Charleston, S. C.

Southeastern Surgical Congress,

Americana Hotel, Bal Harbour
Florida
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Nashville Surgical Supply Company

The Physician and Hospital s Complete Supply

& Service Source

Physicians equipment and supplies

Hospital equipment and supplies

Laboratory equipment and supplies

THE MOST COMPLETE DRUG AND BIOLOGICAL

SUPPLY SOURCE IN TENNESSEE

Distributor for Standard and Mattern X-Ray

Equipment and Supplies

24-Hour Emergency Service

Nashville Surgical Supply Co., Incorporated

1911 Church St.

Nashville, Tennessee

Phone AL 5-4601
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National

April 10-13 Southwestern Surgical Congress,

Del Webb’s Towne House, Phoe-

nix, Arizona

Feb. 15-19 American College of Cardiolo-

gy, Washington Hilton Hotel,

Washington, D. C.

Feb. 18-22 American Academy of Allergy,

Holiday Inn — Riviera, Palm
Springs, Calif.

Feb. 26—March 4 American Society of Clinical

Pathologists, Dunes Hotel, Las

Vegas

March 12-15 International Academy of Path-

ology, Sheraton Park Hotel,

Washington, D. C.

March 19-24 American College of Allergists,

The Roosevelt, New Orleans

April 3-5 American Academy of Pediat-

rics, Hilton Hotel, San Francis-

co

April 7-9 American Society of Internal

Medicine, St. Francis Hotel, San
Francisco

April 9-13 American Urological Associa-

tion (Southeastern Regional)

Hollywood Beach Hotel, Holly-

wood, Florida

April 10-13 Industrial Medical Association,

Americana Hotel, New York

April 10-14 American College of Physicians,

Fairmont Hotel, San Francisco

April 11-13 American Surgical Association,

Broadmoor Hotel, Colorado
Springs

April 17-19 American Association for Tho-

racic Surgery, American Hotel,

New York
April 17-19 American Proctologic Society,

Jung Hotel, New Orleans

April 17-20 American College of Obstetri-

cians and Gynecologists, Hilton

Hotel, Washington, D. C.

April 24-29 American Academy of Neurolo-

gy, San Francisco Hilton Hotel,

San Francisco

April 27-28 American Pediatric Society,

Seaside Hotel, Atlantic City

New Jersey

April 30-May 4 International College of Sur-

geons (North American Federa-

tion) American Hotel, Bal Har-
bour, Fla.

May 3 American Cancer Society, Inc.,

Sheraton-Dallas Hotel, Dallas,

Texas

May 4-6 American Gynecological Socie-

ty, Arizona Biltmore Hotel,

Phoenix, Arizona

May 6 American College of Psychia-

trists, Annual Meeting, Detroit

May 7-12 American Psychiatric Associa-

tion, Cobo Hall, Detroit

May 18-21 American Association of Plastic

Surgeons, Royal York Hotel,

Toronto, Canada

May 21-24 American Thoracic Society,

Penn-Sheraton Hotel, Pitts-

burgh

May 25-27 American Gastroenterological

Association, Broadmoor Hotel,

Colorado Springs, Colo.

May 28—June 1 American Dermatological Asso-

ciation, Broadmoor Hotel, Col-

orado Springs, Colo.

May 29-31 American Ophthalmological So-

ciety, The Homestead, Hot
Springs

May 29—June 2 American Urological Associa-

tion, New York Hilton Hotel,

New York

Cardiac Symposium

The Tenth Annual Cardiac Symposium, spon-

sored by the Arizona Heart Association in cooper-

ation with the American Academy of General
Practice, Arizona Chapter, will be held February
10-11 in the Del Webb Towne House, Phoenix.

Advance registration is urged. Hotel reservations

should be made directly with Del Webb’s Towne
House, 100 West Clarendon, Phoenix, Arizona,

85013. Program and information may be obtained

from the Arizona Heart Association, 1720 East

McDowell Hoad, Phoenix, 85006.

College Fellowship Program

The American College of Chest Physicians in an

effort to advance knowledge of chest diseases and

their treatment in other countries has established

a Resident Fellowship Program through which
medical graduates from other countries can receive

assistance in taking postgraduate medical training

in chest diseases in the U. S. or in any country

other than their own. The following fellowships

are being offered by the College at this time:

Eudowood Fellowship for Tuberculosis with a

grant of $2,500.00 per year for postgraduate train-

ing in the United States in tuberculosis.
Candidates must hold a standard ECFMB certifi-

cate.

Li Shu Fan Fellowship for Postgraduate Study

in Chest Disease appropriates $1,200.00 annually

for a twelve month period of postgraduate study in

any country other than that of the candidate. If

the postgraduate training is taken in the U.S., the

standard ECFMG certificate would be required.

Physicians who are interested in the above fel-

lowships should contact Dr. Andrew L. Banyai,

Chairman of the Council on International Affairs,

at the Executive Offices of the American College of

Chest Physicians, 112 East Chestnut Street, Chica-

go, Illinois, 60611, USA.
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The Physician's Role in the Social Security

Disability Program

By ELSTON L. BELKNAP, JR, M.D.

Madison, Wisconsin

Most of us physicians carry private “disa-

bility income” insurance policies through

our various medical societies and organiza-

tions. These insurance policies protect our

families to some extent from the financial

disaster of unexpected catastrophic illness

or accident. We sleep better when we
know that our families will be protected

should our “day sheets” show “no work
done” due to an unpredictable coronary, ma-
lignancy, or serious injury.

So, too, people in other professions and or-

ganizations have availed themselves of the

private insurance principle for protecting

their income during severe disease or inju-

ry.

Social Security Disability Program

In addition, there has developed in recent

years a disability income insurance program
for everyone who is covered under social se-

curity. Approximately one dollar of every

eight paid into social security is placed in a

special trust fund earmarked for the disabil-

ity insurance benefit program. The disabili-

ty program is administered nationally by a

separate bureau of the Social Security Ad-

ministration. Benefit payments and admin-

istrative costs are paid out of this special

trust fund, not out of State or Federal tax

revenues.

The social security disability program is

an insurance program. It is not a welfare

program. It is not a “give-away” program.

Throughout the State of Wisconsin, in 1965,

some $29,000,000 was paid to more than

29.000 people. Monthly payments went to

17.000 disabled workers and their 12,000 de-

pendent wives, husbands, and children (in-

cluding adult children disabled in child-

hood). The typical disabled worker and his

family receives a total of more than $12,000

in disability payments over the years.

Doctor Belknap is Chief Medical Consultant to the
Disability Determination Unit of the Wisconsin State
Board of Vocational, Technical, and Adult Education’s
Rehabilitation Division.

Therefore, prudence is necessary to assure

that only those severely impaired indivi-

duals who meet the level of severity es-

tablished in the social security law are ad-

judged “disabled.”

The disability program started just 12

years ago. In 1954, Congress passed the

“disability freeze” which is similar to the

“waiver of premium” clauses in many life

insurance policies. This “freeze” protects a

worker’s earnings record so that his right to

retirement and survivor’s benefits remains

intact if he becomes disabled and unable to

contribute to social security (pay his pre-

miums). By successive amendments in 1956,

1958, and 1960, Congress added monthly

benefit payments for disabled workers and

their dependents.

Definition of Disability

Disability was defined in the law original-

ly as “inability to engage in any substantial

gainful activity because of a medically de-

terminable physical or mental impairment

that could be expected to be of long-con-

tinued and indefinite duration or to result

in death.” In 1965, social security legis-

lation modified the requirements for disabil-

ity insurance benefits. The requirement that

a worker’s medically determinable impair-

ment must be of long-continued and in-

definite duration was eliminated.

The new legislation provides that an in-

sured individual will be eligible for benefits

if he is unable to engage in any substantial

gainful activity by reason of a physical or

mental impairment which has lasted or can

be expected to last for a continuous period

of at least 12 months or result in death. The
phrase “inability to engage in any substan-

tial gainful activity” means that a worker

must be disabled not only for his usual job

but also for any substantial work, even

though such work may be different from his

former work.

The severity requirement remains intact

under the new law; only the duration re-

quirement has been changed. The new du-

ration requirement is met even if the appli-

cant is receiving treatment which is expect-
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ed to restore his ability to work shortly af-

ter the 12th month. Thus, non-permanent

impairments resulting from accident or ill-

ness as well as chronic conditions are cov-

ered and, as a result, we now have a “tem-

porary total” disability income insurance

program.

Evidence to Support the Claim

The primary consideration in the evalua-

tion of an applicant’s claim for benefits is

whether he has a “medically determinable

impairment” either physical or mental, se-

vere enough to prevent any substantial

work. Each applicant is responsible for

supplying the initial evidence in support of

his claim. This evidence usually comes

from his attending physician, as well as

from hospitals, clinics and from other

sources of examination and treatment. To
expedite the claim, the local social security

office in which the impaired individual ap-

plies for disability benefits may—at the ap-

plicant’s request—mail the medical form di-

rectly to the sources of medical evidence.

Medical Reporting

The medical evidence can be submitted on
the 4-page disability report form especially

designed for this purpose. This report form
is unstructured and permits physicians to

report their findings in detail in the narra-

tive style generally used by the medical

profession. Also acceptable are copies of

pertinent consultation reports, x-rays and
electrocardiogram reports, hospital history

and physical examinations, hospital sum-
maries, pulmonary function test reports, etc.

(Originals of these consultative reports are

similarly welcome, and will be returned to

the attending physician upon request.)

The need for objective medical evidence is

paramount. The evidence must be complete
enough to determine the current nature and
severity of the impairment, its onset and the

prognosis for recovery or improvement. The
medical report should also contain the fol-

lowing elements:

(1) A history of the impairment which de-

scribes the origin and course of the

condition, dates of hospitalizations

and other significant dates concerning

treatment and response.

(2) Objective findings such as results of

physical examinations, significant lab-

oratory tests, EKG and x-ray re-

ports, etc. which support the diagnosis

and show what physical or mental

changes have occurred, both at the al-

leged onset and currently.

(3) The data upon which the diagnosis and

prognosis are based.

(4) A description of objective findings on

the patient’s functional limitations and

remaining capacities, such as: How
far can he walk? What activity

causes shortness of breath or chest

pain? How much movement has he

in the affected parts of his body?

What is his ability to think? What
can he lift? How long can he stand

or sit?

Evaluating Disability Claims

The determination of whether a person is

disabled under the Social Security law is

made under Federal-State agreement by an

agency of the State in which the claimant

resides. In Wisconsin, as in most states, this

is done by the disability unit of Vocational

Rehabilitation Division.

Each claim is examined by a “disability

evaluation team” which always includes a

physician (usually one in private practice

who serves the State agency part-time) and
a trained disability evaluator. The review-

ing physician does not examine the claimant

personally. He depends on medical reports

in the claims folder for information needed
to make the medical determination. These

reports must provide sufficient information

to enable him to answer the following ques-

tions:

(1) Given the medical history, physical

examination findings, laboratory re-

sults, and observations shown in the

medical reports in file, can a diagno-

sis be independently established?

(2) How severe is the applicant’s impair-

ment?

(3) With the therapy being given the ap-

plicant, will the impairment last for a

“continuous period of not less than 12

months?”

(4) Can improvement or recovery be

anticipated some time after the 12th

month?

(5) What is the applicant’s remaining

functional capacity?
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(6) Could the applicant benefit from
Vocational Rehabilitation services?

(7) Are additional medical findings neces-

sary to reach a decision?

Additional Medical Evidence

The reviewing physician in the State

agency may telephone the attending physi-

cians and ask for additional specific medical

evidence; eg., dates, symptoms, objective

findings, response to therapy, remaining

functional capacity, etc., not previously re-

ported. This telephone contact procedure

was tested last year in a number of

states—Wisconsin among them—and proved

to be a time-saver both to physicians and to

the disability program. It was learned that

attending physicians often have information

in their records which they do not put in

their written reports, and that they are

usually willing to provide this information

to the reviewing physicians without charge.

In about 75% of the cases in which tele-

phone calls were made in Wisconsin, the

evidence received by phone was sufficient to

allow the reviewing physician to make a

medical determination. Of the remaining, in

18% of the cases, a consultative examination

had to be purchased either from the attend-

ing physician or from an independent

source.

Guidelines for Evaluation

The Bureau of Disability Insurance of the

Social Security Administration in coopera-

tion with its National Medical Advisory

Committee has developed medical guides.

These guides are designed to help reviewing

physicians determine whether an impair-

ment meets the level of severity described

in the law. The guides do not substitute,

however, for the sound medical judgment
that is applied in evaluating each case.

With the accumulated experience of the

past 12 years, it has become increasingly

necessary to carefully consider vocational

and other non-medical factors in the ad-

judication process. A sizable number of ap-

plicants can neither be allowed or denied on

the basis of medical evidence alone. In

these instances Social Security regulations

require that while primary consideration

must be given to the severity of the impair-

ment, there must also be a realistic assess-

ment of non-medical factors including age,

education, work experience, and vocational

skills to determine whether the applicant

has the capacity to perform “substantial

gainful activity.”

The responsibility for each disability deci-

sion thus rests with the reviewing physician

and vocational evaluators in the State agen-

cy. Each decision is reviewed by the Bu-
reau of Disability Insurance of the Social

Security Administration located in Balti-

more to assure uniformity and consistency

with national standards. The applicant has

the right and opportunity to appeal an ad-

verse decision.

Reexaminations

Once allowed, a beneficiary is not auto-

matically forgotten. Specific reexamination

dates are set for the time when ability to re-

turn to substantial gainful activity might be

reasonably anticipated. At such time, the

patient’s medical status and remaining func-

tional capacity are reevaluated.

The attending physician may again be re-

quested to provide a report for this purpose.

If the evidence received shows clearly that

recovery or improvement has occurred and

functional capacity allowing return to em-
ployment has been restored, Social Securi-

ty disability benefits are terminated. Of
course, if the medical evidence shows that

“disability” continues, benefits will contin-

ue.

If the evidence concerning recovery and

remaining functional capacity is not clear,

the attending physicians may be asked to

provide additional information. As in the

initial claims procedure, consultative exami-

nations may be arranged to provide the nec-

essary information.

Conclusion

The physician has more than enough to do

in diagnosing and treating his patients. In

addition he also has the difficult challenge of

keeping up with advances in diagnosis and

therapy in our scientific age. In our com-

plex and ever changing society it is also vi-

tal that the busy physician provide medical

evidence to the Social Security Disability

Insurance program to protect the earned

rights of his patients.

(Reprinted from the Wisconsin Medical Journal

Sept. 1966.)
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The authors review facts concerning the incidence, characteristics and possible complications of
diverticula of the small bowel, excluding the not uncommon diverticula of the duodenum. Attention

is given particularly to the malabsorption syndrome.

SMALL BOWEL DIVERTICULOSIS
Anatomic Curiosity or Pathological Entity*

W. T. HAYES, M.D., H. BERNHARDT, M.D. and J. M. YOUNG, M.D., Memphis, Tenn.

Diverticulosis of the small bowel was
originally thought to be an anatomic curi-

osity, but subsequently there have been ob-

servations of local, intra-abdominal, and
metabolic complications. Patients with sig-

nificant chronic symptoms or acute intra-

abdominal complications have required

surgical intervention. The triad of diver-

ticulosis of the small bowel, megaloblastic

anemia, and steatorrhea is the most recently

observed complication.

A study of our cases and a review of the

literature on diverticulosis of the small

bowel was prompted because of the great

variation in the reported incidence of the

medical and surgical complications.

Findings

There have been 13 patients in our hospi-

tal in whom a diagnosis of diverticulosis of

the small bowel has been made incidentally

either radiographically or at autopsy. These

patients presented with various disorders

such as duodenal ulcer, familial polyposis

of colon, carcinoma of the ampulla of Vater,

carcinoma of the bladder, carcinoma of the

prostate, pneumonia, coronary artery dis-

ease, and Guillain-Barre syndrome. In none
of these patients could their symptoms or

death be attributed or related to the pres-

ence of the diverticula. Eight of the 13 pa-

tients came to autopsy and presented diver-

ticula of the small bowel of similar anatom-
ic appearance. Patients with duodenal di-

verticula (which are relatively common)
were excluded unless jejunal or ileal diver-

ticula were also present.

""From the Laboratory Service, Veterans Admin-
istration Hospital, Memphis, Tenn.

Grossly, the diverticula in all examined at

autopsy extended into the mesenteric fat

compressing and pushing it aside. The mes-
enteric vessels could be seen coursing over

the apices of diverticula to enter the bowel
wall. The diverticula were thin-walled, eas-

ily compressed, and filled with air and a liq-

uid resembling succus entericus. In gener-

al, their stomas were large and easily seen

in contrast to the often occult stomas of co-

lon diverticula. The number of diverticula

varied from a solitary jejunal diverticulum

to an estimated 200 diverticula involving the

entire small bowel. The size varied from
less than 1 cm. to 6 cm. (Figs. 1 & 2.)

Fig. 1. A segment of jejunum showing numerous
small and large diverticula.

Microscopically, these diverticula herni-

ated through the muscular layer of bowel.

Their layers consisted of mucosa, submuco-

sa, and peritoneum. A narrow rim of hy-

pertrophied muscularis mucosa was promi-
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Fig. 2. A cross section of a thin-walled small

intestinal diverticulum protruding into the mesen-
tery.

nent. In most instances the muscularis ex-

terna was composed of a few strands of

smooth muscle and in several instances

there was complete absence. The gross and
histologic appearance of the villi was unre-

markable. In some sections the mesenteric

vessels were seen in fat near the apices of

diverticula (Fig. 3) . No sign of inflam-

Fig. 3. A cross section of a jejunal diverticulum

showing herniation through the muscular layer.

Mesenteric vessels are in fat near the apex.

(H&E. x 8)

mation or hemorrhage was present in any of

the numerous sections.

In none of the cases were there complica-

tions requiring surgical treatment. One pa-

tient with carcinoma of the prostate had a

megaloblastic anemia; his Schilling and fat

absorption tests revealed no impairment.

His anemia was attributed to chronic dis-

ease and inanition, and not related to the

diverticulosis. No evaluation was made on

the other patients to determine whether or

not there was an impairment of absorption

of vitamin B 12
.

Discussion

Diverticulosis of the small intestine was
first observed at autopsy in 1807, 1 found at

operation in 1906,2 and diagnosed radiogra-

phically in 1920. 3 Diverticulosis of the small

bowel is rare in contrast to the common oc-

currence of diverticulosis of the large bow-
el. Diverticulosis of the small bowel has

been found incidentally in 0.1 to 0.2 per cent

of autopsies, but slightly more in people dy-

ing over the age of 50. 4 The diverticula are

thought to be acquired because:—they oc-

cur primarily in the elderly, are on the mes-

enteric border, and occur at the site where
vessels enter the muscular layer of the bow-
el. The diverticula offer little resistance to

palpation at operation; and, if small, are

hidden from view in the mesentery. The
introduction of contrast media for radiologic

studies of the gastrointestinal tract has in-

creased the number of cases reported, as has

the technic of air insufflation of small bowel

at autopsy. In a large series reviewing 122

clinical and autopsy cases, the proximal je-

junum was the portion of bowel most fre-

quently involved, the size varied from a few
millimeters to 9 cm., and the number of di-

verticula was more than 3 in 50 per cent of

the cases. 3 Instances with several hundred

diverticula have been reported. The diver-

ticula usually have a large stoma and the

liquid contents of the small bowel pass

readily to and from the intestinal lumen.

In a clinical study of 87 cases of jejunal

diverticulosis in 1952, Baskin and Mayo0

found that about 10 percent of the patients

had complications which required surgical

treatment. Included in those operated upon
were:—intestinal obstruction, abdominal

pain, inanition, acute diverticulitis, severe

gastrointestinal hemorrhage, and volvulus.

About 30 percent of the patients had vague

abdominal complaints and dyspepsia for

which no other cause could be found. About

60 percent of the patients had no complaints

referable to the diverticula, and they were

found only incidentally. This group of pa-

tients was not studied for malabsorption of
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B 12
. Altemeier and associates 7 found that

38 percent of their 62 patients with jejunal

diverticulosis developed significant chronic

symptoms or a serious complication that

could only be corrected by surgery. They
used air insufflation of the bowel at opera-

tion to help determine the location and ex-

tent of the diverticula and in locating per-

foration if present. In 2 of their cases there

was evidence of malabsorption of B 12
,
but

it is not stated whether the other cases were
studied for malabsorption.

One of the most fascinating aspects of di-

verticulosis of the small bowel is the occur-

rence of metabolic defects as impairment of

absorption of B 12 and fat. Many papers have

dealt with this association. It is thought

that stagnation of bowel contents in diver-

ticula promotes growth of bacteria in a re-

gion which ordinarily contains relatively

few bacteria. This bacterial flora (which

has been shown to consist of strains of E.

coli8 ’ 9
) interferes with the absorption of vi-

tamin B 12 in a manner similar to that of the

“blind loop syndrome.” The patient may
then develop megaloblastic anemia and

neurologic disorders of B 12 deficiency. Im-

paired absorption of B12 may be present

without manifest anemia, and can be deter-

mined by a variety of tests such as the

Schilling test and serum levels of B 12
. In a

thorough clinical and laboratory study of 33

patients with jejunal diverticulosis, Cooke
and collaborators10 found 14 had evidence of

B 12 depletion and 12 had neuropathy. It has

been shown that while B 12 orally and in-

trinsic factor will not correct the megalo-

blastic anemia, the use of broad spectrum

antibiotics orally produces dramatic im-

provement. 8 In some cases of small bowel
diverticulosis, there is an associated stea-

torrhea with flattened glucose tolerance

curve and an increase in fecal excretion of

I
131 labeled triolein. 4 - 9 Broad spectrum an-

tibiotics have been useful in correcting this

also.

Inasmuch as patients with diverticulosis

of the small bowel may have varying de-

grees of impairment of absorption of B 12

with or without anemia, appropriate tests

should be performed to detect this defect.

The routine performance of these tests in all

cases of diverticulosis of the small bowel

will probably reveal that the metabolic dis-

turbance is not as rare as it is presently

thought to be.

Summary and Conclusions

Thirteen cases of diverticulosis of the

small bowel are presented, and the typical

anatomic findings are described and illus-

trated. All of the patients seen at this hos-

pital were asymptomatic, but they were not

thoroughly investigated for impaired ab-

sorption of B 12
. The surgical complications

reported by others were not present in this

group. More insidious, but equally as im-

portant, is the malabsorption of B 12 associ-

ated with small bowel diverticulosis. It is

important to realize that malabsorption of

B 12 may be present in the absence of ane-

mia. The incidence of impaired absorption

of B 12 in diverticulosis of the small bowel
will only become apparent when all cases

are investigated for this possible defect.

It then becomes quite apparent that diver-

ticulosis of the small bowel is more than

just an anatomic curiosity.
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CASE REPORT

Latent Hypoparathyroidism*

Joseph J. Dodds, M.D., and

Guy M. Francis, M.D., Chattanooga, Tenn.

Today, as a result of the increasing num-
ber of surgical procedures performed on the

thyroid gland, there is also a corresponding

increase in the number of complications ac-

companying these operations. This article

discusses one of the more unusual problems

which may follow surgery in this area,

namely latent hypoparathyroidism.

It is generally agreed that overt postoper-

ative hypoparathyroidism is usually pro-

duced by removal of two or more of the

glands or as the result of such extensive

trauma to their blood supply that the glands

become infarcted and atrophy. It is like-

wise accepted that the incidence of obvious

tetany ranges between 0.5 and 3 percent of

all routine thyroidectomies. 1 When one con-

siders only the total thyroidectomies done

for malignancy, this percentage significantly

increases. 2 It has been postulated that latent

hypoparathyroidism results from vascular

interference and that the condition is par-

ticularly likely to occur in individuals in

whom the surgeon’s technic includes liga-

tion of the inferior thyroid artery.3 Latent

tetany is seldom mentioned in the articles

discussing surgical complications of the thy-

roid area. Therefore, we wish to briefly re-

view parathyroid physiology, report a case

demonstrating latent tetany, and finally de-

scribe how this problem was managed in

this instance and the therapeutic results

obtained.

Parathyroid Physiology

At the present time four functions are

postulated and attributed to the parathyroid

hormone. The primary effect of this sub-

stance is thought to be the initiation of

phosphorus diuresis by the inhibition of

phosphorus reabsorption in the distal convo-

luted renal tubules. 4 ’ 5 This in turn results in

a drop of the serum phosphorus which is

then replenished by a drawing of phospho-

rus, and along with it calcium, from the

bones. This is the reason for the hypercal-

*From the Department of Surgery, Campbell
Clinic-Hospital, Chattanooga, Tenn.

cemia of hyperparathyroidism. It is also

believed that the hormone acts directly on

the organic matrix of the bone causing it to

release its mineral content. The hormone
is reported to increase the solubility of cal-

cium and phosphorus and to stimulate osteo-

clastic destruction of normal bone. Today it

is doubted that the hormone has any direct

effect on calcium reabsorption from the

glomerular filtrate.4 In the tetanic state the

parathormone level drops causing the reten-

tion of phosphorus, which in turn results by
some obscure means in hypocalcemia. Cal-

cium levels as low as 5 mg. per 100 ml. and

phosphorus as high as 12 mg. have been re-

ported in cases of chronic tetany.6 It has

been suggested that patients who have had

thyroidectomy cannot produce sufficient

parathormone to maintain the serum cal-

cium at normal levels during the adminis-

tration of drugs which inhibit the absorp-

tion of calcium from the intestine, but that

there is enough to increase urinary excre-

tion of phosphorus. 4

The paresthesias and muscle spasms found

in patients with frank tetany are due to

the deficiency of calcium in the peripher-

al nerves, the sympathetic ganglia, the my-
oneural end-plates and possibly in the intra-

cerebral nervous pathways. 4 At the present

time hypoparathyroidism is controlled pri-

marily through the use of calcium supple-

ments orally and therapeutic vitamin D .

7 In

addition, in some patients with permanent
disease, dihydrotachysterol or AT-10 and

parathormone extract have been used. Para-

thormone has a somewhat limited use since,

as a protein extract of glands from an-

other animal species, it stimulates the for-

mation of anithormones in human beings

which neutralizes its effect. Parathormone

for this reason is limited primarily to con-

trol for acute hypoparathyroidism.

Case History

Chief Complaint. The patient was a 10 year old.

white girl admitted to the hospital because of a

lump in her neck.

Past History. She had had measles and chicken

pox, but no other serious illnesses. Tonsils and

adenoids had been removed at the age of 4 years.

Menarche had not occurred.

Family History. This revealed that her mater-

nal grandmother had heart disease and high blood

pressure, and that her paternal grandfather had
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heart trouble. The remainder of the family was in

good health. There was no history of malignancy.

Present Illness. The patient was discovered to

have an asymptomatic mass in the left side of the

neck several months previously, and the thyroid

was found to be enlarged and firm. It was
thought at that time that the patient had a form of

thyroiditis and she was treated with thyroid ex-

tract and steroids.

During the time prior to operation, her course

was followed regularly, and as the result of the

treatment the thyroid gland was thought to have

decreased in size. A small nodule was present in

the left mid-jugular region. It was firm and did

not change with the treatment. During the inter-

val between the initial examination and subse-

quent operation, the patient was frequently both-

ered with bronchitis and laryngitis. Approxi-

mately one month before operation, a new small

nodule was found in the isthmus of the gland and

surgical exploration was advised at this time.

Physical Examination. The patient appeared to

be well-developed and well-nourished. B.P. was

90/60, T. 98.4, P. 96, and R. 18. Examination of

the neck revealed a 1.5 by 1 cm. mass at the anter-

ior edge of the left sternocleidomastoid in the

mid-jugular area. There were several small, less

firm masses in the right mid-jugular area. The
thyroid gland itself was somewhat diffusely en-

larged and there was a 0.5 cm. nodule in the isth-

mus. The remainder of the physical examination

was essentially negative.

Hospital Course. Since the patient had been on

steroids systemically before operation, she was
prepared with cortisone acetate and prednisolone

(Hydeltrasol). The operation was performed un-
der endotracheal anesthesia using methoxyflurane

(Penthrane) as the primary anesthetic agent. A
bilateral total thyroidectomy and bilateral mod-
ified neck dissection was carried out after a frozen

section diagnosis revealed the lesion to be malig-

nant. The thyroid gland had been totally replaced

by tumor and the recurrent nerves were embedded
in the posterior portion of the lesion. Each nerve

had to be identified separately and dissected free

from the malignancy. The two parathyroids on

the left side were removed with the thyroid gland.

On the right side the superior parathyroid was not

disturbed; however, the inferior parathyroid on

that side was injured during the procedure.

Because of the amount of the surgical trauma to

the recurrent nerves, it was thought at the end of

the procedure that a temporary tracheotomy

should be performed. The patient tolerated the

surgical procedure very well. On the evening of

the surgical procedure the patient showed first

sign of tetany, namely a slightly positive

Chvostek’s sign. She was unable to speak, even
with the tracheotomy tube corked, and this

showed the wisdom of the tracheotomy at the time

of operation. The day following operation, she

had circumoral tingling, tingling of the tips of her

fingers and the Chvostek’s sign was more pro-

nounced. The patient was given calcium lactate by
mouth and AT-10 orally. In spite of this she de-

veloped carpapedal spasm and required calcium

gluconate intravenously. As time progressed, con-

trol of her tetanic symptoms was less difficult.

Convalescence. She was sent home on minimal
doses of calcium orally and also on thyroid ex-

tract. Her convalescent progress was extremely
satisfactory and she soon resumed all of her pre-

operative activities. In approximately one month
after operation the patient’s ability to speak re-

turned and the tracheotomy tube was removed.
Subsequent Therapy. Approximately 3 months

after operation she was taken off of the thyroid

extract given orally, and allowed to become hy-
pothyroid. She was given daily doses of thyroid

stimulating hormone for approximately 10 days

and was then given a therapeutic dose of I
131

. A
week later she was again started on her thyroid

extract. Since that time she has done extremely
well and has not developed any evidence of recur-

rence.

Follow-up. During the 6 months following the

operation, she was examined regularly and serum
calcium and phosphorus levels were regularly ob-

tained. During this time it was noticed that the

serum calcium remained relatively stable, though
there was a slowly progressive increase in the

serum phosphorus. It was thought that this prob-

ably indicated latent parathyroid insufficiency,

and specific therapy was initiated which resulted

in a drop in the serum phosphorus level. On sev-

eral occasions during the 18 months following her

operation, the patient would deviate from her

therapeutic regimen and each time there would be

a prompt increase in the serum phosphorus level.

On the last examination, approximately 2 years

from the time of surgery, her phosphorus was well

within the normal range. Table 1 demonstrates

Table I

Serum Serum
Calcium Phosphorus
(Normal (Normal Child

9.0-11.0 mg. 4.0-7.0 mg.
Date per 100 ml.) per 100 ml.)

June 25, 1963 8.2 6.4

July 1, 1963 9.9 6.1

July 10, 1963 9.5 5.2

July 15, 1963 9.2 6.0

July 22, 1963 9.0 6.1

July 29, 1963 8.6 6.6

Aug. 6, 1963 9.0 6.2

Aug. 27, 1963 8.4 7.3

Sept. 13, 1963 7.0 7.3

Oct. 12, 1963 7.2 7.1

Nov. 8, 1963 8.1 8.1

Dec. 7, 1963 8.2 8.3

Institution of Measures Designed to Lower the

Serum Phosphorus
Jan. 24, 1964 8.1 6.1

Mar. 20, 1964 9.4 6.7

June 8, 1964 10.1 6.3

Aug. 24, 1964 11.1 6.1

Oct. 28, 1964 9.7 6.7

Dec. 30, 1964 9.9 7.6

April 24, 1965 9.2 7.7

July 31, 1965 7.9 3.9

Nov. 13, 1965 9.6

T3
5.5

Date (Normal 25-35%)
June 13, 1963 22%
April 24, 1965 25%
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the calcium and phosphorus determinations in this

patient over the 2 year period since her operation.

Comment. The therapeutic regimen in-

stituted in this case to provide the above re-

sults consisted of: (1) Therapeutic oral dos-

ages of calcium lactate. (2) Therapeutic

dosages of vitamin D to enhance the trans-

mucosal transfer of calcium. (3) Dietary re-

striction of all foods high in phosphorus

content. (Most notable of these was the re-

striction of milk, since it is often used in pa-

tients with tetany. However, in addition to

its high calcium content, it likewise has a

high phosphorus content. Table 2 repre-

Tabie 2

Foods that Are High in Phosphorus Content
(Values Represented in Mg./100 Gm.)

1) Breads: Whole Wheat 228
Corn 218

2) Candy: Chocolate 249-384

3) Cheese: 300-900

4) Eggs: Whole 205
Yolk 569
Dried 800

5) Grains

:

Buckwheat, Rye, Rice,
Oats, Soybeans, Wheat,
Wild Rice

339-650

6) Meats: Beef, Chicken, Bacon,
Duck, Kidney, Lamb,
Liver

203-575

7) Milk: Whole 229
Chocolate 283
Dried 700-1,000

8) Nuts: Almonds, Brazil, Cashew,
Filberts, Peanuts, Pecans,
Pistachio, Walnuts

390-693

9) Seafood: Fish 250-900
Shrimp 263
Scallops 208

sents a brief list of foods with a high phos-

phorus content.) (4) Regular daily doses of

Gelusil to bind the remaining dietary phos-

phate and render it unabsorbable.

Summary

The case of a patient with latent tetany

and the treatment instituted is reviewed. A
brief discussion of parathyroid physiology is

likewise presented.
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The medical graduate of the past decade or two has the basic knowledge to grasp and to under-

stand scientific advances which touch medicine and its practice. Unfortunately, these advances are

commonly presented at meetings attended mainly by those in the investigative or academic fields.

They usually are recorded in the more technical journals commonly not in the hands of the practi-

tioner, and he learns of them mainly by oblique references in clinical papers.

The AMA with its Institute for Biomedical Research and its staff is in a position to provide gen-

erally nontechnical reviews of areas of scientific advance which ordinarily do not reach state journals.

The JOURNAL would be interested to learn if the first of these articles provided by the AMA
has been helpful as an item in continuing education. (A postcard is all that is necessary.)

New Explorations Among Life’s Molecules*

With a probing beam of light scientists

are beginning to explore among the mole-

cules out of which all life is woven.

By a process known as optical rotatory

dispersion it is now possible to penetrate be-

yond the limits of visibility imposed by the

electron microscope and figuratively speak-

ing take a “look” at biology’s minute build-

ing blocks—protein.

Emerging from such studies is a flicker of

insight into the exquisite complexities of

being alive—insight that when expanded

may some day be captured in a medicine

bottle for the cure of presently incurable

diseases.

The importance of protein to life can

hardly be overemphasized. Indeed the two,

protein and life, are almost synonymous.

Without one there could not be the other, so

far as anyone has been able to determine.

Yet knowledge about protein is sketchy.

Science probably knows more about the in-

terior of a star.

As Dan W. Urry, Ph.D., of the institute

for Biomedical Research at the American
Medical Association explains it: “We know
that the individual for the most part is a

unique collection of proteins. What we’re

trying to understand is how these proteins

function—or as the case may be in disease,

malfunction. We think that optical rotatory

dispersion is beginning to produce some
answers.”

Although its use in the study of protein is

a relatively recent development, optical ro-

tatory dispersion itself is not. Nearly a cen-

tury ago the great French scientist Louis

Pasteur showed that a beam of polarized

light is twisted or rotated when passed

through a transparent solution. Different

*A Science Feature Article prepared by the

Communications Division, American Medical As-
sociation.

solutions produce different twists in the

light. Thus by measuring the degree of ro-

tation Pasteur found he could get a rough

analysis of an unknown substance. It’s as if

you could cut through a watermelon with a

thin knife and determine the shape of the

seeds by the way the blade is twisted.

For such work ordinary light is useless.

The vibrating conglomeration of light waves
in a sunbeam, for instance, are much too un-

manageable for optical rotatory dispersion.

But polarized light is orderly. Its waves are

parallel and they travel in the same
plane—like a knife edge—so that the degree

by which they are rotated can be measured.

However, mere polarized light such as fil-

ters through your sun glasses is not the

complete answer either. For the waves of

this light, while parallel, are too big to de-

lineate molecules. You might as well try to

cast the shadow of a pin across a room with

a flood lamp. In either case the light passes

around the object without projecting any

image or outline.

What is necessary are high-energy “rip-

ples” of polarized light—light waves so

small that they glance off molecules instead

of “engulfing” them. Also there must be

highly sensitive recording devices that can

detect minute changes in intensity and rota-

tion even after the light has penetrated a

murky solution. Earlier instruments for

optical rotatory dispersion lacked this de-

gree of sophistication. Then about two
years ago new light sources and recorders

were developed that not only can distin-

guish molecules, but afford a glimpse of

their structure as well. It is with such in-

struments that Dr. Urry and a few others

(among them Drs. E. R. Blout and Paul M.

Doty of Harvard, and Frank Yang of the

University of California) are scanning new
vistas among the proteins.
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Optical rotatory dispersion is not the only

means of picturing protein molecules. A
process known as x-ray diffraction can per-

form somewhat the same task. But x-ray

diffraction requires that the protein first be

purified in crystal form. Optical rotatory

dispersion, on the other hand, can provide a

view of protein in a more life-like

system—suspended in fluids similar to those

of the body.

The difference, Dr. Urry feels, is impor-

tant. For proteins in a living organism are

not rigid molecules like lumps of concrete.

Rather they are delicately sculptured mo-
biles capable of changing shape. This abili-

ty on the part of protein has vast

significance. For hand in hand with

changes in protein structure go changes in

protein function—a fact emphasized more
than a decade ago by Dr. Henry Eyring of

the University of Utah and Dr. Rufus Lum-
ry of the University of Minnesota.

“Eliminate the ability of protein to change

and you have very probably eliminated the

possibility for life,” said Dr. Urry. “For ex-

ample, without changes in protein confor-

mation blood could not effectively transport

oxygen to the cells of the body; muscles

could not contract and provide movement;
hormones could not perform some of their

regulatory functions, and antibodies could

not destroy infectious disease organisms.

Moreover, there could be little coordination

of activity within the cells to produce such

material as blood, hormones or antibodies in

the first place—or to produce other cells, for

that matter.”

All such activity is carried out by a highly

specialized group of proteins, called en-

zymes, which work under genetic control.

Enzymes are catalysts; they cause reac-

tions to happen without reacting them-

selves. It is an axiom of biology that when
a gene wants something done it produces an

enzyme to perform the task. Thus it falls to

enzymes to organize, construct, maintain

and control a living organism out of about

20 chemical elements—predominantly oxy-

gen, carbon, hydrogen and nitrogen.

Altogether a hundred thousand or so dif-

ferent reactions are routinely involved in

human life. And it is now believed that

many of these reactions depend upon the

ability of enzymes to change their

activity—initiating a reaction here, shutting

off a reaction there.

But what causes protein to change shape
and thus change activity? So important is

this question that by proposing an answer
two French scientists, Jacques Monod and
Francis Jacob, received the 1965 Nobel Prize

in medicine.

Proteins change their shape, the French-
men said, by means of what they termed al-

losteric interactions. While the precise na-

ture of such interactions is yet to be defined,

they might be thought of as sort of “half

reactions.”

In a normal chemical reaction two mole-
cules fuse to form a third molecule. For ex-

ample, glucose and fructose combine to

form sucrose—ordinary table sugar. In the

case of allosteric interactions things don’t

progress nearly so far, however. There is a

linking of two different molecules but no
fusing into a third. What happens instead

is that the molecules adjust to each other.

In the process one or the other or both may
be changed structurally, yet each retains its

individuality. Thus during an allosteric in-

teraction involving a protein the shape or

conformation of the protein molecule is

changed by hanging another molecule on it,

producing a sort of warping effect. It is

somewhat like hanging wet laundry on a

clothesline. The shape of the clothesline

changes—stretching and bowing—but it is

still the same piece of rope.

Protein conformation, however, is a good

deal more complex than a clothesline.

Although usually produced as a long thin

strand—much like a rope—the protein mole-

cule does not remain that way. Often it be-

comes spiraled corkscrew-fashion and the

“corkscrew” folded and further twisted into

what looks like a complicated tangle. But
contrary to appearances proteins are not

really tangles. Rather they are flawlessly

tailored molecules. They have to be to car-

ry out precise biological functions and still

be capable of change. Each type of protein

has a characteristic molecular structure.

And this three dimensional orientation—the

manner in which the protein strand is wov-
en about itself—in turn determines what
role the molecule will play amid the com-

plex infinitesimal happenings within a cell.

With optical rotatory dispersion and x-ray
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diffraction it is now possible to penetrate

more directly this ravel and gain some in-

sight into its workings. From what has

been learned it appears that in the heart of

the highly-ordered protein tangle—possibly

at the place where the protein strand is

knotted on itself—there is an “active site.”

Only at this site can the molecule conduct

its allotted function; perhaps mediating over

an intricate reaction, perhaps linking up
with other proteins to help construct a new
cell. In addition, some protein molecules

have a second critical site known as the

effector or allosteric site. This is the site, it

seems, that provides the hand hold where
another molecule can link up with the pro-

tein.

Combining this as yet meager knowledge
of protein structure with the theories of Ja-

cob and Monod, the explanation of how
changes in protein conformation work
changes in protein function probably goes

something like this:

A molecule (perhaps another protein, per-

haps some other organic chemical) binds to

the effector site of the protein creating an
imbalance. To compensate, the protein

strand must alter its shape, and this in turn

alters the active site. Thus whatever func-

tion was being performed at the active site

ceases . . . or it may be that a function is in-

itiated instead of ended. In either event,

the allosteric interaction that triggered the

activity can take place only between specific

molecules, for the two must fit more precise-

ly than a key in a bank vault.

How protein achieves its all-important

three-dimensional structure complete with

active and effector sites is not entirely clear.

But it seems that the impulse to attain a

characteristic conformation is built in at the

time the molecule is constructed out of sub-

units of amino acids. There are about 20

different amino acids. Depending upon
both the order in which these subunits are

linked and the total number used, proteins

of almost limitless variety can be produced.

A protein molecule may contain thousands

of amino acid subunits. Yet each must be in

the proper place. Let just one unit be miss-

ing or misplaced and the protein may not

perform as intended, or may not function at

all. Instructions for the proper alignment

of amino acids into a protein molecule are

transcribed in genetic code in deoxyribonu-

cleic acid (DNA)—the stuff of which genes

are made. This information, stored in the

cell nucleus, is transmitted by ribonucleic

acid (RNA) to ribosomes—cellular assem-

bly points—where the protein chain is ac-

tually forged.

Even though linked together in accord-

ance with genetic dictates, not all the amino
acid subunits are content to lie docile in

their bondage, however. Some have affini-

ties for others—chemical attractions and im-

pulses to bind together forming cross links.

As a result the protein chain twists and tan-

gles into the precise molecular conformation

that will produce the results for which the

gene was coded.

Once produced, however, many proteins

—

particularly the enzymes—seem to pass be-

yond direct genetic control. They are not

“born free” it’s true; but they do have
enough leeway to respond to the molecular

elements of their environment with allos-

teric interactions—changing shapes and in

turn working other changes. This ability

to react and respond to the environment

—

whether it is the environment of a cell, the

body fluids or some structural tissue—is all

important for the regulation and activation

of life functions.

An example is the production of adeno-

sine triphosphate (ATP) . By splitting

molecules of this substance the body pro-

vides itself with both electrical energy for

the transmission of nerve impulses and me-
chanical energy to move muscles. The body
of a man at hard physical labor may break

down and reconstruct its weight in ATP in

one day. Yet when he is leaning on a shov-

el less than one tenth as much ATP may be

required. Because of the vast quantities in-

volved, ATP cannot be stored by the body.

Instead it is produced as needed by certain

enzymes. But when shall ATP be produced

and how much? This has to be determined

by the ATP-producing enzymes, and the

way they decide the matter is in response to

their environment. When energy require-

ments are high the enzymes are free to pro-

duce ATP at full capacity. But when less

energy is used, as when a man quits work-

ing, ATP begins accumulating in the cells

and tissues where it was synthesized. Some
of these accumulating molecules may bind
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onto the effector sites of the enzymes, thus

alter the active sites and switch off the

enzymes’ ability to manufacture ATP.
Should the man resume work, the ATP is

consumed, the active sites regain their func-

tional shape and the enzymes switch back

into the productive phase.

“At one time it was thought that the only

way enzymes were switched off was by a

jamming mechanism—the accumulation of

the product they assemble at the active

site,” Dr. Urry said. “However, the picture

we get from studies with optical rotation

seems to indicate that allosteric interac-

tions are also responsible.”

Dr. Urry, in collaboration with Dr. Eyr-

ing, began his work with optical rotation by
studying amino acids. Once some under-

standing of these basic components of pro-

teins was obtained he teamed up with Dr.

Doty at Harvard in the study of complete

protein molecules. From such studies, and

from the studies of other scientists (many of

whom are using methods other than optical

rotation) are arising new appreciation and

better understanding of the basic compo-

nents common to all life, whether microbes

or man.

What emerges is an indication that pro-

teins may be more than the static building

blocks of life. They may contain something

of the spark of life as well. Proteins are not

living molecules, Dr. Urry emphasized. But

they are not inert organic molecules like

lumps of coal either. Their structure, their

function, their mode of coping—after a fash-

ion—with their environment, would ap-

pear to place protein molecules somewhere
between living organisms and inanimate

elements.

In pursuit of facts to test such specula-

tions science has, in a sense, taken a tenta-

tive step beyond the strict confines of genet-

ics. Genetics carries the web of life up to

the synthesis of protein. Beyond that point

the activity of many proteins, especially the

enzymes, is best explained in terms of envi-

ronment and allosteric interactions. This

does not mean that genes produce proteins

indiscriminately; or that once produced pro-

teins are rid of genetic influence and free to

muddle about as they choose. The environ-

ment in which proteins function is still ge-

netically dominated; and the ability of pro-

teins to function in that environment is still

genetically imparted.

The point remains, however, that close to

the nub of physical being there is a unique

family of molecules with some capacity for

independent action. And among these busy

molecules, men such as Dr. Urry are investi-

gating with the aid of optical rotatory dis-

persion. The picture they get may seem
chaotic. It is a picture in which nothing is

stable; in which there are no fixtures.

Instead all is movement—the shifting, whir-

ling, joining and disintegration of molecules.

As one medical editor noted, the idea of

“complicated construction in constant tur-

moil” is not an easy one to grasp. Yet, as

much as anything else, it is the churning

maelstrom of molecules that distinguishes

the living organism from a pile of chemical

dust.

Fortunately for medicine scientists are

finding some order in this seeming turmoil.

They are beginning to perceive, a little, how
elemental atoms are interlaid into mole-

cules; and how molecules both weave and

are woven into cells out of which man him-

self is constructed. Science is, in fact,

drawing closer to an understanding of life.

And hand in hand with such understanding

goes a better understanding of life’s aber-

rations known as disease.

* * *

ELECTRICAL CONVERSION OF ATRIAL FI-

BRILLATION, J. J. Morris, Jr., R. H. Peter, and

H. D. McIntosh, Ann. Int. Med. 65: 216, ’66.

The authors analyze the results obtained in their

series of 108 patients and review the results ob-

tained by others (a total of 784 attempts including

their own series). The prognostic significance of

different factors, such as diagnosis, duration of the

arrhythmia, the functional classification of the pa-

tient at the time of conversion, the ECG. findings,

X-ray and hemodynamic observations, regarding

the possible success of electrical conversion are

evaluated. Also, the incidence of complications

and mortality of the procedure is discussed. From
their analysis they have arrived at the following

conclusions:

That definite and distinct physiologic benefits oc-

cur in many patients with restoration of N.S.R.;

—
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That the technic of electrical reversion is highly

effective and carries a low risk of complications;

and that many patients not only can be restored to

NSR, but can be maintained for prolonged periods

of time. Regarding the selection of patients to be

converted, they recommend that they be classified

into three groups: (1) Those in whom there is an
absolute contra-indication to conversion:—patients

with digitalis intoxication, supraventricular ar-

rhythmia with complete heart block, recurrent ep-

isodes of supraventricular tachycardia or with an-

gina pectoris relieved with the onset of atrial fi-

brillation. (2) Those in whom the procedure

should be deferred to a later date:—recent onset

of supraventricular arrhythmia (if it persists after

7 days, cardioversion should be used); in patients

who are candidates for cardiac surgery, cardio-

version should be tried after adequate surgery is

performed; in post operative cardiac patients, if

conversion is attempted in the immediate post-

operative period, a large percentage reverts to AF
within 2 weeks (defer cardioversion to 8-12 weeks
after surgery); AF in the course of hyperthyroid-

ism, 50% will reverse to NSR spontaneously with
return to euthyroid state and those who do not

should then be cardioverted; and patients with re-

cent history of systemic emboli, that should be an-

ticoagulated for 8 weeks before cardioversion is

attempted. (3) Patients in whom cardioversion

would be of questionable value. It includes: those

with slow A.F. without digitalis; patients intoler-

ant to quinidine; patients with 2 or 3 adverse fac-

tors without other reasons for restoring sinus

rhythm: the chances of maintaining NSR are so

low at 8 and 12 months, that unless specific gains

are to be expected, electrical reversion should be
deferred; those who have been previously cardio-

verted without improvement and with early recur-

rence of A.F. and those with benign AF of long

duration. (4) Patients who should undergo
electrical reversion: those with history of systemic
embolism, a prime reason for recommending car-

dioversion and every possible attempt should be
made to maintain NSR; patients with no, or only
one, adverse factor since their ability to maintain
sinus rhythm is very high; patients with congestive

heart failure, despite the presence of 2 or 3 ad-
verse factors, and, finally patients who develop

acute cardiovascular decompensation with the on-

set of arrhythmia, for example, with acute my-
ocardial infarction or after surgery, a supraven-
tricular tachycardia may be life-threatening and
cardioversion should be attempted on an emergency
basis. (Abstracted for the Middle Tennessee Heart
Association by L. I. Arias, M.D., Nashville.)

Circulatory Changes Associated with Spontane-

ous Angina Pectoris and Circulatory Changes
During the Pain of Angina Pectoris. (Am. J.

Med., 41:935, and 947, 1966.)

A searching and complete analysis of the present

situation of our knowledge of the events surround-

ing angina pectoris has been made. Looking for

recorded objective information of the behavior of

such a simple and fundamental measurement as

blood pressure before, during and after an attack

of angina, these authors find an extraordinary

paucity. At most, only a dozen attacks of angina

have been recorded at all satisfactorily.

What the literature reveals is that probably sys-

temic hypertension accompanies angina regularly

and that the hypertension is not necessarily caused

by the pain itself. Much of other scattered obser-

vations during spontaneous angina suggests that

left ventricular failure is part of the picture. That
left-sided failure is part of the picture of angina

was suggested nearly one hundred years ago. One
of the confusing factors in the past observations is

that attacks studied were produced by exercise or

drugs, and thus it is difficult to separate the hemo-
dynamic changes due to the stimulus from those

specifically related to the angina. Hence, the study

of spontaneous angina is necessary.

In a companion article in the same issue of The
American Journal of Medicine, some new answers

to the question of circulatory changes during

spontaneous angina are given. Ten patients (17

attacks) were observed by continuous monitoring

of intra-arterial blood pressure and, in some cases,

pulmonary artery pressures. All patients exhibit-

ed systolic and diastolic hypertension which
preceded the anginal pain in 86% of attacks.

Increases in pulse rate were much less striking.

Relief of pain, either by nitroglycerine or sponta-

neously, was associated with return of blood pres-

sure to nearly normal or control values. Pul-

monary artery pressures also were strikingly

elevated.

In many patients, the frequency of occurrence of

spontaneous angina was markedly diminished by
the administration of digitalis and chlorothiazide

diuretic drugs.

These new objective observations add strongly

to the evidence that angina is associated with left

ventricular failure. This idea fits well with the

oft observed increase in atrial gallop sounds dur-

ing angina, the symptoms of choking, and the re-

lief of angina by assuming the upright posture

when attacks are nocturnal. (Abstracted for the

Middle Tennessee Heart Association, by Elliot V.

Newman, M.D., Nashville.)
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The Tennessee Medical Association

1967 ANNUAL MEETING

Memphis April 13-15, 1967

Sheraton-Peabody Hotel

• PRESIDENT’S BANQUET
Saturday Evening Social Event

• TECHNICAL EXHIBITS
Displays by Supply Houses

• THE WOMAN S AUXILIARY
Statewide Annual Meeting

• SPECIALTY SOCIETIES

Independent Programs and Combined Programs

• SPECIAL EVENTS
Luncheons, dinners, etc., for

Specialty Groups

• TMA SCIENTIFIC PRESENTATIONS—April 14-15

Hear outstanding presentations by noted guest speakers on

Friday and Saturday mornings, April 14 and 15. Panels on

important scientific and Socio-economic subjects to be pre-

sented. (See preliminary program in this issue.)

• SESSIONS OF THE HOUSE OF DELEGATES
Official Business Meetings

Thursday and Saturday

• OUTSTANDING GUEST SPEAKERS

Refer to March Issue of The Journal

for Complete Program
TIMES — PLACES — SUBJECTS — SPEAKERS

| Plan Now
To Meet Your Colleagues in Memphis
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Preliminary Program

132nd Annual Meeting

TENNESSEE MEDICAL ASSOCIATION

Sheraton-Peabody Hotel, Memphis April 13-15, 1967

Thursday, April 13
8:00 am Registration Desk Opens.

Registration of Delegates.

9:00 am Woman’s Auxiliary to TMA (Holiday Inn—RiVermont)

12:00 noon Tennessee Academy of Opthalmology and Otolaryngology (Eye Section)

Tennessee State Orthopaedic Society Luncheon and Meeting

1:00 pm House of Delegates (Opening Session)

1:30 pm Tennessee Academy of Preventive Medicine and Public Health
Tennessee Industrial Medical Association

Tennessee Obstetrical and Gynecological Society (Holiday Inn—Rivermont)

2:00 pm Tennessee Academy of Ophthalmology and Otalaryngology (ENT Section)

7:15 am Public Relations Breakfast

Friday, April 14

8:00 am Registration

9:00 am Reference Committees
Woman’s Auxiliary to TMA (Holiday Inn—Rivermont)

9:00 am TMA General Scientific Presentations:

Panel Discussion—“THE THYROID DILEMMA”
Moderator—Isadore Cohn, Jr., M.D., Professor and Chairman Department of Surgery, Louisiana State

University, New Orleans

Bentley P. Colcock, M.D., Boston, Mass.
William M. Law, M.D., Knoxville, Internist and Clinician
William Stephen Coppage, M.D., VA Hospital, Nashville, Endocrinological Research

10:30 am Panel Discussion—“GOVERNMENTAL MEDICAL CARE”
Moderator—Tom E. Nesbitt, M.D., Nashville

Erwin Witkin., M.D., Baltimore, Maryland, Medical Consultant, Bureau of Health, In-

surance, U.S. Dept, of Health, Education and Welfare
Donovan F. Ward, M.D., Dubuque, Iowa, Immediate Past-President, American Medical
Association

G. Baker Hubbard, M.D., Jackson, Tenn., President, Tennessee Medical Association
Wesley W. Hall, M.D., Reno, Nevada, Chairman, Board of Trustees, American Medical
Association

12:00 noon Tennessee District Branch—American Psychiatric Association

Tennessee Academy of Ophthalmology and Otolaryngology (Eye Section)

Tennessee Thoracic Society

1:00 pm Tennessee State Orthopaedic Society

1:30 pm Tennessee Chapter—American College of Surgeons
Tennessee Neurosurgical Society

Tennessee Obstetrical and Gynecological Society (Holiday Inn—Rivermont)

2:00 pm Tennessee Academy of Ophthalmology and Otolaryngology (ENT Section)

6:00 pm Tennessee Chapter—American College of Surgeons (Banquet)

7:15 am
8:00 am
9:00 am

10:30 am

11:00 am

Saturday, April 15
IMPACT Breakfast

Registration

TMA General Scientific Presentations:

Panel Discussion—“CONTRACEPTION”
Moderator—Sam P. Patterson, M.D., Memphis, Department of Obstetrics and Gynecology, University

of Tennessee
Stewart A. Fish, M.D., Memphis, Professor and Chairman, Department of Obstetrics and
Gynecology, University of Tennessee
Robert Chalfant, M.D., Nashville, Obstetrics and Gynecology
W. Powell Hutcherson, M.D., Chattanooga, Obstetrics and Gynecology

Subject—“PROJECTION OF CHANGES IN THE FUTURE OF MEDICAL PRACTICE”
By: Bland W. Cannon, M.D., Memphis, Member of the Council on Medical Education of the Amer-

ican Medical Association

Guest Speaker— (Subject to be announced)
Charles L. Hudson, M.D., Cleveland, Ohio, President, American Medical Association, Diplomate,
American Board of Internal Medicine

12:00 noon Tennessee Diabetes Association
Tennessee Radiological Society

Tennessee Pediatric Society (Luncheon)

12:00 noon Tennessee State Society of Pathologists

Tennessee State Society of Anesthesiology

1:00 pm House of Delegates (Second Session)

6:00 pm President’s Banquet and Dance
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One ‘Ornade’

Spansule Capsule

works all day

(or all night) to

make your patient

with a cold a lot

more comfortable.

‘Ornade’, the unique oral nasal decongestant with a drying agent,

a decongestant and an antihistamine in the ideal dosage form

Ornade® Spansule® Capsules
Trademark brand of sustained release capsules

Each capsule contains 8 mg. of Teldrin® (brand of chlorpheniramine male-

ate), 50 mg. of phenylpropanolamine hydrochloride, and 2.5 mg. of isoprop-

amide, as the iodide.

The following is a brief precautionary statement. Before prescribing, the

physician should be familiar with the complete prescribing information in

SK&F literature or PDR. Contraindications: Patients with glaucoma, prostatic

hypertrophy, stenosing peptic ulcer, pyloroduodenal obstruction, or bladder

neck obstruction. Precautions: Use with caution in the presence of hyper-

tension, hyperthyroidism, or coronary artery disease; and, in patients who
may operate vehicles or machinery, warn of possible drowsiness. Note: Since

the iodine in isopropamide iodide may alter PBI test results and will suppress

I

131 uptake, it is suggested that ‘Ornade' be discontinued one week before

these tests. Side effects: Drowsiness; excessive dryness of nose, throat, or

mouth; nervousness; or insomnia may occur rarely, but are usually mild and

transitory. Other known possible side effects of the individual ingredients are:

nausea, vomiting, diarrhea, rash, dizziness, fatigue, tightness of chest,

abdominal pain, irritability, tachycardia, headache, and difficulty in urination.

Smith Kline & French Laboratories

ALL-DAY OR ALL-NIGHT RELIEF



TMA's 1967 Annual
Meeting Set for
Memphis

Housing for Annual
Meeting

House of Delegates

Reference Committees

Specialty Societies

Social Events

• The 132nd Annual Meeting of the Association will be con-
ducted April 13-15, 1967, at Memphis, with headquarters at
the Sheraton-Peabody Hotel. This is a change from previous
years since the Association's annual meeting now will begin
at the end of the week rather than on Sunday. The meeting
days are Thursday, Friday and Saturday. Highlights will in-
clude scientific programs presented by the TMA on Friday and
Saturday mornings from 9:00 A.M. until Noon. Sixteen
specialty societies will conduct their sessions ;

scientific
and technical exhibits ; the annual sessions of the House
of Delegates ; special awards to the Outstanding Physician
of the Year, and others. TMA will present two outstanding
panels on Friday. One on "The Thyroid Dilemma" and another
on "Governmental Medical Care." The Saturday program will
include a panel on "Contraceptives," and a timely presenta-
tion by Dr. Charles Hudson, President of the American
Medical Association.

Dr. Bland Cannon, Memphis, a member of the Council on
Medical Education of the AMA, will speak on the subject
"Projection of Changes in the Future of Medical Practice."

• The reservation department of the Sheraton-Peabody Hotel
will coordinate housing for those attending the TMA an-
nual meeting. Every physician member of TMA has been mailed
a brochure and a reservation form. You are urged to make
your reservations early. Don't forget the change in the
time of the week for the annual meeting, Thursday, Friday
and Saturday, April 13-14-15.

• The first session of the House of Delegates is scheduled
for 1:00 P.M. on Thursday afternoon. The House will meet
for its second session on Saturday afternoon, April 15th at
1:00 P.M.

• Following the first session of the House, all reports,
resolutions, and amendments will be assigned to Reference
Committees. The Reference Committees will meet on Friday
morning, April 14th, when members of the House of Delegates
and any TMA member may appear before any Reference Com-
mittee for whatever testimony desired. After the hearings,
the Reference Committees will prepare reports and present
their recommendations to the House in the second session on
Saturday afternoon, April 15th.

• Specialty societies and related medical organizations will
hold sessions on all three days of the annual meeting.
Sixteen groups will participate.

• The principal social event will be the President's
Banquet on Saturday evening, April 15th, in the Sheraton-
Peabody Hotel. A social hour will precede the banquet,
beginning at 6:00 P.M. The banquet will begin at 7:00 P.M.
and followed with a dance, sponsored by TMA and will
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include the popular music of Burl Olswanger and his
orchestra from Memphis.

O If you or your patients are having difficulty in collect-
ing for Medicare where direct billing is involved, it may
be that insufficient or incorrect information is contained
in the claim form.

At present in Tennessee, the state office in Nashville
of the fiscal intermediary for Medicare is receiving 7,000
claims per day and an average total of approximately 30,000
claims per month. Of this number, approximately one in
every seven claims are having to be returned for the lack of
or insufficient information. The correct and complete
information on the claim form will get an earlier payment.

• Social Security offices are releasing the names of ex-
tended care facilities in Tennessee where approval of their
application to participate has been finalized. This is the
new Medicare benefit that became effective January 1.

Overall, some 2,500 facilities with a total capacity of well
over 150,000 beds have met the certification requirements
in the U.S. Only a limited number have been certified in
Tennessee.

• It will no longer be necessary for widows, widowers, or
other relatives to arrange for the appointment of a legal
representative of a Medicare beneficiary’s estate simply
to collect a Medicare payment, according to the Bureau of
Health Insurance. In some cases the legal costs will be
equal to or even exceed the amount of the reimbursement
under Medicare. Where there is no legal representative of
the beneficiary’s estate, and where none is expected to
be appointed, Medicare will make payment to a surviving
widow, widower, or other relatives.

Where the bill has been paid, the Title XVIII payment
will be made (1) to the individual who paid part or all of
the bill as creditor of the estate if he agrees to distrib-
ute the proceeds among any others who paid part of the bill,
or to those who might be entitled under State law, or, (2)
to a surviving relative on behalf of the estate, if the
available closest relatives consent to the payment.
Where the bill has not been paid. Title XVIII wil l

reimburse the physician or supplier directly if he agrees
not to charge in,, excess of the reasonable charges.

• For those physicians who are aware of the advantages of
membership in the American Medical Association and who feel
that the dues are too high, it may be well to review some
facts and figures. AMA membership last year was 210,938
and 165,712 were dues-paying members. AMA costs have in-
creased just the same as the additional cost for running our
State Medical Association. Here are some examples:

(1) In 1960, production of a typical page in AMA publica-
tions cost 11 cents. The same page cost 31 cents in 1966.

(2) Real estate taxes have doubled from $66,000 to $112,000.
The tax bill in 1965 for AMA was $200,000. (3) Equipment,
furniture and supplies have increased 15 percent. (4)
Competitive salaries and employee benefits in the Chicago
area have more than doubled. (5) Social Security taxes
in 1960 amounted to $160,000. In 1966, they were $276,000,
and additional increases for the future are built into the
law. (6) Bulk mail rates have climbed 20 percent since
1960, with the result that it now costs $43,000 more to mail
the same number of copies of the AMA Journal. A one-page
letter to each AMA member now costs $11,000 for a mailing.
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• The 85th Tennessee General Assembly convened on January
3, 1967 for a 15-day organizational session. On January
17th, with the organizational session completed, the General
Assembly recessed for six weeks with reconvening scheduled
for February 28th.

During the 15-day session Senator Frank C. Gorrell of
Davidson County was elected Speaker of the Senate, a posi-
tion which also makes Senator Gorrell the State’s Lieutenant
Governor. Representative James Cummings of Cannon County
was elected Speaker of the House. Also elected were Mr.
Charlie Worley of Sullivan County as Treasurer and Mr. Wil-
liam R. Snodgrass of White County as Comptroller.

On January 16th Buford Ellington was inaugurated as the
50th Governor of the State of Tennessee.

Prior to adjournment a joint resolution passed both
houses calling for the General Assembly to meet for 60
legislative days upon their return February 28th and to
recess until January 1968, at which time a 30-day session
would be conducted. Constitutional amendments adopted by
state-wide vote last November provided for a 90-legislative
day session instead of a 75-calendar day session as in the
past. It appears a majority of members of the General As-
sembly favor dividing the 90 days into two segments which
would allow for annual sessions.

® The appointment of all standing committees of the Senate
and House was made during the 15-day organizational session.
The committee to which most legislation concerning medical
matters will be referred is the Public and Mental Health
Committee in both houses.

Chairman of this Committee in the Senate is Mr. John
Dugger (R) of Morristown. Senator Ray Baird (D) of Rock-
wood was named vice-chairman and Senator Calvin L. Cannon
(R) of Athens is secretary. Leaders of the House Public and
Mental Health Committee are Mr. Jim Caldwell (D) of Chatta-
nooga and Mr. Milton Hamilton (D) of Union City as co-chair-
men. Mr. Forrest Bridges (D) of Oak Ridge is vice-chairman
and Dr. John Peeples (R) of Memphis will serve as secretary.
The 26-member House committee also includes TMA members Dr.
Dorothy Brown (D) of Nashville and Dr. G. H. Berryhill (R)

of Jackson.

• A plan to provide members of the General Assembly with
the services of a first aid station on the 2nd floor of the
Capitol, opposite the legislative chambers, became a reality
during the organizational session. Jointly sponsored by TMA
and the Tennessee Hospital Association, the station operated
during the last half of the 15-day organizational session
after a joint resolution was unanimously adopted by both the
Senate and House authorizing establishment.

All necessary equipment was made available by three Nash-
ville hospitals — Vanderbilt, Baptist and St. Thomas — and
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by two Nashville supply houses — Nashville Surgical Supply
and Physicians Service, Inc.

THA provided the services of a professional nurse during
the station’s days of operation and a volunteer physician
member of TMA was on duty. This plan will also be followed
when the General Assembly reconvenes February 28th until
ad j ournment

.

A large number of TMA members have volunteered to staff
the station and assignments for specific days have been
made. Although no emergency situations occurred during the
initial establishment of the station, a large number of
legislators expressed their appreciation for the service
being initiated by the two groups.

• As in the past, a bulletin reporting happenings of the
Legislature, of interest to the medical profession, will be
published by the Public Service Office of TMA. The bulletin
will be mailed on an "as needed" basis due to the somewhat
undetermined length of the legislative session when the Gen-
eral Assembly reconvenes February 28th.

All members of the TMA Legislative and Public Policy Com-
mittee, all contact doctors, and presidents and secretaries
of county medical societies will receive the bulletin. Any
interested member will be added to the mailing list upon re-
quest. These pages of the Journal will also carry pertinent
information regarding legislative proposals each month.

• When the 90th Congress convened January 10th, Tennessee
had three new members of the 11-man congressional delega-
tion. Senator Howard Baker, Jr. (R) of Knoxville, Ray
Blanton (D) of Adamsville representing the 7th congressional
district, and Dan Kuykendall (R) of Memphis representing the
9th congressional district were sworn in as new members.

Seated were 246 Democrats and 187 Republicans as compared
to 295 Democrats and 140 Republicans in the previous Con-
gress. Republicans won 52 seats in the House which were
previously held by Democrats and lost 5 for a net gain of 47
seats.

Several bills have already been introduced that would
amend the Medicare law and a new version of the Hart Bill,
regarding medical restraint of trade, has been submitted.

• The annual visit with members of the Tennessee congres-
sional delegation by members of the TMA Legislative and
Public Policy Committee has been scheduled for March 2,
1967.

Physicians representing each congressional district will
call on their congressman and each Senator will be visited
by the TMA delegation. A luncheon for the elected repre-
sentatives will be hosted by TMA in the Members Dining Room
of the Rayburn Building.

The presidents of four allied health groups were also in-
vited to accompany the TMA delegation. Representatives of
the Tennessee Hospital Association, the Tennessee Veterinary
Medical Association, the Tennessee Pharmaceutical Associa-
tion and the Tennessee State Dental Association are expected
to participate in the activities.

The one-day affair has been conducted annually for the
past seven years and has afforded the Legislative Committee
and other members the opportunity to discuss first hand
legislation of interest and concern to the medical profess-
ion with the Tennessee members of Congress.
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EDITORIAL
SIX MONTHS OF MEDICARE

Many of us have engaged in the legitimate

speculation of how Medicare would affect

the delivery of medical care among the

some 19 million of our citizens over the age

of 65 years, whether medically indigent or

“well-heeled.” The speculations dealt with

the numbers who would avail themselves of

the law’s provisions, the technical and ad-

ministrative aspects of billing and payment,

whether to the attending doctor or the hos-

pital used, the costs, the impact upon medi-

cal education and upon certain population

groups, as for example, those usually seek-

ing a haven in Veterans Hospitals or in mu-

nicipal or state tax supported hospitals.

Quite obviously some of these questions

cannot be answered at this early date.

Certain of the shifts in the pattern of medi-

cal care will require months or several

years to reach the level of mid-tide. So too

there is certain to be a lag in the monetary

cost which will be gauged better as time

provides a more accurate level.

Nevertheless, one must eye with interest

what may have been learned to date for it at

least should give us an index to trends. We
have only the official report by Robert M.
Ball, Commissioner of Social Security, as of

December 29, 1966, which one assumes to

have been given with fidelity.

He summarized the costs of delivering

medical care for the first 6 months as fol-

lows. More than 2.5 million oldsters have
been hospitalized within 6 months to the

date of the report, for which the hospitals

had been paid 1 billion dollars. During this

period it appears, by the receipt of notices to

the Social Security Office, that 3.5 million

patients had sought medical help of their

physicians, and that 100 million dollars had
been paid to doctors for their services.

(Undoubtedly there is a greater lag in pay-

ment of physician’s fees than of hospital fees

because of inadequate or improper “paper

work,” as indicated on the Executive Direc-

tor’s page of this month’s Journal.)

The government’s Report states that the

700 district offices administering Medicare

have provided statistical sampling. From
this it appears that patients over 65 years of

age now occupy 30% of all hospital beds as

compared to 25% before July 1, 1966.

The well-known Profession Activity

Study by Dr. Vergil Slee, of Ann Arbor,

sponsored jointly by the American College

of Physicians, American College of Sur-

geons and the American Hospital Associa-

tion, released figures from a statistical anal-

ysis of patients in 100 short-term hospitals

ranging in size from 46 to 709 beds. 1 Com-
paring discharges from hospitals, excluding

maternity cases, for the third quarter of

1965 and 1966, they rose for those over 65

years of age, from 18.9 to 20.9% respec-

tively, a 10% rise for this age group. The
average stay rose from 13.9 to 14.6 days, a

5% rise. The common pattern of admis-

sions for malignancy, diabetes and acute

coronary disease dropped a little as a per-

centage of the total, but admissions for cer-

tain elective treatment increased sharply,

as for inguinal hernia, 49%, intravenous

pyleography, 47%, removal of cataract, 43%,
and prostatectomy by 25 per cent.

1 Hospital News of the Week, Medical World
News, pp. 13. Dec. 23, 1966.
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It may be of interest that in one Tennes-

see community the figures generally sub-

stantiate the trends mentioned. The Health

and Hospital Planning Council of Nashville

compared admissions for April-June 1966

with the first three months of Medicare,

they were 13% and 18% respectively. The
average duration of hospitalization was 1

day longer after July 1.

Another set of interesting and significant

statistics released by the government is the

choice of medical insurance at the cost of 3

dollars monthly premium. Of some 17.5

million recipients of monthly Social Secur-

ity, railroad retirement, or civil service

checks, 90% have elected to have 3 dollars

monthly withheld for this premium. It is

also said that of the 2.5 million not bene-

ficiaries of the above groups, cash payments
have been made for this premium by 90%
upon notice of the first premium due and an

additional 6% on the second notice.

From Mr. Ball’s report, it appears that

6,700 hospitals are participating in Medicare

with 98% of the short-term beds in the

country thus available. Some 250 hospitals

have failed to meet required standards for

approval, and a few have failed to comply
with the Civil Rights Act. It also appears

that about a hundred hospitals which could

meet the standards have not applied for

participation.

The administration of the program at the

time of the Report from Washington was
through 74 Blue Cross organizations (cover-

ing about 90% of participating hospitals)

and a few other organizations. Medical in-

surance was being administered by 33 Blue

Shield plans and 15 insurance companies, se-

lected on a geographic basis.

It should be recalled that the implementa-

tion of Medicare is under review by repre-

sentatives of various professional groups

which have a consultative and/or advisory

role to HEW, drawn from the American
Medical Association, American Hospital As-

sociation, commercial insurance companies,

Blue Cross, Blue Shield, the Public Health

Service and the Welfare Department.

In addition to watching the trends of the

first 6 months of Medicare in terms of possi-

ble gathering momentum, it will be of inter-

est to learn what impact the use of extended

care facilities will make upon hospitaliza-

tion. The required 3 days in a general hos-

pital to establish eligibility for care in an

extended care facility has obvious implica-

tions in reasons for hospitalization.

Because of the dearth of beds in the extend-

ed care area will periods of hospitalization

in general hospitals need to be extended?

Also, because of the shortage of beds for ex-

tended care the full impact in this area of

care will not be known for many months.

The Government Report predicted that as

of January 1, 2,500 facilities with 150,000

beds would be able to meet the require-

ments of certification for extended care. It

also predicted that at a given time some

50.000 to 65,000 oldsters would need the care

of such facilities. Presumably many of the

150.000 beds are not related to a general hos-

pital. The American Hospital Association

has record of 45,000 beds in 655 community

hospitals. It reports that construction or

plans should provide 87,000 beds for extend-

ed care by 1,375 community hospitals by

1968. 1

Periodically we will need to follow the in-

itial trends as of the first 6 months of Medi-

care. Stable levels of usage, cannot be an-

ticipated for some years, and possibly many
years, particularly as inevitably additional

governmental programs of medical care are

imposed. Under such circumstances hospi-

tal care, medical care and costs will have a

leapfrogging and confusing effect. This, un-

less our leaders profit by the accumulated

advice from the European capitals on Medi-

care as summarized by U. S. News and

World Report.2 “As you embark on the

road to socialized medicine, do not travel too

fast or too far. Otherwise, the time will

come when you will find it advisable—as

many countries in Europe now are discover-

ing—to retrace some of your steps, in the in-

terests of doctors, patients and the whole

community.”
R. H. K.

1 Hospital News of the Week, Medical World

News, pp. 13. Dec. 23, 1966.

Eui'ope’s Advice to U. S. On Medical Care,

U. S. News and World Report, 62: (No. 4) 64,

(Jan. 23) 1967.
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IN MEMORIAM

Dyer, Lex, Cookeville. Died 10, December,

1966, Aged 84. Graduate of Medical Department,
University of Nashville, 1909. Member of Putnam
County Medical Society.

Haun, Louis Alonzo, Knoxville. Died 3, De-
cember, 1966, Aged 87. Graduate of Medical De-
partment, Lincoln Memorial University, Knoxville,

1902. Member of Knoxville Academy of Medicine.

Buttram, William Ross, Chattanooga. Died

5, December, 1966, Aged 76. Graduate of Atlanta

College of Physicians and Surgeons, 1913.

Member of Chattanooga-Hamilton County Medical

Society.

Pappas, Nicholas D., Knoxville. Died 25,

November, 1966, Aged 70. Graduate of Marquette
University School of Medicine, Milwaukee, 1933.

Member of Knoxville Academy of Medicine.

Keener, George Garfield, Kingsport. Died, 26

November, 1966, Aged 88. Graduate of Medical
Department, Lincoln Memorial University,

Knoxville, 1905. Member of Sullivan-Johnson

County Medical Society.

Anderson, W. B., Nashville. Died 9, January,

1967, Aged 93. Graduate of Vanderbilt University

School of Medicine, 1894. Member of Nashville

Academy of Medicine.

Danley, James Walter, Lawrenceburg. Died 6,

January, 1967, Aged 84. Graduate of Vanderbilt

University School of Medicine, 1905. Member of

Lawrence County Medical Society.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Memphis-Shelby County Medical Society

The annual meeting of the Memphis and

Shelby County Medical Society was held at

the Holiday Inn-Rivermont on December
6th. The program included annual reports,

the Presidential Address by the outgoing

President, Dr. A. Roy Tyrer, presentation of

fifty-year certificates and pins, and three

special recognition awards.

Dr. R. A. Calandruccio assumed the presi-

dency of the Society for 1967 and Dr. B. G.

Mitchell was named President-Elect to suc-

ceed Dr. Calandruccio in 1968. Other offi-

cers are Dr. Robert McBurney, vice-presi-

dent; Dr. Joseph Chisolm, secretary; and
Dr. W. H. Gragg, treasurer.

Recipients of the pins presented in recog-

nition of fifty years in the practice of medi-

cine were Drs. Samuel B. Anderson, D. H.

Anthony, E. G. Campbell, C. H. Glover,

John A. McIntosh, W. Likely Simpson, and
R. Lyle Motley.

Special recognition awards were present-

ed to Dr. L. W. Diggs for his research on

hemophilia, to Mr. Wassell Randolph for his

leadership in medical education and his

service on the U. T. Board of Trustees, and

to Mr. Danny Thomas, founder of St. Jude

Hospital. Mr. Thomas and Mr. Randolph
were also made Honorary Members of the

Society.

The January 3rd meeting of the Society

was held in the Institute of Pathology, Uni-

versity of Tennessee. The scientific pro-

gram entitled “The Mid-South Medical Cen-

ter Council” was presented by Dr. Bland W.
Cannon, Mr. Frank Norfleet and Mr. Frank

C. Holoman. A panel discussion followed

the presentation.

Marshall County Medical Society

Members of the Marshall County Medical

Society were entertained at a dinner on De-

cember 19th, hosted by the outgoing presi-

dent, Dr. H. A. Morgan. Dr. K. J. Phelps

will succeed Dr. Morgan as President of the

Society for 1967. Dr. Jos. Von Almen was
named Secretary succeeding Dr. W. A. Wal-

ker. Others present were Drs. Kenneth

Brown, W. L. Taylor, J. E. Tinnell, Hoyt
Harris, Jere Rogers and W. S. Poarch.

Hamblen County Medical Society

Physician members from Hamblen, Jeffer-

son and Grainger Counties, their wives and

guests attended the Society’s annual Christ-

mas banquet and installation of officers at

the Morristown Country Club on December

13th. Dr. E. Gene Lynch, Morristown, as-

sumed the presidency of the Society for the

coming year, succeeding Dr. O. L. Merritt of

Dandridge. Other officers for 1967 are Dr. J.

B. Sams, Jefferson City, Vice-President, and

Dr. C. H. Helms, Morristown, Secretary.

Dr. J. W. Richardson, Morristown, was

named delegate to the Tennessee Medical
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Association and Dr. E. D. Allen of White

Pine, alternate delegate.

Knoxville Academy of Medicine

The scientific program for the meeting of

the Academy on December 13th was pre-

sented by Dr. E. Park Niceley. Following

the Presidential Address by Dr. Perry M.

Huggin, members of the Society heard an-

nual reports from the Judicial Council and

chairmen of committees.

New officers of the Academy for 1967 are:

Dr. George A. Zirkle, Jr., President, suc-

ceeding Dr. Huggin; Dr. Jacob T. Bradsher,

Jr., President-Elect; and Dr. Norma Walker,

Vice-President. Dr. R. J. Leffier was re-

elected Secretary-Treasurer.

Chattanooga-Hamilton County
Medical Society

A business meeting of the Society was
held in the auditorium of the Interstate

Building on December 6th. Dr. Frank B.

Graham, chief of staff, surgery, at Erlanger

Hospital, assumed his post as incoming pres-

ident, succeeding Dr. George Young. Dr.

Harry Stone was chosen president-elect, to

begin his term in January, 1968. Dr. Dur-

wood Kirk was reelected secretary-trea-

surer.

Coffee County Medical Society

Dr. Lloyd Hollister of Tullahoma was
elected President of the Coffee County Med-
ical Society at the group’s annual Christmas

meeting and banquet on December 13th.

The banquet was held at the Manchester

Golf and Country Club. Other new officers

are Dr. Dan Calhoun of Manchester, Vice-

President; Dr. Claude Snoddy, Tullahoma,

Secretary-Treasurer; Dr. Coulter Young,

Manchester, delegate to the Tennessee Med-
ical Association; and Dr. Hollister was
named alternate delegate.

Dr. Charles Webb of Tullahoma was se-

lected to be recommended by the group for

the post of county medical examiner, the

appointment to be made by the County
Quarterly Court in January.

Hickman-Perry County Medical Society

The Hickman-Perry County Medical So-

ciety held its regular monthly meeting at

the Hohenwald Bank and Trust Community
Room on December 6th, following a dinner

at the Hohenwald Recreation and Golf Club
for members and their wives.

The rising incidence of animal rabies in

the area was discussed and a recommenda-
tion was made to be submitted to the Ten-
nessee State Department of Public Health
for initial control of the problem.

Dr. Edgar Akin is President of the Society

for 1967, and Dr. Parker D. Elrod has been
re-elected Secretary.

Nashville Academy of Medicine
Davidson County Medical Society

The Society’s annual banquet and instal-

lation of officers was held on January 10th

at the Hermitage Hotel. Remarks by out-

going and incoming presidents were high-

lights of the program. Dr. Greer Ricketson

assumed the presidency succeeding Dr. Wm.
F. Meacham. Dr. Luther Beazley has been
named president-elect to take office in 1968

and Dr. Frank Womack was reelected Sec-

retary-Treasurer.

A pin recognizing fifty years in the prac-

tice of medicine was presented to Dr. Wil-

liam Higginson.

NATIONAL NEWS

The Month in Washington
(From the Washington Office, AMA)

At a cost of nearly $1 billion, more than

six million older persons got hospital and

medical benefits during the first six months
of the medicare program. Social Security

Commissioner Robert M. Ball expressed sat-

isfaction with the overall operations so far

of the health insurance program for the eld-

erly. But Ball warned of bed shortages in

the nation’s capital, in various New England

states, and in most rural areas when a new
medicare benefit of nursing home care went

into effect January 1. He estimated that

50,000 to 60,000 beds would be needed for

extended care in nursing homes.

The Commissioner recommended a num-
ber of changes in the program. He urged

that medicare benefits, which apply to per-

sons 65 or older, be extended to 1.3 million
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Pierce D. Nelson, M.D.
Phone: 328-2211
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disabled persons. He said the major im-

provement needed in the Social Security

program is an “across-the-board” increase in

benefits. Overall benefits to be paid out in

1966 will rise from $21 billion in 1966 to $25

billion in 1967, he noted. President Johnson

has announced he will seek a boost of about

10 percent in Social Security benefits in the

next Congress.

Ball’s report on the first six months of

medicare included: About 2.5 million elder-

ly persons received free hospital care and

3.5 . million benefited from medical

services. . . . Since medicare began July 1,

1966, hospital occupancy increased 5 per-

cent, as expected. Thirty percent of all hos-

pital beds were occupied by those 65 or old-

er at the end of 1966. . . . About 6,700 hos-

pitals now are participating in medicare.

About 250 hospitals were excluded because

they did not meet minimum standards, and

75 hospitals because of racial discrimina-

tion. . . . Payments to doctors and skilled

medical personnel, such as radiologists, have

taken too long. . . . Over-crowding of hos-

pitals in various “isolated” incidents. . . .

Almost all of 17.5 million persons who
signed up for additional medical insurance

at a premium of $3 maintained their pay-

ments.

Seventeen hospitals in five states declared

ineligible for federal funds because of fail-

ure to comply with provisions of the 1964

Civil Rights Act were granted public hear-

ings by the Public Health Service in Ala-

bama, Louisiana, Mississippi, South Car-

olina, and Texas. A PHS spokesman said:

“Discriminatory practices found at the hos-

pitals include the segregation of patients

... an absence of Negro physicians . . . and

the segregation of training facilities.”

Senator George D. Aiken, R., Vt., pro-

posed a nine-point program to liberalize

benefits under the government’s medicare

plan for action by Congress. One would
extend medicare drug coverage to prescrip-

tions for old people whether or not associ-

ated with hospital confinement. A similar

plan was included in a Senate-passed tax

bill last summer but was killed in a Senate-

House conference. Other Aiken proposals

would eliminate deductible and co-insurance

features, waiting periods and enrollment

deadlines from the medicare plan, lower the

65 year age requirement for women to 62,

and permit payment of medical specialist

fees customarily provided by hospitals.

M

The National Advisory Cancer Council re-

ported that, although cancer is still on the

increase, more people are being cured of it

than ever before. The report, titled “Prog-

ress against Cancer,” shows that 30 years

ago there were 144,774 cancer deaths in the

United States, a crude rate of 112.4 per

100,000 of the population. In 1967 an esti-

mated 305,000 deaths will occur, bringing

the rate up to 153 per 100,000, according to

the report. On the other hand, there has

been an improvement in the cure rate. In

1937, less than one in five cancer patients

survived five years without evidence of dis-

ase, but currently about 35 percent, or

better than one in three are saved. There is

good reason to believe, the report states,

that this favorable trend will continue.

Intensive study of six types of cancer is

recommended: Cancer of the breast, which

has shown little improvement in incidence

or mortality for about 30 years; the lympho-

mas, one of which, Hodgkin’s disease, has

been cured in 40 percent of cases in a local-

ized stage; chronic leukemia and multiple

myeloma, for which drug treatment should

be greatly improved; lung cancer, which

continues to increase, particularly in both

men and women smokers; and uterine can-

cer, which has been significantly reduced

and might be almost totally eradicated by
early detection with the “Pap” smear.

*

Expenditures on prescription drug re-

search and development reached a new
high, but fewer new products actually

reached the market in 1966 than during any

single year on record. C. Joseph Stetler,

president of the Pharmaceutical Manufac-

turers Association, said that the situation

was attributable to several factors, includ-

ing difficulties encountered under federal

drug regulations. He said that the 1962 fed-

eral drug amendments had necessitated in-

creasingly lengthy, costly periods for manu-

facturers to develop technical information

required by the government. Stetler added
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that more time also has been required by
the Food and Drug Administration for pro-

cessing applications.

Total research and development expendi-

tures during 1966 were estimated by Stetler

at about $400 million. He said that only 11

basic new products had been marketed in

the year, compared with 23 in 1965, 17 in

1964, 18 in 1963, 28 in 1962, and 41 in 1961.

The peak year was 1959 when 63 new prod-

ucts were introduced. A PMA survey

shows that a principal focus of the

million-dollar-a-day search by industry for

new pharmaceuticals is on drugs acting on

the central nervous system and sense or-

gans. These include sedatives, stimulants,

tranquilizers and analgesics.

Stetler said that such drugs accounted for

$37.1 million or 19 percent of the $194.7 mil-

lion spent in 1965 on applied research and

development by 42 of the nation’s largest

prescription drug firms.

MEDICAL NEWS
IN TENNESSEE

University of Tennessee College of

Medicine

At the winter commencement exercises,

held December 18th at Municipal Audito-

rium, degrees were awarded to 130 candi-

dates from the Medical Units, and marked
the first College of Medicine class to be

graduated under the term system. The Col-

lege has been admitting new students on the

term system since September 1963 and the

final class admitted under the quarter sys-

tem was graduated last June. As a result,

this class of 77 candidates for the M.D. de-

gree was the single largest class ever to

have been graduated from U.T. Another

first was the certification of three candidates

in physical therapy, the first graduates of

the School of Physical Therapy which was

established September, 1965. Thirty-four

degrees were awarded to graduates in Den-

tistry and the remainder to candidates from

the School of Basic Medical Sciences, the

Graduate School-Medical Sciences, and

paramedical divisions.

The commencement address entitled

“Where Is The Individual?” was delivered

by Chancellor Homer F. Marsh.

Dr. Jerry Robert Luther, Memphis, was
the recipient of the Charles C. Verstandig

Award, presented annually to the student

who has overcome the most obstacles to-

ward becoming a physician.

*

Several UT faculty members were pro-

gram participants at the 78th annual meet-
ing of the Southern Surgical Association

held recently in Boca Raton, Florida. Dr.

Harwell Wilson and Dr. Louis G. Britt, both

of general surgery, presented a paper de-

scribing the method of surgical management
of iliofemoral thrombosis used at UT, re-

porting on the results of 39 operations. Dr.

James Pate, thoracic surgery, and Dr. Colby
Gardner of radiology, reported on their re-

search in improved methods of diagnosis of

pericardial effusion.

*

Dr. Audrey Roberts is the recipient of a

$15,023 Research Career Development
Award from the USPHS. The title of her

project is “Antigen-Antibody Relationship

in Immune Responses” and is sponsored by
Dr. Robert C. Randtorff . . . Dr. James N.

Ettledorf and Dr. Alvro M. Camacho have
received a grant of $13,460 from the Eli Lilly

Company for support of their studies in the

evaluation of Bolamatalate as an anabolic in

children . . . Dr. Rodney Y. Wolf has been
awarded $3,369 by Eli Lilly for support of

his studies of the effect of Cephalothin and
Cephaloridine soaked vascular prostheses on
postoperative infection.

*

Three faculty members of the Medical
Units will serve various national and state

medical societies and institutes in their re-

spective fields during the year. Dr. Kenneth
E. Avis, associate professor of pharmacy,

has been invited to serve as a consultant to

the National Cancer Institute in the formu-

lation of anti-cancer agents in dosage of

pharmaceutical form. Dr. Elmore H. Tay-

lor, chairman of the department of pharma-

cognosy, has been elected vice-president of

the American Society of Pharmacognosy for
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1967-68. Dr. Taylor will assume the presi-

dency in 1968. Dr. Bob A. Freeman, associ-

ate professor of microbiology, will serve as

president of the Kentucky-Tennessee

Branch of the American Society for Micro-

biology for 1967.

*
The dedication of the new Philip M. Lew-

is Eye Clinic of the University of Tennessee

College of Medicine will be held during the

annual meeting of the Memphis Society of

Ophthalmology, March 11-13 in Memphis.

This new modern out-patient facility for the

care of eye patients is being named in honor

of Doctor Philip M. Lewis, who has been a

faculty member of the College of Medicine

for 43 years and Chairman of the Division of

Ophthalmology for 23 years. The many stu-

dents and residents who have trained under

Dr. Lewis have contributed financially to

the construction and to the equipping of the

clinic, along with additional support from

the University, the City of Memphis Hospi-

tals, and from grant sources.

*
The Newcomen Society in North America,

an international organization of business

and professional leaders, has honored U.T.

for its contributions to the progress of man-
kind. Newcomen officials recognized U.T.’s

contributions to “Tennessee, the United

States, and the Free World” at a banquet in

Knoxville on November 18th.

The Newcomen Society in North America,

affiliated with the Newcomen Society of

England, each year selects a limited number
of leading industries, business firms and ed-

ucational institutions for special recognition.

Vanderbilt University School of

Medicine

Vanderbilt University has announced

plans to spend $200 million over the next 20

years to expand its medical facilities, in-

cluding construction of a new, 20-story hos-

pital. Dr. Randolph Batson, dean of medi-

cal affairs, stated that the expansion would
increase the total number of students at the

medical center from approximately 800 to

1,700 by 1986. This increase would include

a rise from 317 undergraduate and graduate

medical students to a total of 655. The oth-

ers would include nurses, interns, resident

and similar students. The faculty and staff

at the medical center would increase from

the present 602 to almost 1,600 during the

20-year period. Bed space at the hospital

would almost triple during the 20 years,

from 509 in the present facility to nearly

1,500 in the new one.

The first phase of the construction pro-

gram would include the first 12 stories of

the hospital, expansion of existing medical

library facilities, a medical science and ani-

mal unit, a 550-seat auditorium for medical

lectures and professional meetings, a school

of allied health sciences, and similar work.

It is expected that many of the projects will

pay for themselves, while others will be fi-

nanced by private sources.

*
Dr. Stanley W. Olson, former Dean of the

Baylor University School of Medicine, has

been named Director of the Midsouth Re-

gional Medical Center to be established at

Nashville and will hold an appointment as

Professor of Medicine.

The planned center, which was announced

earlier this year, will be a cooperative effort

of the Vanderbilt Medical School and Me-
harry Medical College and will serve Middle

and East Tennessee and Southern Kentucky.

The center will be used for planning and

upgrading services in the fields of heart dis-

ease, cancer, stroke, and related diseases.

*
Dr. Joseph Weinreb, Director of the

Worcester, Massachusetts Youth Guidance

Center since 1947, and who helped found the

American Academy of Child Psychiatry, has

been appointed as Associate Professor of

Psychiatry.

*
The Justin and Valere Potter Foundation

has announced that the Justin Potter Merit

Scholarships will be increased from five to

six, beginning in September 1967. The
scholarships cover four years of medical

training in the School of Medicine, main-

taining some 20 merit scholarships. The
four-year scholarships amount to $2500 an-

nually for each student—a total of $10,000

for the four years of study. The awards are

made on the basis of merit alone.
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Nashville Surgical Supply Company

The Physician and Hospital's Complete Supply

& Service Source

Physicians equipment and supplies

Hospital equipment and supplies

Laboratory equipment and supplies

THE MOST COMPLETE DRUG AND BIOLOGICAL

SUPPLY SOURCE IN TENNESSEE

Distributor for Standard and Mattern X-Ray

Equipment and Supplies

24-Hour Emergency Service

Nashville Surgical Supply Co., Incorporated

1911 Church St.

Nashville, Tennessee

Phone AL 5-4601
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Treatment and research to help infant

victims of birth defects will continue this

year at the Birth Defects Center under a

double grant of $81,637 from the National

Foundation-March of Dimes. Of this

$58,839 is for renewed support for the sev-

enth year of operation of the Birth Defects

Center and for concentration on clinical re-

search. An additional $22,798 is awarded to

expand the Center’s treatment services.

*

The Deafness Research Foundation has

announced an award of $7,000 for a project

aimed at finding cures for deafness. It will

help sponsor the research of Dr. Paul H.

Ward.

*

The Commonwealth Fund has announced

a $500,000 grant to the School of Medicine to

help expand its potential as the hub of a

university medical center of regional and

national stature. The grant will be applied

toward the space needs of two of the

school’s most vital components—the Depart-

ment of Medicine and the Clinical Research

Center.

*
Professor Luther Christman of the Uni-

versity of Michigan has been appointed as

Dean of the School of Nursing and Director

of Nursing at Vanderbilt University Hospi-

tal. He is also appointed Professor of So-

ciology and Anthropology at the University,

as well. He will be the first male dean of a

nursing school in the United States.

Lawrence E. Souza, also of the University of

Michigan has been appointed as Assistant

Director of the Hospital for Nursing.

PERSONAL NEWS

Dr. Joseph W. Johnson, Jr., Chattanooga, a lead-

er in the founding of the local Mental Health As-

sociation, is the recipient of the 1966 Kiwanis Dis-

tinguished Service Award. Dr. Johnson’s contri-

butions in the field of mental illness were recog-

nized in 1953 by his appointment to the Board of

Trustees to the Tennessee Department of Mental
Health, a position he still holds.

Dr. Frank London, Knoxville, was elected chief

of staff of University Hospital, December 2nd, re-

placing Dr. I. Ried Collmann. Dr. Robert Lash

was named secretary.

Dr. James C. King, Jr., formerly of Hopkinsville,

Kentucky, has begun the practice of pediatrics in

Clarksville. Dr. King is associated with Dr. E. R.

Atkinson and Dr. Harold Vann.

Dr. James O. Fields, Milan, has been named
vice-chairman of the section on general practice of

the Southern Medical Association for 1967.

Dr. William M. Doak, Nashville pediatrician, has

been named president of the medical staff at Gen-
eral Hospital, succeeding Dr. Everett Clayton, Jr.,

obstetrician and gynecologist. Other officers of the

medical staff at General are Dr. Joseph M. Miller,

president-elect, and Dr. Roger Burrus, secretary-

treasurer.

Dr. Lloyd Hollister, Tullahoma, has been named
to the Professional Advisory Committee of the

Tennessee Mental Health Association.

Dr. J. Leo Wright, Memphis, presented a paper

at the Fifth World Congress in Cardiology in New
Delhi, India. Dr. Wright reported on research

being conducted at Baptist Hospital in high blood

pressure.

Governor Ellington has announced that Dr. R.

H. Hutcheson will continue as Tennessee Commis-
sioner of Public Health, a position he has held for

23 years. Dr. Nat T. Winston, Jr. has been ap-

pointed by the Governor to a second term as State

Mental Health Commissioner.

Dr. Charles E. Sienknecht, Knoxville, has been

installed as chief of staff of St. Mary’s Hospital,

succeeding Dr. A. L. Jenkins. Dr. Travis Morgan
was named vice chief and Dr. Hubert Hill, secre-

tary.

Dr. Gene Caldwell has joined Dr. L. F. Preston

and Dr. Dan Thomas on the medical staff at the

Oak Bidge Children’s Clinic. Dr. Caldwell was
formerly chief of pediatric services at the U. S.

Naval Hospital in Memphis.
Dr. W. Andrew Dale, Nashville, has been named

president-elect of the Baptist Hospital medical

staff to succeed Dr. D. Scott Bayer in 1968. Dr.

James Phythyon has been re-elected secretary-

treasurer.

Dr. Russell W. Mayfield, Bells, has been elected

to active membership in the American Academy of

General Practice.

Dr. McCarthy DeMere, plastic surgeon and in-

structor of forensic medicine at Memphis State

University School of Law, has been named chair-

man of the Juvenile Court Advisory Council.

Dr. Walter S. E. Hardy, Knoxville, was the re-

cipient of one of two top awards presented at

Knoxville College’s National Achievement Pro-

gram on December 4th. Dr. Hardy was named
“Omega Man of the Year” by Beta Epsilon Chap-
ter of Omega Psi Phi Fraternity.

Dr. R. H. Kampmeier, Nashville, was invited to

Lexington on January 13 to take part in the Medi-
cal Grand Rounds of the Department of Medicine,

University of Kentucky College of Medicine.
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ANNOUNCEMENTS

Instructions to Contributors

Manuscripts submitted for consideration for

publication in the Journal of the Tennessee Med-
ical Association should be addressed to the Edi-

tor, Dr. R. H. Kampmeier, Vanderbilt University

Hospital, Nashville, Tennessee 37203.

Manuscripts must be typewritten on one side of

letter-weight paper. Either double or triple spac-

ing and wide margins must be provided to facili-

tate editing which will be legible for the printer.

Bibliographic references should not exceed

twenty in number documenting key publications.

They should appear at the end of the paper. The
bibliographic references must conform to the style

used in the Index Medicus, National Library of

Medicine—Alais, F. G.: What Is Known About It,

J Tenn Med Assn, 35: 132, 1950.

Illustrations must be mounted on white card-

board and be numbered. The editor will deter-

mine the number, if any, of illustrations to be

used. Additional illustrations will be charged to

the author. The author’s name should appear on

the back of each illustration.

If reprints are desired, the requested number
should be indicated in the letter accompanying the

manuscript. The author will be billed by the

publisher.

Course in Laryngology and

Bronchoesophagology

The Department of Otolaryngology of the Illi-

nois Eye and Ear Infirmary and the College of

Medicine of the University of Illinois at the Medi-
cal Center, Chicago, will conduct a postgraduate

course in Laryngology and Bronchoesophagology

from April 10 through 22, 1967. The course is

limited to fifteen physicians and will be under the

direction of Paul H. Holinger, M.D. Instruction

will be provided by means of animal demonstra-

tions and practice in bronchoscopy and esophagos-

copy, diagnostic and surgical clinics, as well as di-

dactic lectures. Interested registrants should

write to the Department of Otolaryngology, Col-

lege of Medicine of the University of Illinois at the

Medical Center, P. O. Box 6998, Chicago, Illinois

60680.

New Orleans Graduate Medical Assembly

The 30th annual New Orleans Graduate Medical

Assembly, to be held March 6-9, 1967, will include

lectures, medical motion pictures, symposia, clini-

copathologic conference, technical exhibits, three

round-table luncheons, planned entertainment for

visiting ladies, and other features. The program is

acceptable for thirty and one-half accredited hours

by the American Academy of General Practice.

For information write to the Secretary, New Or-

leans Graduate Medical Assembly, Room 1528,

1430 Tulane Avenue, New Orleans, La. 70112.

Course on Arthritis for Internists

The American College of Physicians will sponsor

a five-day postgraduate course February
27-March 3 on “Arthritis and Related Disorders”

in New York City. The course will be given at

the New York University Medical Center, 550 First

Avenue. One of twenty postgraduate courses

being held by the ACP throughout the U.S. during

the current academic year, it is designed to help

keep practicing internists abreast of new informa-

tion on the causes, diagnosis and management of

arthritis and related diseases of the joints and
bones. Internists attending will receive detailed

instruction in rheumatoid arthritis, gout, osteoar-

thritis and other related problems such as low
back pain and osteoporosis of the spine. For in-

formation, write to: The American College of

Physicians, 4200 Pine Street, Philadelphia, Pa.

19104.

Calendar of Meetings, 1967

State

April 13-15 Tennessee Medical Association

Annual Meeting, Sheraton-

Peabody, Memphis

Regional

March 6-9 New Orleans Graduate Medical
Assembly, Roosevelt Hotel,

New Orleans

March 16-18 Southern Society of Anesthe-

siologists, Fort Sumter Hotel,

Charleston, S. C.

March 20-23 Southeastern Surgical Congress,

Americana Hotel, Bal Harbour,

Florida

April 10-13 Southwestern Surgical Con-
gress, Del Webb’s Towne House,

Phoenix, Arizona

May 11-13 Mid-Central States Orthopaedic

Society, Sheraton-Prom Motel,

Kansas City, Mo.

National

March 12-15 International Academy of Path-

ology, Sheraton Park Hotel,

Washington, D.C.

March 19-24 American College of Allergists,

The Roosevelt, New Orleans

April 3-5 American Academy of Pediat-

rics, Hilton Hotel, San Francis-

co

April 7-9 American Society of Internal

Medicine, St. Francis Hotel, San
Francisco
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April 9-13 American Urological Associa-

tion (Southeastern Regional)

Hollywood Beach Hotel, Holly-

wood, Florida

April 10-13 Industrial Medical Association,

Americana Hotel, New York

April 10-14 American College of Physicians,

Fairmont Hotel, San Francisco

April 11-13 American Surgical Association,

Broadmoor Hotel, Colorado

Springs

April 17-19 American Association for Thor-
acic Surgery, Americana Hotel,

New York

April 17-19 American Proctologic Society,

Jung Hotel, New Orleans

April 17-20 American College of Obstetri-

cians and Gynecologists, Hilton

Hotel, Washington, D. C.

April 24-29 American Academy of Neurolo-

gy, San Francisco Hilton Hotel,

San Francisco

April 27-28 American Pediatric Society,

Seaside Hotel, Atlantic City,

New Jersey

April 30-May 4 International College of Sur-

geons (North American Feder-

ation) Americana Hotel, Bal

Harbour, Fla.

May 3 American Cancer Society, Inc.,

Sheraton-Dallas Hotel, Dallas,

Texas

May 4-6 American Gynecological Socie-

ty, Arizona Biltmore Hotel,

Phoenix, Arizona

May 6 American College of Psychia-

trists, Annual Meeting, Detroit

May 7-12 American Psychiatric Associa-

tion, Cobo Hall, Detroit

May 18-21 American Association of Plastic

Surgeons, Royal York Hotel,

Toronto, Canada

May 21-24 American Thoracic Society,

Penn-Sheraton Hotel, Pitts-

burgh

May 25-27 American Gastroenterological

Association, Broadmoor Hotel,

Colorado Springs, Colo.

May 28-June 1 American Dermatological Asso-

ciation, Broadmoor Hotel, Col-

orado Springs, Colo.

May 29-31 American Ophthalmological

Society, The Homestead, Hot
Springs

May 29-June 2 American Urological Associa-

tion, New York Hilton Hotel,

New York

THE VIEWING BOX
AMA Clinical Meeting Delegates

Vote to Seek Medicare Changes

Issues related to the Medicare program

—

certification of patients, utilization review,

and reimbursement of charges for profes-

sional services on the basis of a valid state-

ment rather than a receipted bill—com-
manded the attention of the Texas Dele-

gation at sessions of the American Medical

Association House of Delegates during the

1966 Clinical Convention at Las Vegas on
Nov. 28-30.

Attention also was devoted to the new Ti-

tle XIX program, which provides federal

financial assistance to the states for health

care for those who qualify for categorical

aid as well as for the medically needy.

Texas delegates shared the general con-

cern of the medical profession about the

Medicare requirement to certify and to re-

certify the medical necessity for the admis-

sion or continuing hospitalization of a pa-

tient, pointing out that it places an unneces-

sary burden upon the physician. Testimony

presented emphasized that the present re-

quirements for certification and recertifi-

cation do not contribute to the quality of

medical care. It was urged that an admis-

sion record or an adequate progress note be

accepted to satisfy the legal requirements.

After evaluating testimony, the House of

Delegates determined that the AMA should

endeavor to bring about the repeal of those

provisions of Public Law 89-97 (the Social

Security Amendments of 1965) which re-

quire physician certification of medical ne-

cessity for hospitalization. The AMA will

be available to counsel with fiscal interme-

diaries and the American Hospital Associa-

tion in the development of amendments to

the law which will be professionally accept-

able and administratively workable.

In another action the AMA House of Dele-

gates urged state medical societies to seek
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the passage of state legislation which would

provide a physician who serves on a utiliza-

tion review committee with immunity from

litigation arising from acts of the commit-

tee. A number of state legislatures already

have granted this protection to physicians.

Under Public Law 89-97, utilization re-

view committees are not empowered to dis-

charge patients from hospitals. The dis-

charge continues to be the decision of the

physician responsible for the patient’s care,

with the utilization review committee deter-

mining only the continued fiscal responsibil-

ity of the federal government. Although it

was pointed out that exposure to vexatious

litigation may be slight, the AMA urged

state societies to seek legislation to provide

the committee member with desired immu-
nity.

The AMA House of Delegates also devot-

ed attention to a desired change in the Med-
icare law to permit the reimbursement of

charges for professional services to be ren-

dered on the basis of a valid statement by

the physician to the patient, rather than a

receipted bill. The present language of the

law stipulates that payment for physicians’

charges will be made by the fiscal interme-

diary on the basis of a receipted bill, or on

the basis of the assignment of benefits by
the patient to the physician.

The AMA has been urged to seek reme-

dial action to amend Public Law 89-97, es-

tablishing that an agreement for payment
between the patient and physician consti-

tutes valid evidence of service rendered.

The AMA House of Delegates also devot-

ed considerable attention to the new Title

XIX program for medical assistance pro-

grams to the blind, the permanently and to-

tally disabled, dependent families with chil-

dren, the aged, and the medically needy.

Many states already have implemented Ti-

tle XIX programs, while the Texas Legisla-

ture will consider it when it convenes in

January.

At the Las Vegas meeting, it was pointed

out that free choice of physician is not guar-

anteed in Title XIX, Public Law 89-97, even

though this is a provision insuring it for

beneficiaries under Title XVIII (Medicare).

Physicians stated that the AMA should

support the historical principle of the pa-

tient’s right to a free choice of physician.

They also pointed out that a patient should

have a freedom of choice of a medical facili-

ty and should not be required to receive

care at a facility not of his choosing. After

hearing testimony on this subject, the House
of Delegates requested the AMA to make a

major effort to amend Title XIX of Public

Law 89-97 to include these principles in the

law.

The AMA House of Delegates also took a

firm position in support of an amendment to

the Social Security Act permitting the di-

rect billing of patients under Title XIX by
providers of services.

The Department of Health, Education,

and Welfare has interpreted the present leg-

islation governing Title XIX programs to be

on a “vendor payment” basis. Federal

reimbursement presently is not available

for payments made by patients to physi-

cians. This is in contrast to Title XVIII
(Medicare) in which the physician has the

option of billing the patient directly or tak-

ing an assignment of benefits from the pa-

tient.

At hearings on this subject, it was pointed

out that a stated aim of Title XIX legisla-

tion was to eliminate the “second class” sta-

tus of the needy. By not permitting reim-

bursement for direct payment, Title XIX is,

in effect, denying beneficiaries the provision

of care on the same basis which is available

to those who do not need help.

Culminating these discussions, the AMA
House of Delegates went on record in sup-

port of an amendment to Public Law 89-97,

Title XIX, which would permit payments

without assignments for medical care ren-

dered to the patient by the provider of serv-

ices. If the amendment is enacted by the

90th Congress, physicians would have the

option of billing the patient directly or ac-

cepting an assignment. (From JAMA 62:

121, 1966)

Overheard in the Staff Room
$70

1st MD: Are you planning to resign from

the AMA?
2nd MD: No. Why do you ask?

1st MD: I’m thinking of getting out.



February, 1967 THE VIEWING BOX 191

With dues going up to $70, I don’t think the

AMA is worth it.

2nd MD: You’re getting a copy of JAMA
every week, and a specialty journal every

month. Don’t you think they’re worth

something?

1st MD: Yes, but not worth $70.

2nd MD: The time, effort and money that

the AMA used in proposing Eldercare for

Medicare cost plenty. Didn’t you approve

of the AMA stand?

1st MD: Sure, but they didn’t put it over.

Complete socialization of medicine is ahead

of us and there’s nothing the AMA can do to

stop it.

2nd MD: Did you do anything to help the

AMA? Did you write to your Congressman

and Senators and ask your patients to do the

same?

1st MD: I’m too busy to get mixed up in

politics.

2nd MD: Have you ever attended an AMA
convention?

1st MD: No.

2nd MD: You’ve been passing up the

greatest postgraduate education course in

the world. This is where one is brought up

to date—papers and discussions on all sub-

jects by experts in their respective fields,

scientific exhibits, commercial exhibits that

are eye openers to those who have never at-

tended. You don’t know what you’re miss-

ing. And it’s all for free to AMA members.

1st MD: Well, maybe I’ve been short

changing myself, but no one ever encour-

aged me to go.

2nd MD: The meetings are advertised in

JAMA and other medical publications. Do
you know that the meetings of the House of

Delegates are open to all MDs? Let me tell

you something else that should interest you

as a member of the staff of this hospital.

You’ve been griping about lack of represen-

tation of the staff on the governing board.

Well, at this Chicago meeting, the delegates

voted as policy of the AMA that hospital

governing boards be urged to include physi-

cians in their membership. How do you
like that?

1st MD: Yes, that’s all right.

2nd MD: And here’s something else. The
delegates took action to protect medical staff

positions. They want the AMA’s represent-

atives to the Joint Commission to urge that

bcdy to have hospitals adopt this specific

policy. They want hospitals, before termi-

nating or renewing a staff appointment to

give the MD concerned the right to have a

hearing. And note this, a hearing before a

committee of the hospital other than the

committee that recommended termination

of renewal of such appointment.

1st MD: Boy, I like that.

2nd MD: Do you know of the national

meetings put on by the AMA on medical-

legal problems, mental health, occupational

health, public relations, quackery, disaster

medical care, and others I can’t recall at the

moment. You must know what the AMA
has done to raise the standard of medical ed-

ucation and practice. Of course, you are fa-

miliar with its code on medical ethics. But

do you know that it supplies MDs with in-

formation on new drugs, foods and nutri-

tion, cosmetics and office management?
Besides, it has a physician placement service

and gives financial assistance to medical stu-

dents. Have you noticed the lists of post-

graduate courses printed in JAMA?
1st MD: You’ve said enough. I’m afraid I

haven’t appreciated all that the AMA does

for us. Maybe $70 isn’t too much after all.

(From the Massachusetts Physician Dec.

1966.)
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WOMAN'S AUXILIARY

(Third in a series of four articles for the Tennessee Medical Association Journal on the
Medical Auxiliary’s involvement with Outlook Nashville, Inc. in social rehabilitation of
handicapped persons.)

In the total rehabilitation of handicapped persons there are needs which can only
be met by an informed, accepting community. Can non-professional members of a com-
munity be recruited and trained to be members of a comprehensive rehabilitation team
which is concerned with the total person and his family?

Outlook Nashville, Inc. thinks so, and the Davidson County Medical Auxiliary is join-

ing forces with this new organization to explore ways neighbors and friends might
assist with social and emotional development and adjustment, when medical problems in

a family interfere with the usual life processes and community relationships.

In November 1964, the Department of Health, Education and Welfare awarded Out-
look Nashville a 3-year Community Health Services grant totaling $92,000, to develop
its LOOKOUT Council and demonstrate the value of training non-professional “LOOK-
OUTS” to work with handicapped persons in the community setting.

Who are these non-professionals? How can they be recruited and trained? And what
types of services can they offer? Outlook Nashville is only beginning to find answers to

these questions.

It is finding that families with a handicapped member need the same sort of com-
munity an average family needs—neighbors who feel free to drop in for a cup of coffee

and a little grown up conversation while their children learn their first lessons in social

interaction in the sandpile. These are the “non-professionals” handicapped families need,
and Outlook Nashville recruits, to assist with total rehabilitation.

The LOOKOUTS come in all ages and with varied interests and abilities. Trainees
screen themselves, the first requirement being to have enough interest to give up 10

hours for an intensive training course in which they are introduced to the extent and
nature of handicapping conditions. Under the direction of Miss Jacquelyn Page, LOOK-
OUT Council Coordinator of Training, instructors (professional, parents and handicap-
ped individuals) help trainees see differences in perspective and get to know the person
who is handicapped.

Self-screening continues as LOOKOUTS are offered opportunities to work with handi-
capped persons in protected group settings. All activities maintain a 1:1 ratio of handi-
capped and LOOKOUTS and these are supervised by adult counselors under the guid-
ance of a LOOKOUT Council Family Consultant. LOOKOUTS choose activities in which
they feel capable or have a special interest. This may be in arts and crafts, creative
speech, drama or dance. It may be in swimming, recreation, camping or office work.
LOOKOUTS may volunteer to be pals to handicapped persons in their neighborhood
and relieve tired parents as they bring outside stimulation into the home. The more
mature, responsible LOOKOUTS often obtain paid “sitting” or tutoring jobs, and may
be trained to assist with simple, time consuming exercises for persons receiving therapy.

LOOKOUTS encourage homebound handicapped persons to broaden their interests by
phoning before and after watching Educational TV and discussing the programs.

Families and friends are included in LOOKOUT activities and friendships are followed
up at the corner grocery store. There is evidence that one accepting LOOKOUT can
influence a community’s attitude by helping others understand the importance of little

things—the warmth of a friendly “Hi!”—the hurt of the overt or implied “What’s the
matter with YOU?” so frequently encountered by one who is “different.” LOOKOUTS
can be effective members of the comprehensive rehabilitation team.
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Following the lead of the AMA Congresses on Mental Illness and Disease, The Tennessee Medical
Association has had its own two successful State Congresses—in 1963 and again in 1966. The following
papers from among the many items on the program point up some of the problems facing local
communities and the State. As in all things medical, the physicians of Tennessee must assume
responsible leadership in the management of the ills of individuals and society, as outlined in
editorial comment introducing this Second Congress. (J. Tenn. M.A., Sept. 1966)

Mental Health— A Responsibility of the

Entire Medical Profession*
CHARLES L. HUDSON, M.D., President, American Medical Association, Cleveland, Ohio

It is quite generally agreed that mental

illness is our Nation’s most pressing and

complex health problem. This is true not

only because of the large number of persons

who are, or who may become, patients re-

quiring psychiatric treatment; it also is true

because of the great number of other people

who can be affected or involved by an indi-

vidual’s mental or emotional problems. It

has been pointed out, for example, that anx-

iety itself can be contagious—creating a

kind of chain-reaction effect within a family

or group.

As you all know, tremendous strides have

already been made in improving the care

and treatment of the emotionally disturbed,

but a great deal of work remains to be done.

The mental health field is vast, including a

network of factors involving the life of the

individual, the community and the Nation.

Any programs designed to combat mental

illness and promote better mental health

must, by the very nature of the problems to

be solved, be both ambitious and compre-

hensive.

At the same time, we also have to be real-

istic. With our rapidly growing population,

we have to face the fact that it may take

many decades before we are producing

enough specially trained personnel to pro-

vide intensive, individual treatment for all

who might need it. Possibly, on a statistical

basis, we may never achieve the ideal num-
ber of phychiatrists, psychoanalysts, qual-

*Read at the Second Tennessee Congress on

Mental Illness and Health, October 12, 1966,

Nashville, Tennessee.

ified psychologists, and auxiliary personnel.

Realizing these facts of life, the American
Medical Association recognizes and empha-
sizes the important stake which every phy-
sician, regardless of his type of practice, has
in improving our mental health knowledge
and resources. The physician participates

in the mental health field on two levels—as

a man of science and as a citizen.

The physician has much to gain from a

knowledge of modern psychiatric principles

and techniques, and he also has much to

contribute to the prevention, handling and
management of mental and emotional dis-

turbances. Furthermore, if he carries out

his responsibilities as a community leader

and a participant in civic affairs, he is in an
excellent position to help promote and guide

effective mental health programs.

The AMA, of course, has always stressed

the importance of the physician-patient re-

lationship in the practice of medicine. Now
modern psychiatry has made significant con-

tributions in bringing about a deeper under-

standing of this concept and its importance

in treating illness. We believe that up-

to-date knowledge of interpersonal relation-

ships and psychiatric techniques should be

integrated into all phases of the physician’s

educational development—from the pre-

medical years all the way through the

long, never-ending period of postgraduate,

continuing medical education.

With these and other basic principles in

mind, the AMA—through its Council on

Mental Health—has been developing a real-

istic, positive program to bring all physi-
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cians into the nation’s mental health efforts.

This program places special emphasis on

how the AMA, nationally and through the

state and county medical societies, can make
significant contributions in this field. It also

calls for continuing effort to improve liaison

and cooperation with such organizations as

the American Psychiatric Association, the

American Academy of General Practice,

and all other groups with an active interest

in mental health.

One of the initial barriers which all of us

must help overcome is a matter of certain

basic attitudes which exist both inside and

outside of the medical profession. It has be-

come increasingly clear that we have a lot

of educational work to do in examining,

clarifying and correcting some pre-existing

notions and prejudices.

Many physicians do not see any connec-

tion between mental health education and

an ultimate reduction in mental illness.

The medical profession as a whole has not

considered psychiatric illness with the same
interest and attention given to other ill-

nesses.

Many physicians fear that collaborating

with lay organizations in developing mental

health programs may lead to undesirable

changes in the practice of other areas of

medicine.

There are differences of opinion, both in

and outside of the medical profession, on

how to finance mental health programs

—

whether local, state or federal funds should

be used and in what proportion.

If, when and where such difficulties exist,

none of them is insurmountable. All of

them can be overcome through effective ex-

change of information and viewpoints.

At any rate, whether we are general prac-

titioners, internists, surgeons, psychiatrists

or what have you, the time has come to real-

ize that we are all physicians. We have in

common the same basic medical education,

the same M.D. degree, and pretty much the

same experience of internship. Despite the

different paths we may have travelled after

our intern training period, we also share a

common goal.

We exist and function, regardless of our

type of practice, for the purpose of alleviat-

ing human suffering, curing illness and im-

proving health. The need for our services

can arise from physical causes, psychologi-

cal disturbances, or frequently a combina-

tion of the two. So, it is essential that psy-

chiatrists and other physicians strive for

empathy and respect, in order that we may
develop education programs which will

meet the needs of all concerned—especially

the American public.

Certain key questions have yet to be

answered, fully and definitely. For exam-
ple:

How to recruit family physicians into pro-

grams of continuing education in psychia-

try.

How to construct practical courses in psy-

chiatry which, on a sound basis but in a

minimum amount of time, will meet the

needs of doctors who are not specialists in

the field.

How to enlist the necessary teachers from
among the Nation’s psychiatrists and other

qualified experts in the field of mental

health.

How to divide the teaching load between
the medical colleges, community hospitals,

and national, state and local professional or-

ganizations.

I can assure you that such questions will

be a continuing concern of the American

Medical Association and all other interested

parties.

From the examples I have cited briefly we
can see a growing awareness and interest in

the field of mental health. Now, one of our

major tasks is to clarify, simplify and

streamline existing knowledge and tech-

niques. Within the limits of sound medical

practice, we must make these tools available

to all qualified members of the health

professions who can be mobilized into a

team effort against mental illness.

This is more than ever necessary because

one of the major trends today is to minimize

and de-emphasize, as far as possible, the

large institutional setting. We are moving

toward what might be called a decentraliza-

tion of treatment for mental and emotional

disturbances.

Those responsible for the treatment of the

mentally ill have become increasingly

aware that more effective help can be pro-

vided to patients in their home communi-
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ties—through earlier diagnosis and a variety

of treatments and therapies suited to each

patient’s needs.

When this care is provided in a familiar

home setting, experience has shown that

fewer patients require 24-hour hospital

treatment, the time of treatment is shorter,

and the tragic disruption of personal and

family life is lessened.

Therefore, the future will bring a shift of

emphasis from large mental hospitals to

physicians’ offices, outpatient clinics and

community health centers. The task of es-

tablishing facilities, mobilizing resources

and enlisting personnel will be a long, con-

tinuing one.

The American Medical Association will be

working hard to foster a general attitude,

within the profession and among the lay

public, which will help the nation toward

constructive solutions of the many problems

that will confront us.

In relation to this over-all effort—and be-

cause one of our serious problems in recent

years has been a need for more psychiatrists

and auxiliary personnel in the field of men-
tal health—I should like to point out an im-

portant action taken recently by the AMA
House of Delegates.

A new committee of the American Medi-

cal Association is seeking ways to alleviate

what the Board of Trustees has termed “the

drastic shortage of health manpower that is

confronting the American people.”

Incidentally, Dr. Alvin J. Ingram of Mem-
phis is a member of the committee. The
Committee’s objectives are to:

—Review the overall national situation

pertaining to health manpower to determine

immediate needs.

—Attempt to determine more effective

and efficient ways to utilize existing health

manpower while seeking ways to develop

the necessary additional manpower needed

in the medical profession and allied health

professions.

To accomplish these goals, the committee

will seek the assistance and cooperation of

all organizations and agencies concerned

with any phase of health manpower.
The seven-man committee, which held its

first meeting last month, was established by
the Board of Trustees and endorsed by the

House of Delegates at the 1966 Annual Con-

vention to coordinate all AMA activities

pertaining to health manpower, and to act

as a liaison group with other national or-

ganizations and agencies working in similar

areas.

The Committee’s immediate goals will be

to examine the function and structure of the

health team in various settings (urban,

rural, etc.) and then attempt to determine

the best, most efficient ways it can be organ-

ized to deliver total health care.

Furthermore, with particular regard to

mental health, there will be special stresses

and strains because of legislation enacted in

the past three or four years dealing speci-

fically with mental retardation, community
mental health centers and various other as-

pects of psychiatric services. In fact, one of

our big tasks is to study and understand

these various new laws so that we can try to

bring about some coordination in what now
is more or less of a “crazy quilt” design. The
key word, I think, is “leadership.” We in

the medical profession, more than ever be-

fore—nationally, in the states and in our

own communities—must provide construc-

tive, imaginative leadership in developing

programs which will forestall unnecessary,

undesirable government interference. And
this applies in the field of mental health just

as much as in all other aspects of medical

practice.
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Organizing Community Resources for MentalHealth**

DANA L. FARNSWORTH, M.D.,f Boston, Mass.

Several years ago I heard one of our most

capable and respected psychologists, acutely

concerned about the issues you will be dis-

cussing in this Congress, say that for those

who are seriously interested in the problems

of mental illness and health the days of high

adventure are not yet over. I hope that all

of you attending this Congress share that

same sentiment. We are engaged in trying

to find the solution to one of the most com-

plex problems facing man. Robert Frost

described it as that of learning how to

crowd and still be kind; Arnold Toynbee
said that it is necessary for us to persuade

the heart to do what the head knows must

be done if we are to avoid destroying our-

selves through overpopulation and nuclear

war.

The concept of mental health is thought

to be very recent, but it is not. The first

book on the subject was written by a profes-

sor of medicine at the University of Ver-

mont and published in 1843. 1 In Austin

Flint’s Practice of Medicine, first published

in 1866, he said that management of mental

disorders constituted one of the specialties

of medical practice but that “all physicians

are called upon, more or less, to treat

affections of the mind falling short of

well-marked confirmed insanity.” 2 After

observing that a vast amount of unhappi-

ness is due to causes which, under intelligent

medical direction, may be removed, he said,

“Insanity is to be prevented by the general

practitioner. Those who devote themselves

to the treatment of insane patients have not

the opportunity of preventing the develop-

ment of insanity.” In this same volume
Flint, in discussing “nervous asthenia,” said

that that topic properly belongs to mental

hygiene, a subject of vast importance in its

pathological, social, and moral bearings.3

Psychiatry is a very young discipline as

t Director, University Health Services, Harvard
University, Boston, Mass.

* Head at the Second Tennessee Congress on
Mental Illness and Health, October 12, 1966,

Nashville, Tenn.

medical specialties go. The first hospital de-

voted to the care of the mentally ill in this

country was established in Philadelphia in

1752. The first textbook of psychiatry was
published in 1812. The American Psychiat-

ric Association was organized in 1844 (first

as the Association of Medical Superinten-

dents of American Institutions for the In-

sane) . Freud’s revolutionary approach to

mental disorder is only about 70 years old.

Clifford Beers, 4 who published his famous

autobiography, A Mind That Found Itself,

following a serious mental illness, was in-

strumental in founding the National Com-
mittee for Mental Hygiene in 1909. From
this organization the National Association

for Mental Health has evolved.

Since 1952, the American Medical Associa-

tion through its Committee on Mental

Health (elevated to a Council in 1955) has

shown an active interest in mental health,

sponsoring the series of national conferences

and congresses, which stimulated this and

similar state congresses. In 1956, the Joint

Commission on Mental Illness and Health

was established; much of the impetus was
provided by Kenneth Appel, President of

the American Psychiatric Association in

1953-54.

The late President Kennedy demonstrated

his interest in mental illness and mental re-

tardation in his message to Congress of Feb-

ruary 5, 1963, in which he recommended the

development of community mental health

centers and facilities for the mentally re-

tarded. He was instrumental in ushering in

a new era of intensive efforts in community
psychiatry.

The essence of community psychiatry has

been well expressed by Smith and

Hobbs: 5 “to move the care and treatment of

the mentally ill back into the community so

as to avoid the needless disruption of nor-

mal patterns of living, and the estrangement

from these patterns, that often come from

distant and prolonged hospitalization; to

make the full range of help that the commu-
nity has to offer readily available to the per-
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son in trouble; to increase the likelihood

that trouble can be spotted and help pro-

vided early when it can do the most good;

and to strengthen the resources of the com-

munity for the prevention of mental disor-

der.”

The fundamental principle of community
mental health centers is that they be avail-

able to all who need them as soon as possi-

ble after the need has become apparent and

as near as possible to the homes of those

who need them. Another basic goal is to in-

sure availability of such services to those

who could not afford them on a fee-

for-service basis. It is equally important

that there be no discrimination against

those who are able to pay for all or a sub-

stantial part of the cost of the services they

need. In many communities the health cen-

ters will be the only source of help for emo-

tional disorders because private psychiatric

care is inadequate or not available. In all

areas served by these centers the views of

residents about insuring adequate financial

support should be considered, but no one

should be deprived of service either because

he has money or because he has none.

Several years ago Lindemann introduced

the phrase “caretaking professions” to de-

scribe those groups whose main duties con-

sist of aiding people who have some special

need—learning, (teachers)
,

health care

(physicians and other health professionals)

,

work and money (business managers), reg-

ulating interpersonal relations (lawyers
and judges), spiritual development (minis-

ters and priests) and, above all, nurture and

affection (parents) . A network of collabo-

rative relationships between the mental

health professionals (psychiatrists, psychol-

ogists, social workers, psychiatric nurses,

etc.) and the other caretaking groups (and

cooperative utilization of knowledge from
each field) is a central goal for all of us who
wish to see community resources organized

and used effectively to improve mental

health. The total of human misery is much
too great to be significantly affected only by
those who specialize in treating persons who
have become ill from contending with over-

whelming stresses. Freud once described

the achievements of psychotherapy as being

limited to converting neurotic suffering to

ordinary human misery. While this may

sound like a gloomy assessment, what it in-

dicates is that psychiatrists are not omnipo-
tent and that mental illness does not occur
in a vacuum, even if it could be “cured,”

there are many other aspects of the human
condition which require our attention if

individual and social life is to be productive
and constructive—in other words, if we are

to extend our concept of mental health be-

yond that of lack of gross psychopathology.

If we are successful in this Congress, and
in the programs in all the other States of

the Union, our specific functions as mental
health specialists will be less necessary and
we can focus more on our roles as teachers,

parents, physicians, judges, clergymen, etc.

We should work toward the ideal of being

able to think and work primarily in terms of

growth and development. But we must
continue to concentrate on dealing with the

casualties of society, even as we work to im-

prove the society itself. If we work as hard
as we can to improve the lot of the mentally

ill; the more theoretical or esoteric aspects

of mental health promotion will follow na-

turally.

Formerly, psychiatrists were supposed to

focus on the one-to-one treatment of those

persons who had become ill enough to show
serious signs of psychopathology; now they

are addressing themselves to, or being in-

vited to become involved in a wide variety

of personal and social problems heretofore

not considered to be in their province.

Among these are the human problems re-

sulting from displacement due to urban re-

newal programs, the psychologic conse-

quences of poverty, our penal system, and
the apparent increase in crimes of violence

and loss of impulse control. Psychiatrists

are collaborating with lawyers, members of

the clergy, educators, and parents, business-

men, and with their own colleagues in medi-

cine who are not psychiatrists to achieve so-

cial progress.

Vaughan 6 recently emphasized that physi-

cians are in a good position to interpret to

the community the fundamental processes

and concerns which determine both the so-

cial interaction of the individual and the be-

havior of groups of individuals, and to exert

leadership in making use of what we al-

ready know in those areas. He stressed the

desirability of learning more about the sig-
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nificance of imprinting, the process by which

a very young organism identifies another

living object as its parent or source of ref-

uge and protection. In birds the capacity

for imprinting varies from a few hours to

several days after hatching. For higher ani-

mals socialization must occur early in life or

it may never be accomplished. Man must

learn social and sexual roles and, as Spitz’s

work has shown, there is a critical period of

primary socialization. 7

We should have greater awareness of

what happens to children who are brought

up in homes or institutions with inadequate

affection, both physical and emotional, and

who are understimulated.

Vaughn also calls our attention to the

need to know more about the tendency of

groups of animals (or people) to organize

themselves into territories in which they

can establish and maintain a comfortable so-

cial order. This process is evident in fami-

lies, communities, ethnic groups, and na-

tions, just as it is among groups of animals.

It is becoming evident that the human
beings who are socially deprived (whether

because of cultural lacks or prolonged

confinement to institutions) or socially dis-

organized, cannot work effectively in an

adult society.

The mentally retarded, long disgracefully

neglected, have recently received nation-

wide attention, but unless we keep their

plight constantly in mind we can all too

easily slip back into disregard. Formerly,

mental retardation was seen as being large-

ly a result of brain damage, hence incura-

ble. Now we are beginning to realize that

the brain-damaged child can be helped and

also that many forms of retardation result

from cultural and social deprivation and

are therefore preventable. Even children

with crippling emotional conflict may ap-

pear mentally retarded until removal of the

causes of their distress permits them to use

their energies effectively.

Many persons are now moving to crowded

urban areas, where habits attained else-

where may not be entirely desirable.

Similarly, children who have known only

crowded cities may have difficulties adapt-

ing to other places. Many urban children

are so deprived of privacy that they have

little opportunity to exercise their propensi-

ties for fantasy and to develop richness of

imagination, and are exposed too early and

too often to adult behavior which may be

traumatic to their own development.

We are now observing the development of

an adolescent culture which is veering away
from the tradition-orientated, parent-

child-centered social structure to one less

rooted in the past and more responsive to

influences and pressures ariving in contem-

porary life. Peer-group pressures are in-

creasing at the expense of home influences

as the strength and prestige of the family

diminishes. Furthermore, such pressures

are not exerted by single individuals, or by
small groups here and there, but in full

force by the concerted efforts of the mass

media, entertainment industry, and fashion

and advertising agencies.

A justifiable criticism often directed to-

ward mental health workers is that they rel-

atively neglect that element in our society

that needs help most and could most quickly

benefit from it—the children. There are

few child psychiatry clinics in the Nation

and they are unevenly distributed. A Joint

Commission on the Mental Health of Chil-

dren, similar in its organization and goals to

the original Joint Commission on Mental Ill-

ness and Health, has now been organized

and funds for its work appropriated by the

Congress of the United States. Various task

forces are now going about their assign-

ments, and by late 1968 we will have guide-

lines for our efforts on behalf of children,

which should add greatly to our effective-

ness.

The opponents of psychiatry have become

more vocal and active than ever before.

Some of these critics deny that there is any

such thing as mental illness, that it is a

myth. According to this view, people al-

ways have some choice as to how they act,

hence are always responsible for their con-

duct. Psychiatrists are portrayed as eager

to deprive of their freedom persons whose

behavior they disapprove by confining them

to mental hospitals, usually in connivance

with relatives who want to get rid of them.

But the alternative method of dealing

with those patients whose behavior cannot

be tolerated in a relatively open society

would be to resort to the legal processes of
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accusation, trial, and punishment, a regres-

sive move indeed.

Other critics insist that there is no evi-

dence that psychotherapy is of any value,

that untreated patients do just as well as

those treated. Some attack psychiatrists as

moral engineers, seeking to impose systems

of ethics under the guise of science. All

these criticisms must be met patiently;

those which are justified should be accepted

and acted upon, and the unjust ones left to

speak for the motives of those who make
them. If we react with excessive hostility,

the unfair accusations may gain even

greater credence. Going about our tasks

competently and confidently constitutes the

best answer we can give.

I suggest that the medical model for the

treatment of disease is not entirely appro-

priate when applied to the management of

the emotionally disturbed and mentally ill.

We in psychiatry are often somewhat un-

certain about the best methods of helping

patients who are inhibited or immobilized

by emotional disorders. A supplement to

the medical model is necessary.

Instead of thinking of our mental hospi-

tals solely as places to send patients for

treatment and which provide protection

both for patients and others in the commu-
nity, I believe we might profitably think of

them primarily as educational institutions,

concerned with aspects of living which no

other of our agencies or institutions has had

the resources or courage to undertake.

If we consider the mental hospital a

teaching and learning center, who are the

teachers and who are the students? The

answer is that practically every person con-

nected with a hospital should be both a

teacher and a student, however much the

proportions may vary.

Physicians, both psychiatrists and others,

may learn about the effects of long-

continued emotional stress. They organize

and interpret this information and pass it on

to all members of the auxiliary mental

health professions and to the nonprofes-

sional attendants. They teach patients and

their relatives each time the opportunity is

offered, how and why symptoms developed,

why relations with their fellows have be-

come impaired, and even how good relations

might be developed where they never be-

fore existed. Rehabilitation begins as soon

as a patient enters a hospital, hence every-

one must cooperate in helping patients re-

tain the social skills they possess and aid

them in regaining those they may have lost.

Like the proverbial rider who is strongly

urged to resume riding immediately after a

fall so that his fear may not harden into in-

capacity to ride again, a mental patient is

helped to do as much as he can under con-

ditions that approach his normal or optimal

mode of behavior.

In the mental hospital, students of medi-

cine, psychiatry, social work, psychology,

anthropology, sociology, genetics, the natu-

ral sciences, and various other disciplines

learn much about society outside the hospi-

tal while working with the patients who are

temporarily in need of sequestration. They
learn why some people recover quickly

while others may never regain the ability to

live in an open society.

Patients in an educationally oriented hos-

pital learn about themselves and the ways
in which their adaptational efforts have

been inadequate. They learn improved

methods of reality testing. They can do

all these things more effectively because

they are surrounded by people who know
about their problems, who care for them as

individuals, and are conditioned to learn

from experience.

This concept of the mental hospital as a

special type of educational institution is

hopelessly idealistic and unworkable unless

all of us who are not in mental hospitals

change our attitudes toward those who must

be institutionalized. As the report of the

Joint Commission on Mental Illness and

Health brought out so clearly, we tend to

react quite differently toward a person who
suffers from a heart attack, a “stroke,” or

rheumatoid arthritis than we do toward a

patient with a psychosis or crippling neu-

rosis. The former excites our sympathy,

compassion, and desire to demonstrate our

feelings of friendliness and understanding;

the latter stimulates feelings of fear and

even hostility. We do not know how to ex-

press comfortably our compassion for the

mentally ill even when it is aroused. At the

personal level we tend, all too often, to

“write off” the ill person, and avoid too

much contact with him. At the community
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or legislative level we assume that we have

done our duty when we furnish the neces-

sary buildings to house clinics or patients.

Thus we avoid coming to grips with the real

issue, namely, furnishing the skilled people

who can develop the type of environment in

which recovery is possible.

Community health centers reflect a grow-

ing recognition of individual mental health

as a factor in the health of society as a

whole. They acknowledge the necessity for

abandoning the old isolationism (with its

implications of shame, danger, and hopeless-

ness) and devoting efforts to each patient’s

specific needs in terms of time of treatment,

schedule, method of therapy, amount, etc.

We have passed from the era of despair to

one of responsibility—and thus have com-

mitted ourselves to continuous dissatisfac-

tion with the status quo.
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The Use of Drugs in the Management of

Drug Dependence*
NATHAN B. EDDY, M.D.j Washington, D.C.

Dr. Efron has asked me to speak about the

methadone and cyclazocine programs, to de-

scribe them and appraise their significance.

The description should be factual but ob-

viously the appraisal must be my own.

These are our newest research efforts to-

ward practical accomplishment in the drug

abuse problem and even the basic concepts

are too controversial for there to be as yet

any consensus.

But first let me make a general statement

that we may be properly oriented. The
World Health Organization’s Expert

Committee 1 and the National Research

Council’s Committee on Problems of Drug
Dependence have recommended the substi-

tution of the term, drug dependence of this

or that type, for the terms, drug addiction

and drug habituation. The latter have been

defined and redefined so often and misap-

plied so frequently that there is difficulty in

knowing what anyone means when these

terms are used. The common feature of

drug abuse is dependence of the person on

the drug abused, so, if we speak of drug de-

pendence and identify the agent involved, in

the present instance we are concerned with

drug dependence of morphine type, it

should be clear what we are talking about.

Abuse, by the way, is excessive and persis-

tent use beyond medical need.

The addict then is a drug dependent per-

son, seeking escape or relief from his per-

sonal inadequacies, frustrations and daily

problems in the use of drugs of one type or

another, frequently turning from one to an-

other, partly according to availability, some-

times to counteract the effect of one drug by
another, and usually resorting to antisocial

behavior to obtain any one of them.

Logically treatment should be directed to

the personality disorder, the person’s prob-

*Read at the Second Tennessee Congress on

Mental Illness and Health, October 13, 1966,

Nashville, Tenn.

f Executive Secretary, Committee on Problems
of Drug Dependence, National Research Council,

Washington, D. C.

lems and motivations, but we haven’t been
very successful in this. In fact only in re-

cent years have we given much serious at-

tention to this approach. The patient is al-

ready taking a drug or drugs and generally

has little or no motivation to stop, making it

a very attractive proposition to manage his

drug taking so that he can abandon his drug
seeking and antisocial activities, hopefully,

with consequent social rehabilitation. This

is the basis of the methadone program.

The Methadone Program

Methadone is a morphine-like agent, capa-

ble of producing essentially the same effects

as morphine itself, including dependence
and tolerance with only some quantitative

and time-effect differences. It is classified

legally as a narcotic and is under full nar-

cotics control. We protest reference to it as

an antinarcotic.

The differences in the effect of methadone
of interest to us here are that it does not

produce for the user the same orgastic thrill

as does morphine, and that it is longer act-

ing and particularly more effective and
longer acting when taken by mouth.

Tolerance to it can be acquired rapidly and
to a high degree. The methadone tolerant

person is equally tolerant to morphine, her-

oin, and other morphine-like agents, but not

to barbiturates, stimulants, etc.

The objective of the methadone mainte-

nance program is to attain, and stabilize the

patient on such a level of tolerance that the

individual daily dose has no appreciable

acute effect and that the taking of heroin or

another narcotic will be unrewarding. If

the dosage is sufficient, the duration of ac-

tion of the drug will cause this state to be

maintained throughout the 24 hours from
dose to dose. The actual dose required will

depend at the outset on the amount of pre-

vious narcotic drug intake and eventually

on the individual reponse to methadone.

When the proper level is reached and main-

tained the person is for the most part tran-

quil, free of anxiety and of the drive to find
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his next “Fix,” without overt sedation or

disturbance of mental or motor functions.

Freed of his drug-seeking drive, he is ready

to consider and develop his productive po-

tentials, mental and physical.

Dr. Dole reports that 274 patients have

been admitted to the study in the nearly

three years that it has been underway.

Twenty-five were dropped (3 voluntarily

and 22 discharged for behavioral reasons;

psychopathic behavior, violence, intractable

alcoholism, or use of barbiturates) and 249

remain on the program. Of those dis-

charged 15 have repeatedly sought readmis-

sion. Heroin users had been accepted for

the program in the order in which they ap-

plied, subject to their being volunteers,

“Mainline” heroin users for 4 years or more

with a history of repeated relapses after

withdrawals, not psychotic, aged 20 to 39

years, and having no major dependence on

barbiturates or alcohol. A few, it was found

after admission, did not meet these criteria

and are among those dropped. Until last

year only males were admitted; 17 females

are now on the program. Only 2 had never

been hospitalized and only 6 had never been

arrested.

The management of the patients begins

with a 6 week period of hospitalization.

Each patient receives a thorough medical

work-up with remedial measures scheduled

as indicated; most need dental care.

Methadone administration is begun in small

doses; not more than 5 or 10 mg. twice a

day. It is always given orally in 3 or 4

ounces of fluid. The dose is increased very

gradually to the tolerance level, 80 to 120

mg. per day ,which will block the effects of

heroin, and there is a gradual shift to a sin-

gle morning dose. One wants at the most

only initial mild sedation with essentially

no symptoms during tolerance induction ex-

cept perhaps constipation and some urinary

difficulty to which tolerance also develops.

The patients are from the beginning on an

open ward, free to leave for a job, a visit to

family, shopping or school. The drug is

taken under the direct supervision of pro-

gram personnel and the urine is monitored

daily for drug excretion, not only narcotics

but barbiturates, amphetamines, etc.

The second phase of management begins

when tolerance is fully established, the pa-

tient leaves the hospital and returns daily

for his drug, staff contact and urinalysis.

Phase three is reached when the patient is

living a responsible life, self-supporting in a

steady job or in school with a good record

and requiring little or no social help. For

107 patients on the program for 3 months or

more as of 15 March, 1966, Dr. Dole has re-

ported 58% in a steady job, 9% in school and

4% in school and working; 61% are fully and

11% partially self-supporting. At the pres-

ent time about half of the patients in phase

three of management are allowed to come in

only twice a week, one only once a week,

for monitoring. They take their dose of

that day and receive medication to be taken

at home on the intervening days. Dr. Dole

believes that the following points have been

established. For some we can agree; con-

cerning others I shall comment:

(1.) The medical safety of methadone
given for periods of up to two years, daily in

large doses to which the patient is tolerant.

This has been confirmed by repeated exami-

nations of general health and nutrition, of

liver, kidney and bone marrow function,

and of neuromotor performance.

(2.) Efficiency of the blockade of narcotic

effects. When tolerance has been properly

established, the daily dose of methadone has

no appreciable acute effect and an intrave-

nous dose of heroin even up to 40 or 80 mg.

or a large dose of another opiate has no sub-

jective effect. The first was tested by giving

a patient dextromethadone, an inactive

agent with respect to morphine-like subjec-

tive effects, in place of the regular dose of

methadone. The patient was unaware of

any difference. Seven patients have been

challenged from time to time on a double-

blind basis with increasing doses of mor-

phine, heroin, or dihydromorphinone (Di-

laudid) . No significant euphoric effect was
detected.

(3.) The methadone stabilized patients

have a normal sensitivity to pain and, need-

ing treatment, have experienced the usual

symptoms, and have responded unevent-

fully to surgery and to routine pre- and

postoperative medication. The last is believ-

able only with respect to nonopiate agents.

If the patients are tolerant as reported they

are certainly tolerant to morphine-like anal-

gesics.



March, 1967 USE OF DRUGS IN MANAGEMENT OF DRUG DEPENDENCE—Eddy 271

(4.) The stability of dose has been es-

tablished. The patients have accepted the

constant amount of medication without de-

mand for increase over periods of many
months. In this respect methadone is quite

different from morphine and other

shorter-acting similar drugs. These agents

given once a day or even several times a

day, fail to hold patients in a sufficiently sta-

ble pharmacologic state; cycles of narcosis

and incipient abstinence occur, and a con-

stant demand for larger amounts.

(5.) The acceptance of the treatment is

surprisingly consistent. Despite the ab-

sence of euphoria and supression of the pa-

tient’s capacity to obtain euphoria from her-

oin, there has been only one voluntary

drop-out. All drop-outs have applied re-

peatedly for readmission. Critics say this is

not surprising. The patients are supplied

constantly with free drug. Is their steady

state a constant uphoria?” They do not look

like it and they do not express their feelings

that way.

(6.) The fear that some of the medication

might be diverted to illicit channels has not

materialized. No suggestion of improper

use, Dr. Dole says, has come to his attention.

This refers, of course, to the patients who
report only twice a week. They must take

one dose under direct supervision and ab-

sence of an acute effect indicates mainte-

nance of tolerance. The manner of dispens-

ing also discourages accumulation or diver-

sion. The daily dose is in a large volume
of fluid which will not keep for more than a

week or so and which is not amenable to in-

travenous administration, the only mode of

use of interest to the street addict. The
statement about maintenance of tolerance is

valid and there is no indication that the

large dose of methadone in the 4 ounces of

liquid can or has been successfully concen-

trated or extracted. Perhaps this is still a

moot point.

(7.) The use or attempt to use other

drugs while taking methadone is still at

least arguable. Methadone tolerance, of

course, does not block the effects of nonmor-
phine-like drugs. If these were taken pre-

viously in conjunction with the use of her-

oin, use of them may still be a problem.

Some patients have used these drugs spo-

radically in the first few months on the pro-

gram, diminishing such use as they have be-

come more fully occupied with work, school

and family responsibility. Patients have

also tried heroin occasionally. Dr. Wikler

has suggested that for some patients an un-

rewarding experience with street heroin

may be a necessary step in breaking the

conditioned habit of heroin use. None of

the patients have relapsed to regular use.

The monitoring by urinalysis should detect

even sporadic use of heroin and positive re-

ports have been obtained. New York street

heroin contains quinine and quinine persists

and can be detected for a long time after it

is taken.

(8.) Before entering the program all of

the patients had been involved in illegal ac-

tivities and most had spent a considerable

time in jail. Only one of the patients in the

past 2 years has been convicted on a narcot-

ics charge, possession of heroin, during a pe-

riod of experimentation on his part 6 weeks
after his discharge from the hospital. He
did not repeat and has been drug-free, ex-

cept for his methadone, for more than a

year. There have been a few convictions

for non-narcotic offenses, disorderly conduct

and misdemeanors, but the record compares

favorably with a comparable group of per-

sons, not drug dependent, of the same age

and cultural distribution.

Ending of heroin use and of criminal ac-

tivity are only first moves towards rehabili-

tation. Many of these patients have been

found capable of assuming responsible

places in society, doing productive work and

supporting a family. Perhaps feeling a spe-

cial need to prove themselves, they have es-

tablished better than average records of at-

tendance and diligence in their work. Some
are not yet employed; perhaps some will

never be employable. The minimal goal is

that they live decently and all who remain

in the program meet this minimal condition.

The decision as to whether or not metha-

done maintenance is to be continued into

the third phase of substantial rehabilitation

is, according to Dr. Dole, the responsibility

of the physician in charge of the patient.

He says that he has to date seen no indica-

tion for removal of the blockade of narcotic

effects, since the patients are still in the

process of rehabilitation and there has been

no sign of intolerance to the medication.
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The controversial points as I see it are

these:

Are the patients really free of drug

abuse? On the face of it the record is good,

but not entirely clear.

What are the relative roles of the metha-

done tolerance and the intensive, one might

say dedicated, effort of the personnel to

make the program work? No psychother-

apy, group or individual, as such has ever

been employed. Dr. Dole admits that 2

years are too short a period for full evalua-

tion and that there should be other trials

with different selections of patients and dif-

ferent clinical staffs. This has been recom-

mended from other sources and to a limited

extent is being initiated.

Can or should the program be extended to

employment by practicing physicians? I

think the answer is “No.” Physicians

should not write prescriptions for metha-

done for self-administration in a mainte-

nance program. It must be taken orally

under the eyes of the physician, and doctors

in general have not the time nor the experi-

ence for the close supervision and monitor-

ing which the program requires. Even the

handing out of a couple of doses in dilute so-

lution for taking at home is questionable.

The eventual applicability and value of the

procedure, the ultimate degree of rehabilita-

tion, and the attitude towards withdrawal at

some future time require a lot more experi-

ence. This is still a research project.

The Cyclazocine Program

Cyclazocine and the cyclazocine program
in principle are quite different from the sit-

uation with respect to methadone though

the results have much in common.
Cyclazocine is a powerful specific opiate an-

tagonist and a drug with a high degree of

analgesic potentiality. When it was tested

at the Addiction Research Center, formerly

drug dependent persons were in the main
indifferent to the subjective effects of small

doses such as would relieve pain, rarely rec-

ognized the effects as like those of an opi-

ate and expressed no particular liking for

the drug. Larger doses produced bizarre

and disturbing, even alarming, psychotomi-

metic effects like those following nalorphine

and some other antagonists. Given to a per-

son dependent on a large stabilization dose

of morphine, cyclazocine will not substitute

for the morphine, but precipitates a marked
abstinence syndrome. The peculiar proper-

ties of cyclazocine, however, were demon-
strated when it was administered chroni-

cally. If the patient was started on a very

small dose orally, 0.2 mg. twice a day, in-

creasing gradually to 2 mg. twice a day, tol-

erance to its sedative effect and to such

other subjective effects as occurred devel-

oped rapidly and the patients became
cross-tolerant to the unpleasant side effects

of nalorphine. If morphine was adminis-

tered after this tolerance had developed, the

subject failed to experience the usual effects

to be expected, and even if the morphine
dose was increased to 120 mg. its pupillary

and subjective effects were less than with 30

mg. in the same person in the nontolerant

state. Furthermore, if morphine adminis-

tration was superimposed upon daily admin-

istration of cyclazocine in persons stabilized

on the latter and the doses increased during

10 days from 10 to 60 mg. 4 times a day, the

subjects again failed to experience any par-

ticular euphoric effect of the morphine, and

on its eventual withdrawal showed little

evidence of physical dependence. In other

words, although tolerance to the direct

effect of cyclazocline occurred, the drug’s

ability to antagonize or suppress the euphor-

igenic and physical dependence producing

properties of morphine remained. This

prompted Dr. Martin 2 to suggest that stabi-

lization on oral cyclazocine might act as a

deterrent to the abuse of heroin or other

opiates. As with methadone, with euphori-

genic action blocked, in this instance by an-

tagonism instead of cross-tolerance, drug

seeking behavior and its anti-social accom-

paniments would cease. Drs. Jaffe and

Freedman of New York have undertaken to

test this suggestion and the following details

are from Dr. Freedman’s experience.

Upwards of 40 patients have been admit-

ted to the study. They are all males similar

to the type specified by the criteria for ad-

mission to the methadone program. Dr.

Freedman has a 50-bed unit for the treat-

ment of drug dependence and the cyclazo-

cine patients are volunteers from among the

admissions to this unit. The patients are

maintained on a hospital ward and rapidly

withdrawn, with the help of methadone, if
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necessary, to minimize the abstinence phe-

nomena. In about 10 days cyclazocine ad-

ministration is started at a very small dose,

0.1 or 0.2 mg. orally twice a day. The dose

is increased gradually as tolerance develops,

eventually to 4 mg. as a single dose per day.

After about a month of cyclazocine stabili-

zation the patient is released to outpatient

status and returns, according to Dr. Freed-

man, every other day to take one dose of

cyclazocine under direct supervision and to

receive another to be taken on the interven-

ing day. The desired effect of cyclazocine

hardly lasts more than 24 hours and atten-

tion is being given to the possibility of a

depot preparation to prolong the action pe-

riod. However, Dr. Freedman has experi-

enced no difficulty through a patient failing

to take the intervening dose or in the wan-
ing of the effect of one dose before the next

is taken. A few patients have asked to be

taken off the program.

After stabilization on cyclazocine the ap-

pearance and behavior of the patients are

remarkably like what is seen in methadone
maintenance. They are tranquil, free of anx-

iety and of the drive to find the next dose,

without overt sedation or disturbance of

mental or psychomotor functions. They
have attained a similar degree of social re-

habilitation with cessation of heroin abuse

and of antisocial actions.

The patients on cyclazocine get no acute

effect from a dose of heroin. They are being

directly challenged openly by a 15 mg. in-

travenous dose of heroin from time to time.

Dr. Freedman believes this to be a good edu-

cational procedure since not only the patient

but others on the ward undergoing some
other treatment modality are impressed by
the obvious ineffectiveness of the heroin

shot.

One needs to ask, and at the moment we

do not have completely satisfactory

answers, the same sort of questions as for

the methadone program. Cyclazocine does

not block the effects of nonmorphine-like

drugs, so do these patients resort to such

drugs? How much rehabilitation can be at-

tained? How long must cyclazocine be con-

tinued? Could cyclazocine be used in this

way by the practicing physician? To the

last, I think not. The patient must be with-

drawn from his narcotic and continuously

and very carefully monitored, both pretty

surely beyond the facilities of the ordinary

physician.

One other thought. Dr. Dole, as have

many others, has emphasized the enormous
economic toll of drug abuse. We do not

know to what proportion of our drug abus-

ing population methadone or cyclazocine

management is applicable or how perma-

nent is the apparent social rehabilitation,

but these things are worth thinking about.

We are still in the pilot research phase, but

it may one day be desirable economically

and otherwise to broaden these programs if

we get satisfactory answers to the questions

which have been raised. Let’s keep our

minds open to the possibilities.

The author gratefully acknowledges his in-

debtedness to Dr. Vincent P. Dole, The Rocke-

feller University, and Dr. Alfred M. Freedman,
New York Medical College, for permission to

quote their experience with methadone and
cyclazocine.
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Summary Statement*

WILLIAM F. SHEELEY, M.D.,f Phoenix, Arizona

Let me remind you of the First Tennessee

Congress, and call your attention to the

spirit of change which permeates Tennessee

since that First Congress and which has

been demonstrated so forcefully during this

present Congress.

Obviously, the mental health effort in

Tennessee is expanding and intensifying. It

is involving more professionals in the field,

and nonprofessionals, than were apparent in

the First Congress some three years ago. It

is affecting more various aspects of Tennes-

see life than were apparent those few
months ago when the First Congress was
held in this very auditorium in this very

city.

Organized medicine was involved then,

but it is much more involved today. During
this Congress, we have heard Dr. Hudson,

representing the American Medical Associa-

tion, describe how the AMA stresses mental

health and calls on psychiatrists and other

physicians to collaborate and to teach one

another. We hear the AMA calling on phy-

sicians to lead the mental health effort and

promising that the AMA will give direct as-

sistance which even includes money.

We have heard that there is a Steering

Committee, which was here three years ago,

which has continued to act since then, and
which is sponsored by the Tennessee Medi-

cal Association, but which has representa-

tion from the Tennessee Academy of Gen-
eral Practice; the Tennessee District Branch
of the American Psychiatric Association

and, indeed, from many other medical or-

ganizations in the state. The American Psy-

chiatric Association, through its District

Branch, calls upon psychiatrists to develop

and extend the medical model and to be-

come ever more involved in the network of

communications among social and medical

facilities.

The State of Tennessee is expanding its

program, as your Governor told you. He

* Read at the Second Tennessee Congress on
Mental Illness and Health, Oct. 13, 1966, Nash-
ville, Tenn.

f Superintendent, Arizona State Hospital, Phoe-
nix, Arizona.

said that Tennessee has abandoned the cus-

todial philosophy; that it is sharply increas-

ing facilities and personnel, and that it is

providing substantial sums of money. Shall

we say, Tennessee is putting its money
where its mouth is. Tennessee, as a state, is

involving both the professionals and the

non-professionals in pushing such programs
as the community mental health centers.

These are some of the general statements

made during this Congress. Let us now ex-

amine some more specific evidence of the in-

volvement of this state in a broadened and

intensified mental health program. Let us

look at some of the small group discussions

in which you have participated during the

past two days.

As to mental health centers, we have

heard some wringing of hands; some mea
culpa; some “Why aren’t we getting going?”

We heard that some centers are slow getting

off the ground; that they are irregularly

effective and inequitably distributed. We
have heard that existing clinics have not

found their roles; that confusion and dispute

has broken out as to who speaks for mental

health within the community. We have

heard that solid funding has not always

been provided, so that some clinics creak

along from day to day, from hand to mouth.

We have heard that the state plan needs

study and possible revision. We have heard

that the public needs more education.

I do not know whether this agonizing

causes great feelings of pessimism in you.

In me, it causes great feelings of optimism.

Let me say why I take this perverse posi-

tion. If no one cared enough to agonize

about anything as new and as obviously in

need of very careful and continuing study

and critical review as is this effort, then the

situation would be sad indeed. We need

worry and criticism so that things can be

modified as we move along. Any new un-

dertaking has a lot of “bugs” in it. I am de-

lighted that you people are ready to recog-

nize that “bugs” still exist, and that you are

eager to get at them and stamp them out (I

guess that follows the metaphor) to improve

your program. This very soul searching
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and uncertainty bodes well for the future of

your mental health center system in

Tennessee.

We also heard about other problems. We
heard about problems among school-age

children. We heard that social influences

could contribute to the emotional problems

among them; such influences as over-

crowded classes and poor pupil-teacher ra-

tios, and urbanization, which has spawned
large schools which may dehumanize our

young people much as our large mental hos-

pitals dehumanize our patients.

We talked about family instability and

the working mother as stresses which the

child must carry, and which also withdraw
the support on which he depends to handle

stress. We have talked about how children

are mobile, even as their families are mobile.

They start in one school system and then

shift to, perhaps, two or three other systems.

The new systems may not mesh with the

old, so that the children find themselves

zig-zagging in their scholastic development.

We heard it suggested that nonprofession-

als may do the best job taking care of the

poor. It was suggested that people from a

given socio-economic class—indigenous peo-

ple, if you like—are better qualified to deal

with other members of their class than are

those from another class. This is the echo,

of course, of the contention that we mental

health professionals come, by and large,

from the middle class and cannot fully un-

derstand other classes both above us and

below.

Suicide prevention was a matter of great

concern to you. You warned that we might
unwittingly help people to commit suicide.

Yes, you heard me right. There are things

that encourage thinking which will cause a

person who is teetering in indecision to

finally say, “Yes, I guess I’ll jump.” You
said that the community may foster suicide.

You insisted that we should look for hidden

suicidal behavior, for the coded message of

the potential suicide who needs help. We
should learn, you said, to decode that mes-
sage.

You suggested that the clergy is often the

first person to help the person contemplat-

ing suicide. The church—the clergy

—

should be built very firmly into whatever
system of suicide prevention the community

may develop. Many Tennesseans expressed

astonishment to hear that Tennessee is one

of the few states which have an active sui-

cide prevention center, which functions in

Chattanooga.

We heard that physicians who are not

psychiatrists can, are, and should be in-

volved rather deeply in psychotherapy; that

the social and medical models are not sep-

arate but, rather, are continuous parts of the

same system. The physician was urged to

use both individual and group psychothera-

pies, to develop a sense of his own compe-

tency and to respect that sense. He was
urged: “Do everything you can do. Do not

do what you can’t do. Know the differ-

ence.” He also was urged, in any case to

improve and continue to improve his inter-

viewing techniques.

Our attention was called to mildly re-

tarded persons, who were called a “pressing

problem—a most pressing problem in to-

day’s society.” They were called a unique

part of humanity, because they look normal.

They look normal as children and they look

normal as adults. But they have the prob-

lem, the burden, of minimal intellectual im-

pairment. However, the mildly retarded

population can be cut in half by an aggres-

sive program of an early enrichment of

their intellectual environment.

Adolescents (Heaven knows!) also cause

much wringing of hands. We were urged to

stop treating this age group as a stepchild in

mental health fields, although we agreed

that working with teen-agers imposes an ex-

hausting responsibility. However, for what
it is worth to us and to other adults, we
were reminded that the teenagers

—

particularly the delinquents—are them-

selves suffering too. Whatever their bra-

vado, they really don’t like, or respect,

themselves. Believe it or not, that poor, old,

long-suffering, much tormented man you al-

ways look for and cannot find when you
need him, the policeman, is a friend to the

young people. He is eager to help them, but

he must enforce the law. You suggested

that perhaps a part of the teenagers’ prob-

lem is discovering how to deal with the hy-

pocrisy of adults who ask him both to emu-
late them and to be a good boy—whatever

that may mean. Everyone seemed to agree

that adolescents are seeking understanding,
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a feeling of importance, worthy models to

follow and helpful limits.

It is also not surprising that we should
have paid considerable attention to the fam-
ily, because, as we brought out, the mental
health of the individual is bound up with
the mental health of his family. We wor-
ried a bit about childhood without fathers.

We suggested the provision of a father on
the community-level, to provide a father

substitute—a male model which all children

must have.

We said, and I guess no one could disa-

gree, that good mental health for children

must begin with a good emotional climate in

the home during his formative years. I am
afraid that we are still trying to find how to

assure such a good mental health climate.

We seem unable to decide just what a good
climate is, when it comes to that. But we
did say that the entire community must be

geared to the provision of those basic serv-

ices which the family needs to promote good
mental health. We emphasized the family

physician as one not only to recognize men-
tal illness of the patient and his family, but

also to be the strong advocate of community
services for the mentally ill, and special pre-

ventive services.

Then we looked at another very impor-

tant aspect of human life—religion. We
realized that our colleagues of the cloth may
sometimes violate the integrity of others. If

they do not preach a balanced Gospel, they

can develop anxiety and guilt and fail to

offer God’s forgiveness, reconciliation and
restitution. But the group that discussed

religion suggested that if ministers and phy-

sicians communicate fully and regularly

with one another and work together person-

ally and professionally, the clergyman can

be made less destructive and, indeed, con-

structive. The group suggested that many
people fail to find acceptance and help in

the church because they see the church as

the upholder of the status quo, rather than

as an instrument of Christ. Religious faith

is essential to total health. Faith is that

which makes it possible for man to face that

which he does not wish to face.

Needless to say, mental health involves

the law. After all, law is the buttress which

helps to keep the very society together. If

we are going to have community mental

health, we must have law which makes the

community possible. We discussed abortion

and decided that this was a very difficult

problem. We discussed society’s criminal

element, which accounts for a very small

segment of the mentally ill population, as

you know. This is a very important point

that we should make to our friends and to

the community at large, who somehow
equate criminality and mental illness. Many
seem to assume that mentally ill people

tend to break laws. And, generally, tend to

be antisocial in their actions. We pled for

police officers to be given more opportunity

to learn to understand the proper handling

of mentally ill people.

The panel made the point that both the

lawyer and the physician are concerned si-

multaneously with the protection of the

community and of the rights of the individ-

ual.

We now look at sex education. (I must
say that this Congress got down to some
pretty “sticky” issues.) This discussion was
not a bland mouthing of platitudes. It did

not try to paint all issues as if they were
bright sunlight streaming through a white

fleecy cloud. Many real and honest

“gut” issues were taken up. These are is-

sues with which mankind has been grap-

pling since before history began.

One seriously considered subject was sex

education. The point was made that an ap-

propriate sex education program is more
than a resume of physiology and of tec-

niques of sexual intercourse. The group de-

manded that sex education broaden its con-

cept to cover the entire spectrum of human
relations; the formation of a person’s sexual

identity; the assumption of psychosexual

roles; the psychologic aspects of marital ad-

justment; sex outside of marriage; family

planning; social problems (such as illegiti-

macy and abortion), and sexual behavior in

old age.

The point was made that sex education, as

it is too often offered today, makes two cru-

cial mistakes. (1) It over-emphasizes phys-

ical aspects of sex, and (2) it is offered too

late in the adolescent years. This reminds

me of a joke that I heard when I was twelve

years old. The joke went something like

this: “Dear— (whoever it was, the Dear
Abby of the day),—should I discuss sex
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with my fourteen-year-old daughter?” And
the Dear-Abby-of-the-day replied, “By all

means. You will learn a great deal.”

Our culture is undergoing a revolution in

its sexual customs, in family structure and,

especially, in the role of woman. In other

words, we have to teach our kids how to be-

have in a world which we have never

known and, indeed, which no one can

clearly predict. This is no small job for us

to undertake.

We say that in sex education programs

there should be cooperation between medi-

cal and nonmedical members of the mental

health team, including doctors, clergymen

and educators. Because of the complexity

of the problems and because those problems

inevitably arouse anxiety, unusually high

degrees of collaboration and discussion are

needed in the design and conduct of local

sex education programs. Individual philo-

sophical and ethical points of view differ.

These differences must be resolved in some
way, if one is not to disrupt the education

program. But—and here is where “we get

it between the eyes”—there is a great need

to increase the sex knowledge of profes-

sional people, if they are to qualify to direct

sex education activities in their communi-
ties.

We come once again to the role of the

family physician in the treating of the emo-
tionally disturbed people. The group’s dis-

cussion started with the assumption that if

you practice medicine you necessarily give

psychiatric treatment. We finally con-

cluded that there is a lack of communication
among family physicians, psychiatrists, and

mental health organizations, both private

and state. We deplored this, because efforts

are duplicated and valuable mutual support

does not occur. Such communication as

does occur may be disruptively hostile and
critical. We need to stress prevention and
the early recognition of emotional illness by
the front-line family doctor.

Once again, this discussion reminded us

that Tennessee has a functioning Steering

Committee, as I mentioned earlier, under
the auspices of the Tennessee Medical Asso-

ciation. And this Steering Committee is

very much concerned with the education

and, inevitably, with the involvement, as a

part of that education, of family physicians

in the many aspects of psychiatric assistance

in the community. Without the coopera-

tion, said the group, and even sacrifice of all

concerned toward the common goal of bet-

ter patient care, no program can succeed.

And then the session, which immediately

preceded this one at 11 o’clock this morning,

emphasized the Congress’ central theme and
recapped the whole Congress:—Treatment

and rehabilitation are community responsi-

bilities and all must share in them, under

medical leadership, when appropriate, and

under lay leadership, when appropriate, but

always with the close involvement and col-

laboration between the pros and the non-

pros.

When you come right down to it, I guess

everybody is a pro in some respect. So,

maybe we should say that there should al-

ways be close involvement and collabora-

tion among the many.

*

MEDICAL PRACTICE FOR SALE—The practice

of a young general practitioner (recently de-

ceased) including everything except accounts re-

ceivable for only:

$3,500.00

(You'll be busy the first day)

All equipment and furnishing for reception room,
business office, consultation room, three fully

equipped examination rooms, one recovery room,
laboratory. Middle Tennessee location. Financ-

ing available if needed. Contact: Robert C.
Fraim Associates, Medical Management Consult-
ants, 166 Western Plaza, Knoxville, Tennessee,

(615) 588-7116.

Associate Medical Director, Full-Time, In-

terested in Preventive Medicine for Large

Corporation in Winston - Salem, North

Carolina. Generalist, Internal Medicine

or Occupational Health Background Pre-

ferred. Desirable Age 30 to 45. Salary

Commensurate with Experience. Write

Box WE, Tennessee Medical Association.
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REGIONAL WEATHER FORECAST
Record Low Temperatures and Heavy Rain Followed by
Cough, Stuffed and Runny Noses and Aches and Pains.

and runny noses and relieves aches and pains. Pro-

vide coverage of the tough cold for up to 24 hours

with just a single timed-release tablet dosed morning,

midafternoon and at bedtime.

each

Tussagesic
timed-release tablet contains:
Triaminic® 50 mg.

(phenylpropanolamine hydrochloride 25 mg.,

pheniramine maleate 12.5 mg., pyrilamine

maleate 12.5 mg.)

Dextromethorphan hydrobromide 30 mg.

Terpin hydrate 180 mg.
Acetaminophen 325 mg.

Dosage: Adults— 1 tablet, swallowed whole to preserve timed-

release feature, in morning, midafternoon and at bedtime. Side

effects: Occasional drowsiness, blurred vision, cardiac palpita-

tions, flushing, dizziness, nervousness or gastrointestinal up-

sets. Precautions: The patient should be advised not to drive a

car or operate dangerous machinery if drowsiness occurs. Use
with caution in patients with hypertension, heart disease, dia-

betes or thyrotoxicosis.

DORSEY LABORATORIES • a division of The Wander Company • LINCOLN, NEBRASKA



Appointment of

Nominating
Committee

Impact Board
of Directors
Named

Committee
Appointments

Relocating TMA
Headquarters

RESUME OF BOARD OF TRUSTEES ACTIONS
Meeting of January 14-15, 1967

® In keeping with Chapter V, Section 2 of the By-Laws, the
Board appointed a Nominating Committee for 1967 from the
list of eligible delegates certified by the County Medical
Societies. The following physicians were named to consti-
tute the Nominating Committee:
EAST TENNESSEE: John H. Saffold, M.D., Knoxville; George G.
Young, M.D., Chattanooga; E. L. Caudill, Jr., M.D., Eliza-
bethton.
MIDDLE TENNESSEE: Chas. C. Trabue, IV, M.D. , Nashville; John
0. Williams, M.D., Mt. Pleasant; Wm. A. Hensley, Jr., M.D.,
Cookeville.
WEST TENNESSEE: Harold B. Boyd, M.D. , Memphis; Charles N.
Hickman, M.D., Bells; Byron 0. Garner, M.D., Union City.

The secretaries of all county medical societies in the
state have been notified of the composition of the Nominat-
ing Committee.

® The Board of Directors for Independent Medicine's Politi-
cal Action Committee—Tennessee, as appointed by the TMA
Board of Trustees were:
First District—E. Kent Carter, M.D., Kingsport; Second
District—Richard C. Sexton, Jr., M.D. , Knoxville; Third
District—Frank B. Graham, M.D., Chattanooga; Fourth Dis-
trict-—Claude M. Williams, M.D., Cookeville; Fifth Dis-
trict—I. A. Nelson, M.D. , Nashville; Sixth District—J. 0.
Williams, M.D., Mt. Pleasant; Seventh District—Lee Rush,
Jr., M.D., Somerville; Eighth District—Tom W. Johnson, Jr.,
M.D. , Dyersburg ; Ninth District—B. G. Mitchell, M.D.,
Memphis.

• The appointments to the Standing and Special Committees
of the Association for 1967-68 were made. The appointments
will be finally approved and will become effective following
the annual meeting in April. In addition, the Board se-
lected six physicians for submission to the Governor when
the request is made for representation on the Advisory Com-
mittee to the Title XIX Program.

In considering recipients for the Distinguished Service
Award, no nominees were submitted by any individual or
county society and the Board resolved not to make the award
for 1967.

• The Board heard a report from the Executive Director con-
cerning property adjoining the present headquarters office
and its availability for sale. The Board had previously
made an offer for the property for additional land for the
expansion of the TMA headquarters. The Association's offer
was rejected. A report was made relative to other available
properties within the area of the headquarters. The Board
directed the Long-Range Planning Committee to further study
the recommendations and outline the expected needs for ex-
pansion in the foreseeable future.



Powers of Board
of Trustees Re
TMA Funds

Financial Audit for

1966 Fiscal Year

Impact

Fourth Delegate
to AMA House

Board of Trustees'

Resolutions to

TMA's House

Other Actions

Hospital Based
Physicians

TMA 1967 Annual
Meeting

• The Board, upon legal advice of the TMA attorney, final-
ized an amendment for submission to the House of Delegates,
as follows: "Be it resolved that Article IX of the Constitu-
tion of the Tennessee Medical Association be amended by add-
ing at the end of such article an additional section as fol-
lows: Section 7. The Board of Trustees shall have such
powers to invest the funds of the Association as are granted
by law to General Welfare Corporations as such Law from time
to time may be amended."

An additional amendment will be submitted to change the
name of the Grievance Committee to the "Mediation Committee."

• The Board considered and heard a report from Mr. Ezra
Jones of the Grannis, Jones, Bond, Young and Foust, CPAs,
relative to the annual audit of the Association fiscal rec-
ords. The audit was approved.

• Dr. B. G. Mitchell, Chairman of the Board of Directors of
IMPACT, reported on the activities and accomplishments of
Independent Medicine's Political Action Committee—Tennessee
for 1966. Dr. Mitchell requested TMA staff assistance to
be designated to perform administrative functions of IMPACT.
The Board directed the Executive Director to further deter-
mine with Dr. Mitchell and upon the advice of legal counsel,
to develop a method of staffing IMPACT and improving educa-
tional activities and report to the Board in April.

• TMA qualified, as of January 1, 1967, for a fourth dele-
gate in the AMA House of Delegates. The Board outlined a
procedure as a suggested measure for electing the fourth
delegate and alternate for the present year and it will be
submitted to the House in the April session.

• The Board recommended for presentation in the House of
Delegates, twelve resolutions establishing or reiterating
policy on a number of issues. The twelve resolutions will
be presented to the House on April 13th in Memphis.

• Reappointed Dr. John H. Burkhart, Knoxville, and Dr. Ben
D. Hall, Johnson City, for three year terms on the TMA Stu-
dent Education Fund Board — Approved co-sponsorship of a
conference on aging with the Council on Aging of the State
of Tennessee — Approved the submission of a resolution to
the House of Delegates endorsing AMA's House action concern-
ing prescription labeling of drugs — Upon the advice of
delegates to the AMA, discussed and approved participation
in hospitality operations at the AMA annual and clinical
meetings — Reappointed the attorney for TMA and the audit-
ing firm for the year 1967 — Approved the expenses of alter-
nate delegates to attend the annual and clinical meetings of
AMA in 1967 — Approved TMA participation in a sustaining
membership in Student, American Medical Association — Se-
lected a representative to attend the Emergency Medical
Services meeting in Chicago, April 6-7 — Designated the
Chairman of the Committee on Communications and Public
Service to attend the AMA Congress on Environmental Health
in April — Approved funds for equipment needed to update
membership records and approved expenditures for mainte-
nance and repairs for TMA headquarters building.

* *

• Hospital-based physicians who are not billing directly
under Medicare may lose the chance if they do not switch
soon. The Administration reportedly wants their services to
be covered under Part A of Social Security. Robert M. Ball,
Social Security Administrator, also indicates that a change
in the Law may be proposed—to make such physicians stick to
the billing practice now customary in their locality.

• Memphis, April 13-15, will have something interesting and
informative for every doctor. Better start now to make
plans to attend and participate. Complete annual meeting
program is published in this issue of the TMA Journal.



Medicare
Certification

Extended Care
Benefits Begin

Hadley Williams, Assistant Executive Director

• Regulations covering certification and recertification
of the medical necessity of hospitalization of Medicare
beneficiaries have been issued.

The Medicare Law presently requires that, in order for
a hospital, or other facility, to receive payment for cov-
ered services, a physician must certify the medical neces-
sity of the services rendered to the beneficiary. The law
also requires that the first recertification may not be
later than the 14th day of hospitalization nor the second
recertification by the physician later than the 21st day of
hospitalization, with the subsequent certifications made at
intervals not to exceed 30 days.

One important distinction in the regulations should be
noted. There is no requirement that a specific procedure or
form be used by physicians. Social Security Commissioner
Ball commented in a press release that the regulations per-
mit the hospital medical and administrative staffs to work
out these procedures for obtaining certifications and re-
certifications that are most convenient and satisfactory.
The certification statements can be entered on forms or
records the physician normally signs in caring for any of
his patients.

In previous communications, Social Security has advised
hospitals that the following suggested statement can be
stamped or pre-printed on their medical record history form
as a means of meeting the documentation of the certification
requirements

:

"In signing this personal history form, unless he indi-
cates to the contrary hereon, the doctor whose signature
appears on the face hereof gives the assurance of need
for in-patient hospital services required for eligible
patients by P.L. 89-97."

However, the Social Security Administration has further
advised that it will accept a wide variance in form and lan-
guage among individual hospitals which accomplish the same
purpose.

Certification and recertification statements do not have
to accompany the claim for payment submitted by the hospital
or other provider. Instead, the hospital certifies to the
Medicare fiscal intermediary that the statements have been
obtained and are on file.

The AMA House of Delegates at the November Clinical meet-
ing voted to advise HEW that the present requirement for
certification and recertification has proved highly objec-
tionable and unnecessary and does not contribute to the
quality of medical care. The House also stated that it
would seek amendments to the law which would delete require-
ment for physician certification.

• Extended care benefits for Medicare recipients began
January 1, 1967. Social Security estimates that approxi-
mately 2,500 facilities with a total capacity of well over
150,000 beds can meet the requirements for certification for
the nursing home benefit.

The regional office of HEW in Atlanta has notified TMA
that, as of February 20th, 32 facilities in Tennessee have

[
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been certified to accept Medicare beneficiaries. There are
approximately 175 nursing homes in Tennessee.

Participating institutions include not only skilled nurs-
ing homes but also separately organised extended care units
in hospitals, as well as some distinct skilled nursing units
connected with residential homes for the aged.
@ A recent decision of the Judicial Council of the AMA
states that physicians may accept promissory notes from
Medicare patients but they may not charge interest or a
penalty if the fees are not paid within a prescribed period
of time.

The Medicare patient is required to submit a receipted,
itemized bill to the carrier before he can collect benefits
under Part B of the program for physician's services. The
promissory note may be used for this purpose. An earlier
statement said that a physician can choose to accept a
promissory note as payment for his services, if it is agree-
able to the patient.

In answering the question regarding interest, since a
promissory note bears interest and most note forms available
from stationery stores have a space for interest, the Ju-
dicial Council said:

"Since the practice of medicine is a profession and not a
business, the practices adopted by business are not nec-
essarily suitable for professional practice. It is not
in the best interest of the public or the profession to
charge interest on an unpaid bill or note or to charge a
penalty on fees for professional services not paid
within a prescribed period of time nor is it proper to
charge a patient a flat collection fee if it becomes
necessary to refer the account to an agency for collec-
tion."

The AMA legal department suggests that the physician in-
sert the word "no" or "zero" in the blank found in most
promissory notes where the interest rate is to be given.
• The Legislative and Public Policy Committee of TMA is
seeking passage of a bill by the Tennessee General Assembly
which would provide immunity from liability for physicians
serving on hospital utilization review committees.

The action is a result of a resolution adopted by the
AMA House of Delegates at the November Clinical meeting,
urging states to seek passage of such laws.

The AMA House stated that, although utilization review
committees are not empowered to discharge patients from the
hospital since this is a decision to be made by the physi-
cian responsible for the patient's care, legal opinion
raises serious question as to the Congress' authority to
grant immunity from litigation which is essentially civil in
nature and governed by state law.

Several state legislatures have granted such protection
to physicians.
• Other areas of interest expressed by the Legislative Com-
mittee concerned the adoption of a permissive law regarding
testing for PKU (Phenylketonuria) in newborns ; a require-
ment that protective eye devices be worn by those attending
certain laboratory and shop courses in schools ; and an
amendment to the state's mental health law which would al-
low for a physician's testimony in commitment procedures to
be given by deposition or affidavit with the consent of the
patient or his counsel.

The committee is also on record as favoring an increase
in the amount of medical benefits allowable for recipients
of Workman's Compensation.

The committee also has under study a proposal by the Ten-
nessee Department of Public Health to license and regulate
medical laboratories. The committee is of the opinion that
such a law should not include regulation of a laboratory
operated by a physician in his office solely as an adjunct
to the treatment of his own patients.
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Special Section

SCIENTIFIC PROGRAM
OF THE 132ND ANNUAL MEETING

OF THE
TENNESSEE MEDICAL

ASSOCIATION

General Information
The official program contains detailed informa-

tion on the 1967 annual meeting of the Tennessee

Medical Association, conducted in Memphis, Ten-

nessee, April 13-14-15, 1967.

Registration

The registration desk will be located in the

lobby of the Sheraton-Peabody Hotel, Memphis.
All members, visiting speakers, interns, residents,

exhibitors, and guests are urged to register. Ad-
mission to all meetings and sessions and to the

exhibits is by a badge secured at the registration

desk. THERE IS NO REGISTRATION FEE.
Programs for all activities during the annual

meeting are available at the registration desk.

Those eligible to register are: Members of the

Tennessee Medical Association; physicians from
other states who are members of their respective

state medical associations; residents, interns, medi-
cal students and guests.

Registration Hours
(All times are Central

Standard Time)
Thursday, April 13, 8:00 A.M.

(Special registration for mem-
bers of the House of Delegates

from 8:00 A.M. to 1:00 P.M.)

(Advance registration for ex-

hibitors and early arrivals

from 8:00 to 10:00 A.M. and
after 1:00 P.M.)

Friday, April 14 . . .8:00 A.M. to 5:00 P.M.

Saturday, April 15 8:00 A.M. to 5:00 P.M.

Annual Meeting Headquarters
Headquarters are located in the Sheraton-

Peabody Hotel, Memphis, where many activities

are scheduled. The majority of the specialty

societies will conduct their meetings concurrently

with TMA in Memphis. Others will be conducted
in the hotels in Memphis. Specialty societies

meeting outside of the Sheraton-Peabody are

listed in this program under the “days” that the

various societies are to meet.

TMA Headquarters Office
The TMA headquarters offices will be located

in Rooms 202-203 of the Sheraton-Peabody Hotel,

Memphis, during the meeting.

A member of the staff will be available to

assist you at all times. Members of the House of

Delegates, Officers, and Reference Committee
Chairmen can secure secretarial help when needed.

Your headquarters staff is available to assist you
in your needs.

J. E. Ballentine, Executive Director

L. Hadley Williams, Asst. Executive Director

and Public Service Director

Tom Sawyer, Field Secretary

Morris M. Bradley, Administrative Asst.

Miss Willard Batey, Records and Bookkeeping
Mrs. Doris Darrow, Secretary

Mrs. Sarah Watkins, Secretary

Mrs. Jean Ragsdale, Secretary

President’s Banquet and Social Hour
The President’s Banquet will be preceded by

a Social Hour sponsored by the Tennessee Medical
Association, beginning at 6:00 P.M. on Saturday
evening, April 15, in the Sheraton-Peabody Hotel.

The BANQUET will follow at 7:00 P.M. in the

Sheraton-Peabody Hotel. TICKETS ARE AVAIL-
ABLE AT THE REGISTRATION DESK. A lim-

ited number can be accommodated. GET YOUR
TICKETS EARLY.

Communications—
Emergency Telephones

Memphis—526-7644 and 526-7645
A blackboard will be placed in a conspicuous

location in the Hotel mezzanine floor where doc-

tors’ calls will be listed. PLEASE CHECK OFTEN
WITH THE LISTINGS ON THE CALL BOARD.

Specialty Society Luncheon Tickets

Tickets to specialty society banquets and
luncheons, as well as the Woman’s Auxiliary af-

fairs, can be obtained from Specialty Societies,

respective registration desks. PURCHASE YOUR
TICKETS AT THE TIME OF REGISTRATION.
The number that can be accommodated is limited.

House of Delegates

The first session of the House of Delegates will

be held on Thursday, April 13, beginning at

1:00 P.M. in the Sheraton-Peabody Hotel. The
second session will be conducted on Saturday,

April 15, beginning at 1:00 P.M. in the same
hotel.

Scientific Meetings

The scientific presentations at the 132nd an-

nual meeting of TMA will be presented on Fri-

day and Saturday morning, April 14-15. (See

complete program under the “days” as listed

herein.) The specialty societies meeting concur-

rently with the Tennessee Medical Association

will conduct their scientific programs and business

during the afternoons of April 13-14 and 15.

Please see the program listing the scientific meet-

ings of the TMA and the specialty societies each

day. Every member attending is welcome to

attend any scientific meeting of any specialty

society. Of special interest will be presentations

of importance and general interest by guest speak-

ers on Friday and Saturday, April 14 and 15.

Please note topics and outstanding speakers listed

in this program.

Specialty Societies

Sixteen specialty societies are conducting their
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meetings concurrently with the Tennessee Medical
Association in Memphis. Scientific and business

sessions of the specialty societies will be conducted

on April 13-14-15. SEE DETAILS IN THIS PRO-
GRAM LISTED UNDER EACH OF THE ABOVE
DATES AND UNDER “ANNOUNCEMENTS.”

Woman's Auxiliary

The Woman’s Auxiliary to TMA will conduct

all sessions of its annual meeting at the Holiday

Inn-Rivermont in Memphis. The registration

desk of the Auxiliary will be located in the Holi-

day Inn-Rivermont and all committee meetings,

board meetings, and general sessions will be

conducted there.

Scientific Exhibitors

Several educational and scientific exhibits will

be presented. These will be displayed in the ex-

hibit area of the Sheraton-Peabody.

Technical Exhibitors
The technical exhibitors will be located on the

lobby and mezzanine floors of the Sheraton-

Peabody Hotel. They may be visited each day of

the annual meeting beginning on Thursday, April

13, from 1:00 P.M. until 4:00 P.M.—and continued

from 9:00 A.M. until 5:00 P.M. on Friday and
Saturday, April 14 and 15. Exhibitors are an im-
portant part of the 132nd Annual Meeting and
each physician will be well repaid by spending

some time visiting them and inspecting their ex-

hibits. The exhibits will display many educa-

tional features of medical supply and latest de-

velopments in scientific undertaking.

Technical Exhibitors
Technical exhibits for the 1967 Annual Meet-

ing will be displayed in the Sheraton-Peabody
Hotel on the lobby and mezzanine floors. The
newest developments in pharmaceuticals, equip-

ment and services will be on display, with full

information available through trained and experi-

enced representatives.

Exhibits will be open Thursday, April 13, at

1:00 P.M., and Friday and Saturday from 9:00

A.M. to 5:00 P.M. All physicians will find their

time well spent in visiting exhibits and keeping

abreast of what is new and useful. YOUR AT-
TENDANCE IS URGED, for your benefit as well

as for an expression of cooperation with our

exhibitors.

ABBOTT LABORATORIES Booth 39

North Chicago, Illinois Mezzanine
B. F. ASCHER & COMPANY, INC Booth 20

Kansas City, Missouri Mezzanine
ASTRA Booth 14

Worcester, Massachusetts

AUTOMATED MANAGEMENT SYSTEMS
Lobby

OF TENN., INC. Booth 47

Memphis, Tennessee Mezzanine
AYERST LABORATORIES Booth 37

New York, New York Mezzanine
BRISTOL LABORATORIES Booth 56

Syracuse, New York Mezzanine
CIBA PHARMACEUTICAL COMPANY Booth 10

Summit, New Jersey Lobby
THE COCA-COLA COMPANY Booth 45

Atlanta, Georgia Mezzanine

March, 1967

DAIRY COUNCILS OF TENNESSEE
Appalachian Area, Chattanooga,
Knoxville, Memphis and Nashville

DEPUY MANUFACTURING CO.
Warsaw, Indiana

DICTATION, INC.
Memphis, Tennessee

EDISON VOICEWRITER
Nashville, Tennessee

ELI LILLY AND COMPANY
Indianapolis, Indiana

ENCYCLOPEDIA BRITANNICA
Chicago, Illinois

FARRINGER AND COMPANY
Nashville, Tennessee

FLINT LABORATORIES
Morton Grove, Illinois

GEIGY PHARMACEUTICALS
Ardsley, New York

KAY SURGICAL, INC.
Memphis, Tennessee

THE LANIER COMPANY
Atlanta, Georgia

MALKIN INSTRUMENT
Louisville, Kentucky

MALLINCKRODT PHARMACEUTICALS
St. Louis, Missouri

MEMPHIS MEDICAL SOCIETY INVESTMENT
RETIREMENT PLAN

(Denby Brandon Company)
Memphis, Tennessee

MEAD JOHNSON LABORATORIES
Evansville, Indiana

MEDRIC, INC. AND F.A.B., INC.
Memphis, Tennessee

MERCK, SHARP & DOHME
West Point, Pennsylvania

MUTUAL BENEFIT LIFE INSURANCE CO.
( Dunn-Lemly-Sizer)

Nashville, Tennessee
NASHVILLE SURGICAL SUPPLY COMPANY

Nashville, Tennessee

NORELCO DICTATIONS SYSTEMS CO.
Memphis, Tennessee

ORTHO PHARMACEUTICAL CORP.
Raritan, New Jersey

HEWLETT PACKARD COMPANY-
SANBORN DIVISION

Huntsville, Alabama
PALMEDICO, INC.
Columbia, South Carolina

PARKE, DAVIS AND COMPANY
Detroit, M ichigan

PLOUGH, INC.
Memphis, Tennessee

WILLIAM P. POYTHRESS & CO., INC.
Richmond, Virginia

PROFESSIONAL MANAGEMENT, INC.
Nashville, Tennessee

A. H. ROBINS COMPANY
Richmond, Virginia

W. B. SAUNDERS COMPANY
Philadelphia, Pennsylvania

SELECTO-VOX CORPORATION
Nashville, Tennessee

SMITH-MILLER & PATCH, INC.
New York, New York

SMITH, REED, THOMPSON & ELLIS CO.
Nashville, Tennessee

SQUIBB
New York, New York

TENNESSEE GUILD OPTICIANS
Nashville, Tennessee

THE UPJOHN COMPANY
Kalamazoo, Michigan

U. S. TOBACCO
New York, New York

U. S. VITAMIN & PHARMACEUTICAL CORP.
New York, New York

Booth 38

Mezzanine

Booth 13

Lobby
Booth 52

Mezzanine
Booth 15

Lobby
Booth 46

Mezzanine
Booth 58

Mezzanine
Booth 44
Mezzanine
Booth 12

Lobby
Booth 50

Mezzanine
Booth 21

Mezzanine
Booth 31

Mezzanine
Booth 43
Mezzanine

Booth 35

Mezzanine

Booth 5

Lobby

Booth 51

Mezzanine
Booth 34
Mezzanine
Booth 54
Mezzanine
Booth 57

Mezzanine

Booth 42

Mezzanine

Booth 26

Mezzanine

Booth 16

Lobby

Booth 32

Mezzanine

Booth 33

Mezzanine

Booth 53

Mezzanine

Booth 36

Mezzanine

Booth 24

Mezzanine

Booth 9

Lobby
Booth 28

Mezzanine

Booth 6

Lobby
Booth 55

Mezzanine

Booth 30

Mezzanine

Booth 41

Mezzanine

Booth 59

Mezzanine

Booth 22

Mezzanine

Booth 49

Mezzanine

Booth 40

Mezzanine

Booth 48

Mezzanine
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VISIT THE EXHIBITS

The scientific meetings will be recessed twice

for thirty minutes on each day to give doctors an

opportunity to visit with the exhibitors.

Morris M. Bradley
Exhibit Manager

ANNOUNCEMENTS-
SPECIAL MEETINGS

—

EVENTS—FEATURES

President’s Banquet
Sheraton-Peabody Hotel

Saturday, April 15—7:00 P.M.
Social Hour—6:00 P.M.

Sponsored by TMA

G. Baker Hubbard, M.D., President,

Presiding

Introduction of President-Elect

—

K. M. Kressenberg, M.D.

Special Awards:
Presenting Tennessee’s Outstanding Physician

of the Year—By: Tom E. Nesbitt, M.D., Speak-

er of the House of Delegates

Presenting Health Project Contest Winner—By:

John C. Burch, M.D., Chairman of the Board

Hs * *

The banquet is for TMA members, their wives

and guests. Join your colleagues in dining and
dancing to the music of Berl Olswanger and his

orchestra, “Mr. Music Man.”

Public Health Council

The Public Health Council will meet in Room
344 of the Sheraton-Peabody Hotel at 10:00 A.M.
Friday, April 14.

Please Reserve Luncheon
Tickets Early

A number of the specialty societies meeting
with TMA will sponsor luncheons during the an-

nual meeting.

PLEASE MAKE RESERVATIONS FOR
LUNCHEONS YOU ARE PLANNING TO AT-
TEND.

These should be made with the secretary of

the specialty society.

Tennessee Chapter—American
College of Surgeons Banquet

The Tennessee Chapter of the American Col-

lege of Surgeons announces that the famous “Sing-

ing Doctors” from the Greene County Medical So-

ciety, Springfield, Missouri, will furnish the enter-

tainment at the banquet on Friday evening, 6:00

P.M., April 14, 1967. The “Singing Doctors” have

recorded nationally and have several albums that

are extremely popular. The albums are zany,

hilarious, and they now have produced their fourth

popular medical hit parade series. TMA MEM-
BERS AND THEIR GUESTS ARE INVITED TO
ATTEND THE BANQUET AND HEAR THIS
OUTSTANDING GROUP OF SINGING DOC-
TORS. MAKE YOUR RESERVATIONS EARLY.
TICKETS MAY BE OBTAINED AT THE REG-
ISTRATION DESK. The banquet will be held in

the Sheraton-Peabody Hotel.

Charles L. Hudson, M.D.
Cleveland, Ohio

President, American
Medical Association

Subject: “THE PHYSICIAN IN
SOCIETY’’

As a further effort by TMA to keep

its membership informed, Dr. Hudson
will present an important address in the

general scientific meeting on Saturday

morning at 11:00 A.M., April 15th. You
cannot afford to miss this address.

A practicing internist for 33 years, Dr.

Hudson has won distinction as a phy-

sician, teacher, and leader in community

health affairs. He has served the medical

profession tirelessly as a member or

chairman of nearly a score of Councils

and Committees of the American Medical

Association. He is a Diplomate of the

American Board of Internal Medicine, a

Fellow of the American College of Phy-

sicians and a member of the American
Federation for Clinical Research. YOU
CAN HONOR THIS MEDICAL LEADER
WITH YOUR ATTENDANCE TO HEAR
HIS ADDRESS.
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Notice

YOU'RE INVITED

7:15 A.M.—Saturday, April 15

to the

IMPACT Breakfast

Sheraton-Peabody Hotel

Memphis
to hear

Dr. Nicholas Nyaradi

‘ OPERATION CONFUSION”

Dr. Nyaradi, Director of the School of

International Studies at Bradley Uni-
versity, Peoria, Illinois, is a former
Minister of Finance of Hungary. Dr.
Nyaradi is an author of note and is re-
nowned for his knowledge about the
Soviet Union, as he spent seven months
in Moscow negotiating a Russian repara-
tion claim against Hungary. He has re-
ceived honor medals for his addresses
over the Country by the Freedoms
Foundation at Valley Forge.

The Breakfast is sponsored by Inde-
pendent Medicine’s Political Action Com-
mittee—Tennessee (IMPACT)—You will
want to attend

—

NOTICE
The scientific presentations of all of the spe-

cialty societies meeting concurrently with the

Tennessee Medical Association, are open to all

physicians registered at the annual meeting. At-

tend the meeting of your choice.

Technical Exhibits

The technical exhibits are located on the lobby

and mezzanine floors of the Sheraton-Peabody

Hotel. They are open daily at 9:00 A.M. (except

Thursday). The exhibits display many educa-

tional features of the medical supply world which
should be of interest to doctors.

TMA Board of Trustees Meeting
The TMA Board of Trustees will meet in

Room 214 of the Sheraton-Peabody Hotel at

9:00 A.M. on Sunday, April 16.

Woman’s Auxiliary to the

Tennessee Medical Association

April 12-13-14, 1967

Holiday Inn-Rivermont, Memphis

The Woman’s Auxiliary will conduct its an-

nual meeting at the Holiday Inn-Rivermont.

The registration desk will be located in the Lobby.

With the exception of the President’s Luncheon
on Friday, April 14th, all committee meetings,

the general session and Board meetings will be

held at the Inn.

The official program begins Wednesday after-

noon, April 12th, 1967. The convention head-

quarters will be Holiday Inn-Rivermont where
the 39th Annual Convention will be in session.

Registration

Wednesday, April 12—2:00 P.M.-5:00 P.M.

Thursday, April 13—9:00 A.M.-4:30 P.M.

Friday, April 14—9:00 A.M.-12:30 P.M.

Complete details and schedule of events and
meetings of the Woman’s Auxiliary are listed in

this program under the days they will occur,

Thursday and Friday.

Arts and Crafts Exhibit

The Arts and Crafts Exhibit of the Woman’s
Auxiliary will be conducted in the Holiday Inn-

Rivermont. Doctors and their wives are urged to

participate in the exhibit.

TENNESSEE OBSTETRICAL AND
GYNECOLOGICAL SOCIETY

Thursday, April 13, 1967

6:30 P.M.

SOCIAL HOUR AND BANQUET
Holiday Inn-Rivermont

*> * *

TENNESSEE CHAPTER
AMERICAN COLLEGE OF

SURGEONS
Friday, April 14, 1967
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12:00 Noon
COUNCIL LUNCHEON

Room 213 Sheraton-Peabody Hotel

Saturday, April 15, 1967

TRAUMA COMMITTEE—LUNCHEON
Room 213 Sheraton-Peabody Hotel

TENNESSEE DISTRICT BRANCH
AMERICAN PSYCHIATRIC

ASSOCIATION
Friday, April 14, 1967

6:30 P.M.

SOCIAL HOUR AND BANQUET
(By reservation)

Summit Club—Memphis

* * *

VANDERBILT MEDICAL ALUMNI
ASSOCIATION

April 14, 1967

5:30-7:00 P.M.

COCKTAILS
Top of the 100 Club

(100 North Main Bldg.)

Memphis

Vanderbilt Host—Randolph Batson, M.D.

PROGRAM

Thursday, April 13, 1967

1:00 P.M. (C.S.T.)

House of Delegates

Georgian Room, Sheraton-Peabody

Hotel—Memphis

SPECIALTY SOCIETIES
MORNING

TENNESSEE STATE

ORTHOPAEDIC SOCIETY

9:00 A.M.

Business Meeting

Room 216 Sheraton-Peabody Hotel

WOMAN’S AUXILIARY TO THE
TENNESSEE MEDICAL

ASSOCIATION
April 12-14, 1967

CONVENTION HEADQUARTERS
HOLIDAY INN-RIVERMONT

sg: s£ % jjc j£

39th Annual Convention

Wednesday, April 12, 1967

2:00 P.M.-5:00 P.M. Registration

LOBBY—HOLIDAY INN-RIVERMONT

2:00 P.M.-5:00 P.M.

Special Committee Meetings (Awards, Finance,

Revisions)—President’s Suite, Holiday Inn-

Rivermont

2:00 P.M.-5:00 P.M.

Entries accepted for Arts and Crafts Show at

Holiday Inn-Rivermont

Thursday, April 13, 1967

Holiday Inn-Rivermont

9:00 A.M.-4:30 P.M.

Registration—Lobby

8:00 A.M.

Pre-Convention Board Breakfast

10:00 A.M.

General Convention Session

12:30 P.M.

Luncheon and Fashion Show by Julius Lewis at

Holiday Inn-Rivermont

2:45 P.M.

Shopping tour to Southland Mall and Barzizza’s

9:30 A.M.-4:00 P.M.

Hospitality Room Open

(Visit Arts and Crafts Exhibit)

SPECIALTY SOCIETIES
AFTERNOON

TENNESSEE STATE
ORTHOPAEDIC SOCIETY

Room 200 Sheraton-Peabody Hotel

THURSDAY, APRIL 13, 1967

12:00 Noon
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LUNCHEON

GUEST SPEAKER: Vernon L. Nickel, M.D.,

Medical Director, Rancho Los Amigos Hospital,

Downey, California; Associate Clinical Profes-

sor of Orthopaedic Surgery, Loma Linda Uni-

versity

SCIENTIFIC PROGRAM

1:00 P.M.

“Meralgia Paresthetica: Operative Findings and

Treatment”

By: Paul H. Williams, M.D., Memphis

1:20 P.M.

(Discussion)

1:30 P.M.

“Non-Pigmented Villanodular Synovitis of the

Hip”

By: James G. McClure, M.D., Memphis

1:50 P.M.

(Discussion)

2:00 P.M.

‘‘Preservation of the Body Image in Treatment of

Orthopaedic Problems”

By: Ernest Dehne, M.D., Memphis (By invita-

tion)

2:20 P.M.

(Discussion)

2:30 P.M.

Intermission to Visit Exhibits

3:15 P.M.

“Use of the Halo Fixation for Cervical Spine

Disabilities”

By: Vernon L. Nickel, M.D., Downey, California

3:45 P.M.

“Early Experience with Leg Lengthening”

By: A. S. Edmonson, M.D., Joe Boals, M.D.,

Keith Vanden Brink, M.D., Memphis

4:05 P.M.

(Discussion)

4:15 P.M.

“Epiphysiolysis of the Medical Clavicle” (With

Movie)

By: Arthur L. Brooks, M.D., Nashville

4:35 P.M.

(Discussion)

TENNESSEE ACADEMY OF
OPHTHALMOLOGY

Louis XVI Room Sheraton-Peabody Hotel

THURSDAY, APRIL 13, 1967

12:00 Noon

LUNCHEON AND PANEL DISCUSSION

Panelists: Marshall M. Parks, M.D., Washington,

D. C.

Philip M. Lewis, M.D., Memphis
James H. Elliott, M.D., Nashville

SCIENTIFIC PROGRAM

1:25 P.M.

Meeting Called to Order

By: Fred A. Rowe, M.D., President

1:30 P.M.

“Von Hippel’s Angiomatosis Retinae”

By: Henry Grizzard, M.D. and James E. Wilson,

M.D., Memphis

1:45 P.M.

“Treatment of Patients with Advanced Glaucoma-

tous Field Defects”

By: G. Allen Lawrence, M.D., Nashville

2:00 P.M.

“Relationship of Diabetes Mellitus to Glaucoma”

By: Roger L. Hiatt, M.D., Dennis E. Hall, B.S.,

and David Sorgen, M.D., Memphis

2:15 P.M.

“Therapeutic Evaluation of Retrobulbar Reposi-

tory Steroid Injection”

By: Alice R. Deutsch, M.D., Memphis

2:30 P.M.

Intermission to Visit Exhibits

2:45 P.M.

GUEST SPEAKER

MARSHALL M. PARKS, M.D., Washington, D. C.

Subject: “The Management of Congenital

Cataracts”

3:15 P.M.

“Micro- Surgery of Congenital Cataracts”

By: Fredrick Hampton Roy, M.D., Memphis

CASE REPORTS
3:30 P.M.

“Histocytosis X, Disseminated”

By: Lee Rogers, M.D., Memphis

3:45 P.M.

“Congenital Staphyloma of the Cornea”

By: John Cunningham, M.D., Chattanooga, and

I. Lee Arnold, M.D., Chattanooga
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4:00 P.M.

“Epithelization of the Anterior Chamber Follow-

ing Penetrating Keratoplasty”

By: James H. Elliott, M.D., Nashville; Howard
M. Leibowitz, M.D., and Arthur Boruchoff,

M.D., Boston

4:15 P.M.

“Corneal Changes Secondary to Chloroquine Ther-

apy”

By: J. Ed Campbell, Jr., M.D., Knoxville

TENNESSEE ACADEMY OF

OTOLARYNGOLOGY
Louis XVI Room Sheraton-Peabody Hotel

THURSDAY, APRIL 13, 1967

12:00 Noon

LUNCHEON AND BUSINESS MEETING

(Joint luncheon of both sections of the Tennessee

Academy of Ophthalmology and Otolaryngology.

Following a business meeting, the scientific pro-

gram for the ENT Section will begin at 2:00 P.M.

in Room 314.)

SCIENTIFIC PROGRAM

Room 314 Sheraton-Peabody Hotel

2:00 P.M.

“The Use of the Operation Microscope in Peroral

Laryngeal Surgery”

By: William G. Kennon, Jr., M.D., Nashville

Jerrall P. Crook, M.D., Nashville

2:20 P.M.

Discussion—By: Edwin W. Cocke, M.D., Memphis

2:30 P.M.

“A Further Report on the Sacculotomy Operation”

By: Clyde T. Alley, M.D., Nashville

2:50 P.M.

“A Further Report on the Epidural Endolymphatic
Shunt Operation”

By: John J. Shea, Jr., M.D., and Antonio Maz-
zoni, M.D., Memphis

3:10 P.M.

“A Preliminary Report on the Cryosurgical Treat-

ment of Vertigo”

By: M. Coyle Shea, M.D., Memphis

3:20 P.M.

“The Treatment of Vertigo with Intravenous In-

novar”

By: George L. Miller, M.D., Memphis

3:30 P.M.

Discussion

—

By: Paul H. Ward, M.D., Nashville

James T. Robertson, M.D., Mem-
phis

3:50 P.M.

Coffee Break

4:00 P.M.

“Cylindromas of the Head and Neck”

By: Charles W. Cox, M.D., Memphis

4:15 P.M.

“Basic Principles in the Use of Adjacent Flaps

in Head and Neck Surgery”

By: Edwin N. Rise, M.D., and R. Wayne Martin,
M.D., Memphis

4:30 P.M.

“Electro Cautery in Tonsils and Adenoid Removal
Using Fluothane Anesthesia”

By: (To be announced)

Discussion

—

By: Charles E. Long, M.D., Memphis
J. Mac Sams, M.D., Johnson City

George L. Miller, M.D., Mem-
phis

General Discussion

5:00 P.M.

Cocktails

(Location to be announced)

TENNESSEE ACADEMY OF
PREVENTIVE MEDICINE AND

PUBLIC HEALTH
and

TENNESSEE INDUSTRIAL
MEDICAL ASSOCIATION

Room 303-07 Sheraton-Peabody Hotel

THURSDAY, APRIL 13, 1967

Members of the

Tennessee Academy of General Practice

are invited to attend.

SCIENTIFIC PROGRAM

1:30 P.M.

“Current and Future Issues in Occupational (In-

dustrial) Medicine”

By: Jean S. Felton, M.D., Professor of Occupa-
tional Medicine, University of Southern Cali-

fornia, Los Angeles

(Discussion)

2:15 P.M.

“Computer Electrocardiography”

By: James K. Cooper, M.D., Heart Disease Con-
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trol Program, National Center for Chronic

Disease Control, U. S. Public Health Service,

Washington, D. C.

(Discussion)

Business Meeting

Adjourn—Visit Exhibits

TENNESSEE OBSTETRICAL AND
GYNECOLOGICAL SOCIETY

THURSDAY, APRIL 13, 1967

6:30 P.M.

Social Hour and Banquet
Holiday Inn-Rivermont

Friday, April 14, 1967

SCIENTIFIC MEETINGS
MORNING

General Scientific Program

Continental Ballroom Sheraton-Peabody Hotel

Presiding: Robert M. Miles, M.D., Memphis, Sci-

entific Program Committee

9:00 A.M.

PANEL DISCUSSION

“The Thyroid Dilemma”

“Toxic and Nontoxic, Diffuse and Nodular Goiter”

Moderator: Isidore Cohn, Jr., M.D., Professor

and Chairman, Department of Sur-

gery, Louisiana State University
School of Medicine, New Orleans,

Louisiana

“Pathogenesis of Goiter”

William Stephen Coppage, M.D., Endocrinologi-

cal Research, Veterans Administration Hospital,

Nashville

“Indications for and Results of Therapy”

Medical

—

William M. Law, M.D., Internist and
Clinician, Knoxville

Surgical

—

Bentley P. Colcock, M.D., Lahey
Clinic, Boston, Massachusetts

10:00 A.M.

Intermission—Visit Exhibits

10:30 A.M.

PANEL DISCUSSION: “Governmental Medical
Care”

Moderator: Tom E. Nesbitt, M.D., Urologist,
Nashville (Speaker, TMA House of

Delegates)

Panelists: Donovan F. Ward, M.D., Immediate
Past-President, American Medical As-
sociation, Dubuque, Iowa
G. Baker Hubbard, M.D., Surgeon,

President, Tennessee Medical Asso-

ciation, Jackson
Wesley W. Hall, M.D., Chairman,
Board of Trustees, American Medical

Association, Reno, Nevada
Erwin Witkin, M.D., Medical Con-
sultant, Bureau of Health Insurance,

U. S. Department of Health, Educa-
tion and Welfare, Social Security Ad-
ministration, Baltimore, Maryland

WOMAN’S AUXILIARY TO THE
TENNESSEE MEDICAL

ASSOCIATION
FRIDAY, APRIL 14, 1967

Holiday Inn-Rivermont

PROGRAM
9:00 A.M.-12:30 P.M.

Registration—Lobby

9:30 A.M.-11:30 A.M.

“MEMPHIS, OLD AND NEW”
(Bus tour leaving Holiday Inn-Rivermont)

9:00 A.M.-12:30 P.M.

Hospitality and Arts and Crafts Open

1:00 P.M.

President’s Luncheon

(Summit Club, atop First National Bank Bldg.,

Madison at Third Street)

Awards and Installation of Officers

3:30 P.M.

Post-Convention Board Meeting
Holiday Inn-Rivermont

4:00 P.M.-5:00 P.M.

(Pick up Arts & Crafts Exhibits)

SPECIALTY SOCIETIES

AFTERNOON

TENNESSEE CHAPTER—
AMERICAN COLLEGE OF

SURGEONS

Venetian Room

Sheraton-Peabody Hotel Memphis

FRIDAY, APRIL 14, 1967
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WELCOME

The Tennessee Chapter, A.C.S. extends a cordial

invitation to all physicians attending the TMA
meeting, to be the guests at the scientific sessions

of the A.C.S. on Friday, April 14, 1967. Resi-

dents, Interns and Students are especially invited.

PROGRAM

Presentations by members limited to fifteen

minutes in length.

David Dunavant, M.D., presiding

SCIENTIFIC PROGRAM

1:30 P.M.

“Major Vessel Trauma Concomitant with Frac-

tures of the Bones of the Extremities”

By: David R. Pickens, Jr., M.D., Nashville

“Lesions Simulating the Protruded Intravertebral

Disk”

By: Harold B. Boyd, M.D., Memphis

“Ileal Bypass in Intractable Obesity and in

Atherosclerosis”

By: H. William Scott, Jr., M.D., Nashville

“Recurrent Carcinoma of the Colon”

GUEST SPEAKER: Isidore Cohn, Jr., M.D., Pro-

fessor of Surgery and Chair-

man of the Department,
Louisiana State University

School of Medicine, New Or-

leans

Intermission—Visit Exhibits

H. William Scott, Jr., M.D., presiding

“The Surgical Treatment of Diverticulitis of the

Colon”

GUEST SPEAKER: Bentley P. Colcock, M.D.,

Lahey Clinic, Boston

“Ileofemoral Thrombophlebitis”

By: Louis G. Britt, M.D., Memphis

“Traumatic Rupture of the Diaphragm due to

Indirect Violence”

By: Robert W. Newman, M.D., Knoxville

4:30 P.M.

Business Meeting

Tennessee Chapter, American College of Surgeons

BANQUET AND ENTERTAINMENT
EVENING PROGRAM
Continental Ballroom

Sheraton-Peabody Hotel

6:15 P.M.

SOCIAL HOUR
7:00 P.M.
DINNER

Entertainment: “THE SINGING DOC-
TORS” — Greene County
Medical Society, Spring-

field, Missouri

TMA members are especially invited.

Tickets ($6.00). Tickets can be purchased

at the registration desk.

Members of the Tennessee Medical As-
sociation and guests are invited to the

Social Hour and Banquet. The “Singing

Doctors” are widely known for their

recordings, their latest being a hilarious

album and the fourth in the popular

“Medical Hit Parade” Series. You are

urged to attend. PLEASE PURCHASE
YOUR TICKETS EARLY IN ORDER TO
SECURE RESERVATIONS.

TENNESSEE OBSTETRICAL AND
GYNECOLOGICAL SOCIETY

Holiday Inn-Rivermont

FRIDAY, APRIL 14, 1967

12:00 Noon

Luncheon

Business Meeting

SCIENTIFIC PROGRAM
President’s Address

“Ovarian Function after Hysterectomy as Eval-

uated by Colpocytograms”

By: William F. Mackey, M.D., President

James R. Reinberger, M.D., Memphis

“Liver Scanning in Genital Malignancies”

By: M. Gaynor Howell, Jr., M.D., Department
of Obstetrics and Gynecology, University of

Tennessee Memorial Hospital and Research

Center, Knoxville

“Appendectomy Incidental to Cesarean Section

and Tubal Ligation”

By: Gerald Jones, M.D., Department of Obstet-

rics and Gynecology, Baroness Erlanger Hos-
pital, Chattanooga

“Sheehan’s Syndrome Associated with Eclampsia
and a Small Sela Turcica”

By: Robert S. Harlin, M.D., Department of Ob-
stetrics and Gynecology, City of Memphis
Hospitals and the University of Tennessee,

Memphis
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TENNESSEE THORACIC SOCIETY
Room 215 Sheraton-Peabody Hotel

FRIDAY, APRIL 14, 1967

Joint Meeting with the

TENNESSEE CHAPTER—AMERICAN COLLEGE
OF CHEST PHYSICIANS

12:00 Noon
Luncheon

1:00 P.M.

Business Meeting

1:15 P.M.

SCIENTIFIC PROGRAM
SYMPOSIUM: “Etiologies of Primary Atypical

Pneumonia”

Moderator: Gene H. Stollerman, M.D., Professor

of Medicine, Chairman of Department
of Medicine, University of Tennessee

College of Medicine, Memphis

TOPICS

1. “Viral Etiologies” by Michael W. Rytel, As-

sistant Professor of Medicine, Department of

Medicine, University of Tennessee College of

Medicine, Memphis (20 minutes)

2. “Mycoplasma Etiologies” by John P. Griffin,

M.D., Assistant Professor of Medicine, Depart-

ment of Medicine, University of Tennessee

College of Medicine, Memphis (20 minutes)

Discussion and Questions

(20 minutes)

2:15 P.M.

“Medical Lessons from Man-In-The-Sea”

GUEST SPEAKER: Commander T. Richter, MC,
Department of the Navy, Bu-
reau of Medicine and Sur-

gery

During this presentation the Sealab II film will

be shown.

(Courtesy of the Tennessee Tuberculosis and
Health Association)

3:00 P.M.

Adjourn to Visit Exhibits

TENNESSEE STATE
ORTHOPAEDIC SOCIETY

Room 200 Sheraton-Peabody Hotel

FRIDAY, APRIL 14, 1967

SCIENTIFIC PROGRAM
1:00 P.M.

“Socio-Economic Factors Involved in 100 Con-
secutive Laminectomies”

By: Dennis Coughlin, M.D., Knoxville

1:20 P.M.

(Discussion)

1:30 P.M.
“Lateral Spine Fusion: Preliminary Report”

By: E. B. Wilkinson, Jr., M.D., Memphis

1:50 P.M.

(Discussion)

2:00 P.M.

“Orthopaedics Overseas Program in Nigeria”

By: Merritt B. Shobe, M.D., Kingsport

2:20 P.M.

(Discussion)

2:30 P.M.

“Orthopaedic Aspects of the Care of Patients with

Stroke”

By: Vernon L. Nickel, M.D., Downey, California

3:00 P.M.

Intermission to Visit Exhibits

3:45 P.M.

“The Use of Vitallium Femoral Condylar Replace-

ment Prosthesis in Rheumatoid and Osteo-

arthritic Joints”

By: E. M. Lunceford, Jr., M.D., Columbia, S. C.

(By Invitation)

4:05 P.M.

(Discussion)

4:15 P.M.

“Synovectomy and Debridement of the Knee in

Rheumatoid Arthritis”

By: Vernon L. Nickel, M.D., Downey, Calif.

4:45 P.M.

Adjourn

TENNESSEE ACADEMY OF
OPHTHALMOLOGY

Louis XVI Room Sheraton-Peabody Hotel

FRIDAY, APRIL 14, 1967

12:00 Noon
LUNCHEON AND PANEL DISCUSSION

Panelists: Marshall M. Parks, M.D., Washington,

D. C.

Philip M. Lewis, M.D., Memphis
James H. Elliott, M.D., Nashville

1:15 P.M.

Business Meeting

SCIENTIFIC PROGRAM
1:55 P.M.

Meeting Called to Order

By: Fred A. Rowe. M.D., President

2:00 P.M.
“Giant Cell Arteritis”

By: John W. Wood, M.D., Lee R. Minton, M.D.,

and James H. Elliott, M.D., Nashville

2:15 P.M.

GUEST SPEAKER
Marshall M, Parks, M.D., Washington, D. C.

Subject: “Basic Principles in Surgical Treatment
of Strabismus”

2:45 P.M.
Intermission to Visit Exhibits



March, 1967 SPECIAL SECTION 303

3:00 P.M.

“Simplified Retinal Localization Chart”

By: Jerre M. Freeman, M.D., Memphis

3:15 P.M.

“Cogan’s Microcystic Corneal Epithelial Dystro-

phy”

By: John McMahan, M.D., Robert Nevins, M.D.,

and James H. Elliott, M.D., Nashville

CASE REPORTS

3:30 P.M.

“An Unusual Case of Ocular Pain”

By: Roland H. Myers, M.D., Memphis

3:45 P.M.

“Acute Non-Granulomatous Iritis Associated with

Pulmonary Granulomatous Disease”

By: Joseph W. Wahl, M.D., Nashville

4:00 P.M.

“Neuromyelitis Optica”

By: L. Rowe Driver, M.D., Nashville

4:15 P.M.

“A Complication of Strong Miotics in the Treat-

ment of Narrow Angle Glaucoma”

By: Ben F. House, M.D., Jackson

4

TENNESSEE ACADEMY OF
OTOLARYNGOLOGY

Louis XVI Room Sheraton-Peabody Hotel

FRIDAY, APRIL 14, 1967

12:00 Noon

LUNCHEON AND BUSINESS MEETING
(Joint luncheon of both sections of the Tennessee
Academy of Ophthalmology and Otolaryngology.

Following a business meeting, the scientific pro-

gram for the ENT Section will begin at 2:00 P.M.
in Room 314)

SCIENTIFIC PROGRAM
Room 314 Sheraton-Peabody Hotel

2:00 P.M.

“Management of Facial Nerve Palsy”

By: Edgar R. Franklin, M.D., and Edwin N. Rise,

M.D., Memphis

2:20 P.M.

“Management of a Tumor in a Newborn Infant”

By: Herbert Duncan, M.D., Nashville

2:35 P.M.

“Catarrhal Drain Tubes in Secretory Otitis—New
Developments”

By: (To be announced)

Overall Discussion

3:00 P.M.

“The Recognition and Management of the Allergic

Patient”

By: (To be announced)

Discussion—By: Laurence L. Cohen, M.D., Mem-
phis

General Discussion

3:30 P.M.

Coffee Break

3:40 P.M.

“Teflon Paste Injection for Correction of Velo-

pharyngeal Insufficiency”— 16 mm color movie
with sound

By: Paul H. Ward, M.D., Nashville, Resident
Staff at Vanderbilt University

Discussion—By: McCarthy DeMere, M.D., Mem-
phis

Edwin N. Rise, M.D., Memphis

General Discussion

4:10 P.M.

“The Lateral Pharyngotomy Approach for Tumors
at the Base of the Tongue”

By: Paul H. Ward, M.D., Nashville, Resident
Staff at Vanderbilt University

Discussion—By: Edwin W. Cocke, M.D., Memphis

4:30 P.M.

“The Newer Antibiotic Agents—Advantages and
Disadvantages”

By: (To be announced)

General Discussion

5:00 P.M.

Cocktails

(Location to be announced)

TENNESSEE DISTRICT BRANCH—
AMERICAN PSYCHIATRIC

ASSOCIATION
FRIDAY, APRIL 14, 1967

12:00 Noon

LUNCHEON
Georgian Room Sheraton-Peabody Hotel

1:00 P.M.—Review Exhibits

SCIENTIFIC PROGRAM
Georgian Room Sheraton-Peabody Hotel

1:30 P.M.

“Consideration of the Paranoid Problem in Psy-

chiatric Practice”

By: Kenneth J. Munden, M.D., Director, Out-

patient Dept., Tennessee Psychiatric Insti-

tute, Assistant Professor of Psychiatry, Uni-

versity of Tennessee College of Medicine,

Memphis
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6:00 P.M.

COCKTAILS

March, 1967

2:15 P. M.

Discussion—By: James E. Hasselle, M.D., De-
partment of Psychiatry, Univer-

sity of Tennessee College of

Medicine, Memphis

2:30 P.M.

“Psychomotor Seizures, Psychoneurosis, and the

Limbic System”—A discussion of these disorders

originating in structural disease of the temporal

lobes.

By: Robert A. Utterback, M.D., Professor of

Neurology and Director of the Department
of Neurology, University of Tennessee Col-

lege of Medicine, Memphis

3:15 P.M.

Discussion—By: Phineas J. Sparer, M.D., Pro-

fessor of Psychiatry and Preven-

tive Medicine, University of Ten-

nessee College of Medicine,
Memphis

3:30 P.M.

Intermission—Visit Exhibits

3:40 P.M.

Business Meeting

EVENING PROGRAM
SOCIAL HOUR (By Reservation) Summit Club

7:30 P.M.

BANQUET (By Reservation) Summit Club

TENNESSEE NEUROSURGICAL
SOCIETY

Room 214 Sheraton-Peabody Hotel

FRIDAY, APRIL 14, 1967

SCIENTIFIC PROGRAM

2:00 P.M.

“Acoustic Neuromas”

By: Frank J. Otenasek, M.D., The Johns Hop-
kins Medical School, Baltimore, Maryland

(General discussion by the members will follow)

3:45 P.M.

Business Meeting

Following the business meeting, members are

urged to visit the exhibits.

TENNESSEE STATE SOCIETY OF
ANESTHESIOLOGISTS

FRIDAY EVENING, APRIL 14, 1967

Georgian Room Sheraton-Peabody Hotel

7:30 P.M.

BANQUET—Doctors and Wives

Saturday, April 15, 1967

IMPACT BREAKFAST
7:15 A.M.

SHERATON-PEABODY HOTEL
(VENETIAN ROOM)

1:00 P.M.

House of Delegates

Georgian Room, Sheraton-Peabody

Hotel—Memphis

MORNING
General Scientific Program

9:00 A.M.

Presiding: B. K. Hibbett, III, M.D., Nashville,

Vice President, TMA
PANEL DISCUSSION—“Contraception”
Moderator: Sam P. Patterson, M.D., Department

of Obstetrics & Gynecology, Univer-

sity of Tennessee College of Medicine,

Memphis

Panelists: Stewart A. Fish, M.D., Professor
and Chairman, Department of Obstet-

rics and Gynecology, University of

Tennessee College of Medicine, Mem-
phis

Robert L. Chalfant, M.D., Specialist

in Obstetrics and Gynecology, Nash-
ville

W. Powell Hutcherson, Specialist in

Obstetrics and Gynecology, Chatta-

nooga

10:00 A.M.

Intermission—Visit Exhibits

10:30 A.M.

“Projection of Changes in the Future of Medical

Practice”

By: Bland W. Cannon, M.D., Neurosurgeon,
Memphis, Member of the Council on Medical

Education of the American Medical Associa-

tion

11:00 A.M.

“The Physician in Society”

By: Charles L. Hudson, M.D., Cleveland, Ohio,

President, American Medical Association, Dip-



March, 1967 SPECIAL SECTION 305

lomate American Board of Internal Medi-
cine, Fellow American College of Physicians,

and a member of the American Federation

for Clinical Research

SPECIALTY SOCIETIES
AFTERNOON

TENNESSEE SOCIETY OF
PATHOLOGISTS

Room 215 Sheraton-Peabody Hotel

SATURDAY, APRIL 15, 1967

12:00 Noon

Dutch Treat Luncheon

SCIENTIFIC PROGRAM
1:00 P.M.

“The Acid Base Ratio”

By: Elgin P. Kintner, M.D., Maryville

1:25 P.M.

“Pulmonary Sporotrichosis”

By: Terry Cruthirds, M.D., Memphis

1:40 P.M.

“Suicides, a Study in Technique”

By: Jerry T. Francisco, M.D., Memphis

2:05 P.M.

“Immunofluorescent Aspects of Goodpasture Syn-
drome”

By: D. J. Kroe, M.D., and James A. Pitcock,

M.D., Memphis

2:35 P.M.

“Evaluation of Pregnancy Testing”

By: A. Peter Inclan, M.D., and Jack Richmond,
M.D., Memphis

2:50 P.M.

Intermission To Visit Exhibits

3:00 P.M.

“Experience in Renin and Angiotensin Assay”

By: E. Eric Muirhead, M.D., and Byron E. Leach,
Ph.D., Memphis

3:25 P.M.

MOVIE: “In The Medical Laboratory”
(The first showing of a Technologist Recruit-
ment Film)

4:00 P.M.

Business Meeting

TENNESSEE RADIOLOGICAL
SOCIETY

SATURDAY, APRIL 15, 1967

12:00 Noon

LUNCHEON
Room 200 Sheraton-Peabody Hotel

SCIENTIFIC PROGRAM
1:00 P.M.

“Selective Double and Triple Contrast Studies of

the G.I. Tract (using barium spray and pneu-

moperitoneum)”

By: Edward Buonocore, M.D., Chairman, Depart-

ment of Radiology, University of Tennessee

Research Hospital, Knoxville

“Intravenous Pyelograms in Multiple Myeloma”

By: Vernon A. Vix, M.D., Associate Professor of

Radiology* and Chairman of the Radiology

Service, Veterans Administration Hospital,

Nashville

“Time-Dose Relationships in Radiotherapy”

By: William L. Caldwell, M.D., Associate Pro-

fessor of Radiology and Director of Radio-

therapy and Radiation Research, Vanderbilt

University School of Medicine, Nashville

“Voiding Cystourethrography”

By: William E. Long, M.D., Department of Ra-
diology, LeBonheur Children’s Hospital,
Memphis

“Radiographic Findings of Acquired Idiopathic

Dysgammaglobulinemia”

By: Jerry W. Grise, M.D., Department of Radi-

ology, Crittendon Memorial Hospital, West
Memphis, Arkansas

“Radiographic Aspects of Intrauterine Trans-

fusions”

By: Webster W. Riggs, M.D., Assistant Professor

Department of Radiology, Diagnostic Section,

University of Tennessee College of Medicine,

Memphis

3:00 P.M.

Intermission—Visit Exhibits

3:30 P.M.

Business Meeting

TENNESSEE DIABETES
ASSOCIATION

Louis XVI Room Sheraton-Peabody Hotel

SATURDAY, APRIL 15, 1967

12:00 Noon

Luncheon

Members and Guests

SCIENTIFIC PROGRAM
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1:30 P.M.

“Continuing Advances in Insulin Therapy”

By: William R. Kirtley, M.D., Director Medical

Research Division, Eli Lilly Company, Pro-

fessor, Indiana University School of Medi-

cine, Indianapolis, Indiana

2:00 P.M.

“The Use of the Insulin Assays in the Evaluation

of Hypoglycemic States”

By: Oscar B. Crofford, M.D., Assistant Professor

of Medicine and Physiology, Vanderbilt Uni-

versity School of Medicine, Nashville

2:30 P.M.

Intermission—Visit Exhibits

3:00 P.M.

“Recent Research in Diabetes Mellitus”

By: Thomas P. Sharkey, M.D., Past President,

American Diabetes Association; Professor,

Clinical Medicine, Ohio University, Dayton,

Ohio

3:30 P.M.

Clinical Pathological Conference with clinical dis-

cussion by Drs. Sharkey, Crofford, and Kirtley

Business Meeting (Members only)

To follow scientific session

TENNESSEE STATE SOCIETY OF
ANESTHESIOLOGISTS
SATURDAY, APRIL 15, 1967

Room 216 Sheraton-Peabody Hotel

12:00 Noon

Luncheon

SCIENTIFIC PROGRAM

1:00 P.M.

(Joint Meeting with Tennessee Pediatric Society)

“Reactions to Drugs, Their Relation to Growth
and Development”

By: Harry C. Shirkey, M.D., Director, The Chil-

dren’s Hospital, Birmingham, Alabama, and
Visiting Professor of Pediatrics at the Kaui-
keolaini Children’s Hospital, Honolulu, Ha-
waii

2:00 P.M.

“The Pharmalogical Aspects of Pediatric Anes-
thesia”

By: Charles Pittinger, M.D., Nashville, Profes-

sor, Department of Anesthesiology, Vander-
bilt University School of Medicine

3:00 P.M.

Business Meeting

TENNESSEE PEDIATRIC SOCIETY
SATURDAY, APRIL 15, 1967

Room 214 Sheraton-Peabody Hotel

12:00 Noon

Luncheon and Business Meeting

1:00 P.M.

Room 216

Scientific Meeting

(Joint meeting with Tennessee State Society of

Anesthesiologists

)
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The answer may be yes ... if they’re not on

Hygroton. For instance, a therapeutic dose

of a short-acting diuretic may cost 3 times as

much as an equivalent dose of Hygroton. With

Hygroton, in fact, you can usually do the job

with just one tablet a day or one every other

day. It’s no wonder that the trend has been

away from short-acting, multiple-dose, high-

cost diuretics.

You may hear that a short-acting diuretic was
more effective in a 400 mg. (ten-tablet) dose

than Hygroton in a 200 mg. (two-tablet) dose.

If one considers maximum recommended
doses for each product, tablet for tablet

Hygroton was clearly superior. Two tablets

of Hygroton were found to produce almost

40% more natruresis and 20% more weight

loss than five tablets of the other diuretic.*

Note that these are maximum recommended
doses!

For effectiveness, economy, and conven-

ience, therefore, Hygroton is the diuretic to

choose to start with and the one to stay with.

*Brest, A. N., et al.: J. New Drugs 5:329, 1965.

Natruresis above control values after

maximum recommended doses
(mEq./24 hours) in “normal” patients

111 152

5 tablets short-acting 2 tablets

nonthiazide diuretic Hygroton

48-hour weight loss after maximum recommended doses
in edematous patients with congestive heart failure

due to arteriosclerotic or rheumatic heart disease

1.84 lbs. 2.2 lbs.

5 tablets short-acting 2 tablets

nonthiazide diuretic Hygroton

Indications: Hypertension and many types of edema
involving retention of salt and water.

Contraindications: Hypersensitivity and most cases of

severe renal or hepatic disease.

Warning: With administration of enteric-coated potas-

sium supplements, the possibility of small bowel lesions

should be kept in mind.

Precautions: Reduce dosage of concomitant antihyper-

tensive agents by at least one-half. Discontinue if the

BUN rises or liver dysfunction is aggravated. Electrolyte

imbalance and potassium depletion may occur; take

special care in cirrhosis or severe ischemic heart dis-

ease, and in patients receiving corticosteroids, ACTH,

or digitalis. Salt restriction is not recommended.
Side Effects: Dizziness, weakness, nausea, vomiting,

hyperglycemia, hyperuricemia, headache, muscle
cramps, postural hypotension, constipation, leukopenia,

thrombocytopenia, agranulocytosis, impotence, dysuria,

transient myopia, skin reactions, including urticaria

and purpura, epigastric pain, or G.l. symptoms after

prolonged administration.

Average Dosage: One tablet (100 mg.) with breakfast

daily or every other day.

Availability: Tablets of 100 mg. in bottles of 100 and 1000.

For full details, see the complete prescribing information.

6524-V(B)

Hygroton®
chlorthalidone

Geigy
Geigy Pharmaceuticals (/gjjM

Division of

Geigy Chemical Corporation
Ardsley, New York

HY-4736S
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‘Pte^idetit & “Paae
"Singing The Blues"

One of the major issues that will be confronting the House of

Delegates at its annual session in April, concerns the matter of

whether or not the Tennessee Medical Association should officially

take action to sponsor a Blue Shield Plan in Tennessee,
The House of Delegates in April, 1966, by resolution, acted

to discontinue the Tennessee Plan and established the date of May
1, 1967, as the deadline for all previous Tennessee Plan policies to

be terminated, as well as physician participating agreements. These
have been in the process of being phased out during the past twelve
months.

The House of Delegates in April, 1966, also passed a resolution
whereby in dealing with a third party on any matter involving

fees, that consideration should only be given to usual and customary fees as payments
for all physicians’ services. Also, in the meeting of the House of Delegates in 1966, the

Health Insurance Committee of TMA was directed to investigate, develop and pursue
programs or plans for presentation to the House of Delegates in 1967.

On January 22, 1967, a meeting was conducted between the TMA Board of Trustees
and Health Insurance Committee, with members of the Medical Policy Committee and
Executive Staff of the Tennessee Hospital Service Association. This meeting was held
in Nashville. Its purpose was to try and improve the rapport between the Tennessee
Medical Association and the Tennessee Hospital Service Association, the meeting being
requested by THSA’s Medical Policy Committee. At this meeting it was my impression
that the Tennessee Hospital Service Association was interested in attempting to have
the Tennessee Medical Association sponsor a Blue Shield Plan in the state.

The physicians of Tennessee have always favored free enterprise without federal

interference. Private insurance companies fit into this category and have stood by
us in our efforts to steer away from federal domination. Now, are we deserting private

enterprise if we as an Association determine to sponsor a Blue Shield plan? Does med-
icine desire and feel an obligation to support private insurance companies? This is a

question that the House of Delegates, in their wisdom, should consider before agreeing
to sponsor any kind of program or plan.

In the event that the House determines for the Association to sponsor a Blue Shield
plan, it is my hope that an agreement can be reached on the following provisions: (1)

Any plan considered should contain coverage equal to Medicare. (2) Any plan considered
should be on an indemnity basis—not a service plan. (3) Usual and customary fees

should be the only consideration given for payment to physicians for their services and
without an established ceiling on payments. (4) Profiles for physicians’ fees should not
be submitted to any carrier. (5) Any proposed plans should encompass all physicians,

which includes hospital based specialists. (6) There should be a distinct separation of

Blue Cross and Blue Shield, each with a separate executive board. (7) The majority
of such a Board or committee should be physicians and in matters pertaining solely to

the practice of medicine, the medical members should possess and exercise voting rights

and privileges. (8) Where and if a Blue Shield plan acts as a carrier or intermediary for

any state or federal program, the medical board or committee members should have the

power of approval on all matters pertaining to physicians’ services and payments.

Sincerely yours,

Dr. Hubbard

President
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EDITORIAL
THE SECOND TENNESSEE CONGRESS ON
MENTAL ILLNESS AND HEALTH

The Congress convened in Nashville on
October 12 and 13, 1966, designed, as indi-

cated in the program, to bring together as

many persons as possible in our State for

the discussion of mutual problems in the

broad field of mental illness and health.

To stimulate attendance, a program was
developed that would be educational in a

number of current areas of need that re-

quire much new knowledge and understand-

ing by those upon whose shoulders will fall

the responsibility of implementation and
planning.

There is a need for physicians to know
more about mental illness, and the interre-

lationships between physical disease and the

emotional structure of those who become
sick. In order to treat the large numbers of

patients with mental problems, they must
be aware of the role of other workers in the

field and be able to utilize their assets and
skills. For this reason, representatives of

all the mental health disciplines were in-

cluded in the various forums which made up
the body of the two-day program.

A review of the topics shows the wide
range of subjects that need our interest,

dedication and thoughtful support. They
were:—suicide prevention; physical ill-

nesses commonly associated with emotional

factors; problems in adolescents and in

school age children; education of the physi-

cian in recognizing and treating the emo-
tionally disturbed; utilization of other men-
tal health disciplines in treatment of the

mentally ill; organization of a comprehen-
sive mental health center; religion and
health; the law and mental health; family

mental health; sex education; and the

mildly retarded. A final panel on drugs was
focussed on two of our most pressing health

problems, that of narcotics and alcohol.

The Planning Committee was pleased

with the attendance, which totalled 461

registrants. It is believed there were many
who attended but did not register. An anal-

ysis of the types of persons in attendance

was interesting and heartening. There
were 97 physicians; 31 ministers; 61 nurses;

31 from educational fields; 36 psychiatric

hospital workers; and 17 from the area of

rehabilitation such as Outlook, Vocational

Rehabilitation, etc. Ten mental health cen-

ters were represented, 8 health departments,

16 psychologists, 14 welfare departments,

and 39 members of mental health associa-

tions. We were confident that this designa-

tion of members of mental health associa-

tions was not representative of the total

participation of this group. Many of the

participants in the program were undoubt-

edly members of mental health associations,

but did not designate such a relationship.

There were representatives of smaller

groups, but their presence gave evidence of

interest in the field. Some of these were
from health departments, American Red
Cross, attorneys, county judges, ministers,

health services, pharmaceutical representa-

tives, and 25 who were unclassified.

Governor Frank Clement, in his address

that served as the “kick-off” for the Con-

gress, gave a brilliant report of the progress

in the field of mental health during his ad-

ministrations. His address revealed re-

markable insight and great understanding

of the dynamics of the problem, as well as
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MERCUHYDRIN
(meralluride injection)

LAKESIDE

Twenty years ago the publication of “A
System for the Routine Treatment of the Failing

Heart” 1 established a schedule of diuretic

therapy as a primary factor in the treatment
of acute congestive failure. With emphasis
upon daily injections of Mercuhydrin
(meralluride injection) until dry weight was
obtained, Gold, et al. achieved a 40% increase
in improvement, in Vb the time, over other

methods then current. Today, most medical
texts continue to recommend parenteral
mercurials in acute congestive failure when
prompt diuresis is indicated.

Recently Modell 2 has stated: "The mercurial
diuretics are the injectable diuretics of choice
since they are the most potent as well as the
most dependable. Their toxicity is not an
important consideration either by comparison
with other potent diuretics or in relation to the
seriousness of the conditions in which they
provide such excellent relief.”

IN BRIEF

Mercuhydrin is indicated in edema of cardiac or
hepatic origin and in the nephrotic syndrome; it is

contraindicated in acute nephritis and in anuric or
oliguric states. The usual adult dose is one to two
cc. daily or every other day until “dry weight" is

obtained. Sensitivity is rare but small initial doses
are advised to minimize potential reactions; ver-

tigo, fever, and rash have occurred. Overdosage
may produce electrolyte depletion, muscle cramps,
and G. I. reactions. Supplied: 1 cc. and 2 cc. am-
puls in boxes of 12, 25 and 100; 10 cc. rubber
capped, multiple-dose vials (intramuscular or sub-
cutaneous use only) in boxes of 6 and 100.

1.

Gold, Harry, ef al.: A System for the Routine Treat-
ment of the Failing Heart, The American Journal of
Medicine, Vol. Ill, No. 6:665-692 (Dec.) 1956.

2. Modell, Walter: Drugs of Choice 1966-1967, p. 97,
1966.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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the needs. He gave a hopeful forecast for

the future in this the largest health problem

of the Nation.

Dr. Charles Hudson, President of the

American Medical Association, addressed

those in attendance at the banquet, with a

presentation that revealed the continuing

concern of the AMA and pointed out the

need for clarification and simplification of

existing knowledge and techniques.

Tennessee’s Commissioner of Mental

Health, Dr. Nat Winston, filled the role of

master of ceremonies at the banquet, with

consummate skill and delightful blending of

his musical talents with the major problems

at hand and their more serious import. We
were all happy that he brought as his guest

Mr. Earl Scruggs of five-string banjo fame.

On the program were 18 speakers with

records of significant achievement in men-
tal health activities representing the major
disciplines:—physicians, clinical psycholo-

gists, social workers and ministers. Of out-

standing importance is the fact that there

were 81 participants as resource' speakers

and discussants from Nashville, Memphis,
Knoxville, Chattanooga, and a number of

other cities. The broad representation of

key organizations and associations at the

opening session gave satisfying evidence of

the widespread interest in this endeavor.

Special recognition must go to the many
committees on planning, program, arrange-

ments, publicity, finances, secretariat, invi-

tations and registration, and back of it all,

the vision of the supporting organizations,

the Tennessee Medical Association, Tennes-

see Mental Health Association, and the

Woman’s Auxiliary, for their generous finan-

cial support, as well as the unanimous rec-

ognition of the need for such a Congress

and genuine encouragement.

Frank H. Luton, M.D.

Chairman, TMA Committee
on Mental Health

IN MEMORIAM

Easley, Albert S., Chattanooga. Died 16 Janu-
ary, 1967, Aged 53. Graduate of Louisiana State

University School of Medicine, New Orleans, 1941.

Member of the Chattanooga-Hamilton County
Medical Society.

Tuttle, Arliss H., Memphis. Died 18 January,

1967, Aged 44. Graduate of University of Tennes-
see College of Medicine, 1949. Member of the

Memphis-Shelby County Medical Society.

Foote, Robert Miller, Nashville. Died 19 Janu-
ary, 1967, Aged 51. Graduate of Vanderbilt Uni-
versity School of Medicine, 1941. Member of the

Nashville Academy of Medicine.

Boals, John O., Memphis. Died 20 January,
1967, Aged 80. Graduate of Memphis Hospital

Medical College, 1909. Member of Memphis-
Shelby County Medical Society, 1946-52.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Chattanooga-Hamilton County
Medical Society

A film on air pollution, the first of three to

be produced by Dr. Murdock Head, Profes-

sor of forensic medicine at George Washing-
ton University in Washington, was shown to

members of the House of Delegates of the

Chattanooga and Hamilton County Medical

Society and local business leaders on Janu-

ary 12th. The presentation was arranged by
Dr. L. Spires Whitaker, thoracic surgeon

who has an intense interest in solving the

community’s pollution problems, and Robert

L. Collins who is chairman of the Northeast

Hamilton County Air Pollution Control

Committee.

Dr. Hoyt B. Gardner, Louisville, Ken-
tucky, Member of the American Medical As-

sociation Political Action Committee, was
the guest speaker at a dinner meeting of the

Society on February 7th. Dr. Gardner’s

subject was “Medical Practice and Politics.”

TMA Nominating Committee

A nine-man nominating committee to se-

lect a slate of officers for the Tennessee

Medical Association for 1967 was selected by
the Association’s Board of Trustees on Janu-

ary 14th. The Nominating Committee will

hold its first meeting at the TMA Annual

Meeting in Memphis on Thursday, April

13th. At that time a Chairman will be

elected. Members of the Committee are:

EAST TENNESSEE: Dr. John H. Saffold,

Knoxville; Dr. George G. Young, Chatta-

nooga; and Dr. E. L. Caudill, Jr., Erwin.
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5 basic uro-analytical

facts in 30 seconds

Labstix-
BRAND REAGENT STRIPS

...broadest urine screening possible from

a single reagent strip

Urine test results with Labstix Reagent Strips can represent

significant guides to differential diagnosis or therapy in many

conditions. An unexpected "positive” may enable you to detect

hidden pathology— long before more recognizable symptoms

become evident. Negative results, which permit you to rule out

abnormalities in a broad clinical range, can serve as baseline

values for reference in future examinations. The 5 colorimetric

test areas encompassed on Labstix Reagent Strips are.-

pH — values are read numerically in the essential range

of pH 5 to pH 9.

Protein— results are read either in the "plus” system or in

mg. % in amounts approximating "trace,” 30, 100, 300, and over

1000 mg. %.

Glucose - provides a "Yes-or-No” answer for urine "sugar spill.”

Ketones- detects ketone bodies in urine— both acetoacetic

acid and acetone. Reacts with as little as 5 to 10 mg. %
of acetoacetic acid.

Occult Blood— specific test for intact red cells, hemoglobin or

myoglobin. Results are read as negative, small, moderate or large

amounts.

Now a Clear Reagent Strip of Firm Construction

...facilitates handling during testing procedure. Excellent color

contrast made possible by the clear plastic strip, together with the

clearly defined color charts provided, permits precise, reproducible

colorimetric readings in all 5 test areas. A more definitive inter-

pretation of uro-analytical facts is made possible.

Available: Labstix Reagent Strips, bottles of 100

are supplied with each bottle).
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MIDDLE TENNESSEE: Dr. Chas. C. Tra-

bue, IV, Nashville; Dr. John O. Williams,

Mt. Pleasant; and Dr. Wm. A. Hensley,

Cookeville.

WEST TENNESSEE: Dr. Harold B. Boyd,

Memphis; Dr. Charles N. Hickman, Bells;

and Dr. Byron O. Garner, Union City.

Any county medical society desiring to

place the name of a physician in nomination

for an office of the TMA is requested to con-

tact its representatives on the Committee.

NATIONAL NEWS

The Month In Washington

(From the Washington Office, AMA)

The Johnson administration’s health legis-

lation program this year includes proposals

to expand medicare and limit medicaid, and

more money is being requested for most

federal activities in the health field.

President Johnson also has asked Con-

gress for anti-air pollution legislation and

stricter anti-water measures.

The President termed medicare “an un-

qualified success,” but added “there are im-

provements which can be made and short-

comings which need prompt attention.” He
proposed that the 1.5 million disabled per-

sons receiving other Social Security and

railroad retirement benefits also be included

under medicare. He said “certain types of

podiatry” should be included in medicare

benefits. He further directed the Secretary

of Health, Education and Welfare “to under-

take immediately a comprehensive study of

the problems of including drugs under med-
icare.”

Johnson noted that only 415,000, less than

half of the 850,000 total, of nursing home
beds in the nation met federal standards and

that only 3,000 of the total of 20,000 nursing

homes had qualified under medicare. To
move toward correcting this situation, he

wants more money for more health facilities

and better health care institutions for the

aged.

The President called for extension of ex-

isting legislation to improve state and local

health planning for the elderly and to

launch special pilot projects to bring com-

prehensive medical and rehabilitation serv-

ices to the aged.

As for limiting medicaid (Title XIX of

Social Security), Johnson said that a state

should not be permitted to have its income

ceilings for medical assistance more than 50

percent higher than the level set for welfare

assistance. The medicaid program, which
now gives states carte blanche as to income

standards, became the subject of widespread

controversy after New York set an eligibil-

ity standard of $6,000 net income for a fam-

ily of four.

Twenty-eight states and jurisdictions had
medicaid programs by January 1, 1967, and

it is estimated that 30 will have them by
July 1, 1967, and 48 by July, 1968. Title

XIX programs replace the medical vendor

payment part of existing federal-state wel-

fare programs, including Kerr-Mills.

The administration’s fiscal 1968 budget

calls for general fund expenditures of $11.7

billion for carrying out existing and pro-

posed new programs of the Department of

Health, Education and Welfare (HEW)

.

This is an increase of $1.0 billion over cur-

rent year spending. In addition to the gen-

eral fund outlays on behalf of HEW, the

budget forecasts benefit payment and ad-

ministrative expenditures in 1968 from So-

cial Security trust funds in the amount of

$31.0 billion, an increase of $5.5 billion over

1967. Health program highlights of the

HEW budget include:

—A 5 percent increase, to $1.45 billion,

for medical research.

(Dollars in Millions)

1967 1968

—Food and Drug
Administration .

. $64 $68

The $4 million increase will be used to:

(1) expedite the review and surveillance of

new drugs for safety and efficacy, (2) ex-

pand extramural research into the side

effects of oral contraceptives, (3) expand

the program established under last year’s

Drug Abuse Control Amendments, and (4)

carry out the new Fair Packaging and La-

belling Act. The 1968 budget will also em-

phasize regulation of barbiturates, ampheta-

mines, and other drugs affecting the central

nervous system, and a step-up in FDA’s food

standards program.
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Eczema of many years...

controlled in two weeks

Before treatment After treatment —
with ARISTOCORT Topical

Ointment 0.1% for two weeks

ARISTOCORT® Triamcinolone Acetonide Top-

icals have proved exceptionally effective in the

control of various forms of eczema: allergic,

atopic, nummular, psoriatic, and mycotic.

In most cases responsive to topical

ARISTOCORT, the 0.1% concentration is suffi-

ciently potent. The 0.5% concentration provides

enhanced topical activity for patients requiring

additional potency for proper relief.

Administration and Dosage: Apply sparingly to the

affected area 3 or 4 times daily. Some cases of psoriasis

may be more effectively treated if the 0.1% Cream or

Ointment is applied under an occlusive dressing.

Contraindications: Tuberculosis of the skin, herpes

simplex, chicken pox and vaccinia.

Precautions and Side Effects: Do not use in the eyes

or in the ear (if drum is perforated). A few individuals

react unfavorably under certain conditions. If side

effects are encountered, the drug should be discon-

tinued and appropriate measures taken. Use on infected

areas should be attended with caution and observation,

bearing in mind the potential spreading of infection

and the advisability of discontinuing therapy and/or
initiating antibacterial measures. Generalized derma-
tological conditions may require systemic corticoster-

oid therapy. Steroid therapy, although responsible for

remissions of dermatoses, especially of allergic origin

cannot be expected to prevent recurrence. The use over

extensive body areas, with or without occlusive non-
permeable dressings, may result in systemic absorption.

Appropriate precautions should be taken. When occlu-

sive nonpermeable dressings are used, miliaria, follic-

ulitis and pyodermas will sometimes develop. Localized

atrophy and striae have been reported with the use of

steroids by the occlusive technique. When occlusive

nonpermeable dressings are used, the physician should

be aware of the hazards of suffocation and flamma-
bility. The safety of use on pregnant patients has not

been firmly established. Thus, do not use in large amounts
or for long periods of time on pregnant patients.

Available in 5 Gm. and 15 Gm. tubes and Ya lb. jars.

PHOTOGRAPHS COURTESY OF IERMAN, H.D.

Aristocort Topical Ointment 0.1% and Cream 0.

Triamcinolone Acetonide available,”"1 form.

0.5%

LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York

406*6
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—Regional Medical Programs—$16 mil-

lion.

It is expected that grants will be awarded

to regional groups in 1968 primarily to sup-

port a rapid expansion throughout the na-

tion of operational activities begun during

1967, and an expansion and supplementation

of planning activities begun in 1966.

Emphasis will be on regional planning and

coordination of medical resources, contin-

uing education for doctors and other medi-

cal personnel, and the rapid distribution of

new knowledge and techniques.

The total Children’s Bureau budget re-

quest for fiscal year 1968 is almost $246 mil-

lion, an increase of about 5 percent or about

$11 million over 1967. The largest share of

the approximately $11 million increase is $5

million additional for special project grants

for health of school and pre-school children.

The Army and Navy will draft 2,118 medi-

cal doctors and 111 osteopaths starting in

July. The Defense Department said Selec-

tive Service was requested to provide the

doctors because an insufficient number had
volunteered to be able to replace men leav-

ing service after two years’ active duty.

The Air Force is meeting its need and will

not participate in the summer draft call. Of
the 2,229 doctors to be drafted, 1,537 will go

on duty in the Army and 692 in the Navy.

Last April, the Armed Forces issued new
regulations under which doctors of oste-

opathy who volunteered for service could

be commissioned. The Pentagon said fewer

than a dozen had volunteered, however.

New clinical studies are being permitted

with DMSO (Dimethyl sulfoxide) under
guidelines established to provide the maxi-
mum protection possible for patients receiv-

ing the drug. Dr. James L. Goddard, Com-
missioner of Food and Drugs said: “A com-
prehensive evaluation of all data available

to us on DMSO has been completed.

Indications that the drug may be of value in

treating certain conditions justify further

clinical investigations.” He warned, how-
ever, that these trials must be carefully

planned and controlled. “Serious toxic

signs are observed in animals used in DMSO
experiments. Since these effects vary con-

siderably among different species, it is possi-

ble that the drug could be less toxic in hu-

mans. But this cannot be taken for granted.

Occurrences of eye changes in DMSO-
treated animals led the Food and Drug Ad-
ministration to suspend clinical trials with

the drug a year ago.

MEDICAL NEWS
IN TENNESSEE

16th Annual Heart Symposium

Three of the nation’s outstanding heart

specialists were featured speakers at the

16th Annual Heart Symposium, held Janu-

ary 28th in the auditorium of the Siskin

Memorial Foundation, Chattanooga. They
were: Dr. S. Gilbert Blount, Jr., professor

of medicine and head of the division of car-

diology, University of Colorado Medical

Center, Denver; Dr. J. Francis Dammann,
Jr., professor of surgical cardiology and pe-

diatrics, University of Virginia Medical Cen-

ter, Charlottesville; and Dr. Dwight C.

McGoon, consultant, surgical section, Mayo
Clinic, and assistant professor of surgery,

Mayo Graduate School, University of

Minnesota, Rochester.

The symposium is sponsored by the Chat-

tanooga Area Heart Association, the Heart

Disease Control Program, Tennessee De-

partment of Public Health, and the Chatta-

nooga-Hamilton County Medical Society.

Dr. Jesse E. Adams, Chattanooga, was chair-

man of the Committee on Arrangements

with Dr. Robert L. Allen of Cleveland serv-

ing as co-chairman.

Mid-South Postgraduate

Medical Assembly

The 78th annual meeting of the Mid-South

Postgraduate Medical Assembly was held

February 15-17 at the Sheraton-Peabody

Hotel in Memphis. Speakers included: Dr.

Hilger P. Jenkins, Chicago; Dr. C. Thorpe

Ray, Columbia, professor and chairman, de-

partment of medicine, University of Mis-

souri; Dr. Evalyn S. Gendel, assistant direc-

tor, maternal and child health division, Kan-

sas State Department of Health, Topeka; Dr.

Robert R. Linton, clinical professor of sur-

gery, Harvard University, Brookline; Dr.
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Look how many ways

Thorazine*
brand of

chlorpromazine

can help

Tranquilizer Potentiator Antiemetic

Agitation •
Alcoholism • •
Anxiety •
Cancer patients • • •
Severe
neurodermatitis •
Drug addiction
withdrawal symptoms # •
Emotional disturbances
(moderate to severe) •
Nausea & vomiting • •
Neurological disorders •
Obstetrics • • •
Pain • • •
Pediatrics • • •
Porphyria • •
Psychiatric disorders •
Hiccups—refractory •
Senile agitation %
Surgery • • •
Tetanus • •

‘Thorazine’ is useful as a specific adjuvant in the above
named conditions.
The following is a brief precautionary statement. Before prescrib-
ing, the physician should be familiar with the complete prescrib-
ing information in SK&F literature or PDR. Contraindications:

Comatose states or the presence of large amounts of C.N.S.
depressants. Precautions: Potentiation of C.N.S. depressants
may occur (reduce dosage of C.N.S. depressants when used
concomitantly). Antiemetic effect may mask other conditions.
Possibility of drowsiness should be borne in mind for patients
who drive cars, etc. In pregnancy, use only when necessary to

the welfare of the patient. Side Effects: Occasionally transitory

drowsiness; dry mouth; nasal congestion; constipation; amenor-
rhea; mild fever; hypotensive effects, sometimes severe with

I.M, administration; epinephrine effects may be reversed; derma-
tological reactions; parkinsonism-like symptoms on high dosage
(in rare instances, may persist); weight gain; miosis; lactation

and moderate breast engorgement (in females on high dosages);
and less frequently cholestatic jaundice. Side effects occurring
rarely include: mydriasis; agranulocytosis; skin pigmentation,
lenticular and corneal deposits (after prolonged substantial

dosages).

For a comprehensive presentation of 'Thorazine' prescribing
information and side effects reported with phenothiazine deriv-

atives, please refer to SK&F literature or PDR.

Smith Kline & French Laboratories
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Stuart S. Roberts, associate professor of sur-

gery, University of Illinois College of Medi-

cine, Chicago; Dr. Robert D. Lange, research

professor, University of Tennessee Memo-
rial Research Center, Knoxville; Dr. Wil-

helm Raab, Emeritus Professor of Experi-

mental Medicine, University of Vermont,

College of Medicine, Burlington; Dr. John S.

Strauss, professor of dermatology, Boston

University School of Medicine, Boston; Dr.

Thomas W. McElin, M.D., assistant professor

of obstetrics and gynecology, Northwestern

University Medical School, Chicago; Dr.

Robert A. Ross, professor of obstetrics and

gynecology, University of North Carolina,

Chapel Hill; Dr. Oscar P. Hampton, Jr.,

chairman, Committee of Trauma, American
College of Surgeons, St. Louis; Dr. Robert

A. Ulstrom, professor and chairman, depart-

ment of pediatrics, U.C.L.A. School of Medi-

cine, Los Angeles; Dr. Robert H. Usher, di-

rector, neonatal research, Royal Victoria

Hospital, Montreal, Canada; Dr. Denton A.

Cooley, professor of surgery, Baylor Univer-

sity College of Medicine, Houston; and Dr.

Ian Murchie Thompson, professor and chair-

man, section of urology, University of Mis-

souri School of Medicine, Columbus.

University of Tennessee

College of Medicine

A third term student has been selected to

receive one of the top awards made in aca-

demic medicine. Alpha O. Newberry, III,

will receive a $17,200 fellowship from the

Life Insurance Medical Research Fund. The
fellowship will begin July 1.

Mr. Newberry, 26, was selected from
among applications of students of medical

schools throughout the nation. The award
is for support of his studies at U.T. Medical

Units toward both the M.D. and Ph.D. de-

grees in academic and research medicine

and is made annually on the basis of aca-

demic achievement and potential in medical

science. Applicants are nominated by their

medical schools and must have a strong un-

dergraduate as well as first year medical

school scientific background and be commit-
ted to a career in both academic and re-

search medicine. Students selected for the

award are known as Fellows of the Life In-

surance Medical Research Fund.

Mr. Newberry will interrupt his medical

school studies at the end of this term to

begin work in the U.T. Graduate School-

Medical Sciences toward the Ph.D. degree in

biochemistry. He will work with Dr. Na-
than Sloane, professor of biochemistry, who
encouraged him to apply for the award and
who will act as his faculty advisor, doing re-

search in amino acids (protein chemistry)

.

A faculty member at the Medical Units

has been awarded a contract to conduct a

long-range study on cholera for the United

States Army. A first year’s grant of $35,000

has been allocated. Recipient of the grant

is Dr. Bob A. Freeman, professor of micro-

biology in the School of Basic Medical Sci-

ences. The contract began February 7th

and the study is expected to be a five-year

project with renewal grants of approxi-

mately $20-25,000 annually.

Newly elected College of Medicine faculty

officers for 1967 are: Dr. L. W. Diggs, presi-

dent, succeeding Dr. I. Frank Tullis; Dr.

Sam Patterson, vice-president; and Dr.

Jerry Francisco, secretary.

Two members of the “renal study group”

have received research awards from the

Tennessee Heart Association. Dr. Sylvia

Azar is the recipient of a $4,000 one-year

award and Dr. B. J. Kelley is recipient of a

one-year $6,500 fellowship. Title of the

project is “Mechanism of the Anemia of

Chronic Renal Insufficiency” and is spon-

sored by Dr. Fred Hatch.

Vanderbilt University

School of Medicine

Dr. Joseph Weinreb, renowned child psy-

chiatrist who helped found the American
Academy of Child Psychiatry, has been

named associate professor of psychiatry.

Dr. Weinreb, formerly director of the

Worcester, Mass., Youth Guidance Center,

is certified as a specialist in psychiatry and

in the subspecialty of child psychiatry by
the American Board of Neurology and Psy-

chiatry.
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Rewarding Opportunity

in a new

Medical Center

THE MEDICAL CENTER OF NASHVILLE
Located directly across the street from the new Nashville

Memorial Hospital, The Medical Center of Nashville has been

carefully designed and built to make it one of the most modern,

functional and attractive medical centers in America. It is the

major medical facility in Nashville’s most rapidly expanding area.

It serves some 240,000 people.

There is space for a total of twenty-five doctors in the Center.

Comfortable suites accommodating one to four doctors can be

provided. Also within the building is an apothecary, an optical

dispensary and a modern laboratory complete with X-Ray and

X-Ray treatment facilities. All doctors’ private offices will be

paneled and carpeted at no extra cost. Central zoned heating

and cooling insures each individual room will maintain the desired

temperature. A centralized IBM bookkeeping, billing and collec-

tion service is available. There is more than ample off-the-street

parking.

For free brochure and more complete information, write or

call Drew Maddux, Maddux Realty Company, Inc., 4705 Gallatin

,
Tennessee. Telephone.- 615 — 262-5745,

Realty Company
,
Incorporated

leasing agent for The Medical Center of Nashville.
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St. Jude Children's Research Hospital

Dr. Thomas R. Walters, director of the

hematology service and assistant professor

of pediatrics, University of Kansas School of

Medicine, will join the staff of St. Jude as

Chief of Hematology and will also serve as

associate professor of pediatrics at the Uni-

versity of Tennessee Medical Units in Mem-
phis.

A University of Illinois pediatrics instruc-

tor, Dr. Joseph Simone, will also join the

staff next summer as Chief of the hospital’s

Blood Bank and assistant professor of pedi-

atrics at U.T.

Meharry Medical College

Dr. Robert S. Rhodes, instructor-trainee

in pathology is the recipient of a $10,620 fed-

eral grant for continued research into ker-

nicterus, a disease affecting newborn chil-

dren.

PERSONAL NEWS

Dr. Thomas K. Ballard has been named chief of

staff of the Jackson-Madison County General Hos-

pital. Dr. John G. Riddler was named assistant

chief of staff. Named to the medical staff execu-

tive committee were: Drs. Ballard and Riddler, Dr.

James Thomas, chief of general practice; Dr. E. W.
Edwards, chief of medicine; Dr. Hughes Chandler,

chief of surgery; Dr. Robert Hill, chief of anesthe-

siology; Dr. Louis G. Pascal, chief of radiology;

Dr. Chester K. Jones, chief of pathology; Dr.

Donald R. Lewis, chief of obstetrics and gynecol-

ogy; Dr. Jesse A. Miller, chief of pediatrics, Dr.

Harold Yarbro and Dr. Robert Smith, members-
at-large.

Dr. Robert D. Lange, Knoxville, has been ap-

pointed assistant director of research at the Uni-
versity of Tennessee Memorial Research Center.

Dr. H. Andrew Cserny has completed service

with the medical division of the U. S. Navy and is

associated with Drs. E. K. Bratton and I. N. Kelley

in the practice of medicine at the Hartsville Gen-
eral Hospital.

Dr. Chalmer Chastain, Cleveland, was guest

speaker at a recent meeting of the Bradley County
Medical Assistants. Dr. Chastain’s subject was
“Service with a Smile.”

Dr. H. David Hickey, Jr. has been selected as

“The Outstanding Intern of the Year” at Methodist
Hospital in Memphis. The award consists of an
engraved plaque and a trip to a medical meeting of

his choice.

Dr. George Lovejoy has been elected to succeed
Dr. Steve Turnbull as chief of staff for Le Bonheur

Children’s Hospital. Other officers are: Dr. R. Lee

Austin vice president; Dr. Stanley Crawford, sec-

retary; Dr. Sheldon Korones, chief of medicine;

Dr. Earle L. Wrenn, Jr., chief of surgery.

Dr. Richard Wooten moderated a panel discus-

sion on “The Control of Diabetes by Insulin Injec-

tion or Pills” at the January 17th meeting of the

Memphis Lay Diabetic Society.

Dr. L. R. Dudney, Gainesboro, has been named
“The Man of the Year, 1966” by the local Civitan,

Lions and Rotary Clubs.

Dr. John David Young, Jr., Memphis, has been

chosen as president-elect of Baptist Memorial

Hospital medical staff. Dr. Young will succeed

Dr. Raymond F. Mayer, staff president for 1967.

Dr. James Warren Tipton, ear, nose and throat

specialist, has announced the opening of his office

at 321 Franklin Street in Clarksville.

Dr. C. C. McClure, Jr. was guest speaker at a re-

cent meeting of the Davidson County Trial Law-
yers Association.

Dr. John E. Neumann, internist at Nobles Me-
morial Hospital, has been appointed chief of staff

at Henry County General Hospital. Dr. I. H.

Jones was named vice chief and Dr. Tom C. Wood,
secretary-treasurer. Dr. Kenneth Ross and Dr.

Arthur C. Dunlap will serve on the executive

committee along with the three officers.

Dr. Julian K. Welch, Jr., Brownsville, has been

appointed to a one-year term on the Mead John-

son Scholarship Award Committee of the Ameri-

can Academy of Pediatrics.

Dr. June E. DeWolf, formerly of Burtonville, Il-

linois, has joined the medical staff of the Veterans

Administration Center in Mountain Home.
Dr. Lewis Howard, Harriman, has been elected

medical examiner and coroner for Roane County.

The new officers of the medical staff of Memo-
rial Hospital, Clarksville, are: Dr. Charles A.

Trahern, chief of staff; Dr. J. W. Ross, Jr., chief of

obstetrics and gynecology; Dr. H. F. Vann, chief of

medicine; and Dr. D. W. Durrett, Jr., chief of sur-

gery.

Dr. A. Roy Tyrer, Jr. was guest speaker at a

meeting of the Memphis Rotary Club on January

25th.

Dr. R. Eugene Galloway, formerly of Casa

Grande, Arizona, has opened his office for the

practice of medicine in Elizabethton.

An article on rheumatic fever written by Dr.

Gene H. Stollerman, chairman of the department

of medicine, University of Tennessee College of

Medicine, was included among special featured ar-

ticles by the nation’s leading physicians and scien-

tists in the 1966 annual report of the American

Heart Association. The annual report was

published January 29 as a special section of The

New York Times.

Dr. Ralph Brickell will serve as chief of staff of

the new John W. Harton Memorial Hospital in

Tullahoma. In addition to his hospital duties, Dr.

Brickell will continue the practice of medicine at

Brickell-Harvey Clinic.

Dr. David Stewart, Gallatin, was the featured
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speaker at the January meeting of the Tennessee

Licensed Practical Nurses of Sumner County.

Dr. Shannon Curtiss, Dickson, will serve as

medical chief of staff for Goodlark General Hospi-

tal in 1967.

Dr. Lenor de Sa Ribeiro, medical administrator

of the Metropolitan Bordeaux Hospital, Nashville,

has been named superintendent of the hospital.

Dr. David H. Glenn has assumed the duties as

company physician for the Chattanooga Division

of Combustion Engineering, Inc. Dr. Glenn came
to Combustion from Thiokol Chemical Corporation

where he served for several years as medical di-

rector at Longhorn Ordinance Plant, Marshall,

Texas.

Dr. Alvin E. Smith, Memphis is the new presi-

dent of the Methodist Hospital medical staff, suc-

ceeding Dr. George A. Coors. Dr. Charles Clarke

is president-elect; Dr. Roland H. Myers, vice pres-

ident; and Dr. Hamel B. Eason, secretary.

ANNOUNCEMENTS

Annual Convention of AMA
The 116th Annual Convention of the American

Medical Association will be held in Atlantic City,

June 18-22. Convention Hall and surrounding ho-

tels will house the scientific program; the House of

Delegates will meet at the Chalfonte-Haddon Hall

Hotel.

Among special presentations planned are four

general scientific sessions on backache, healing,

patient care, and sex.

The 22 Scientific Sections will offer programs
individually, and many will hold joint meetings on

subjects of common interest. A full schedule of

medical motion pictures is planned. At least five

color telecasts will be broadcast, live from a Phil-

adelphia hospital in cooperation with the Univer-

sity of Pennsylvania School of Medicine.

The entire scientific program for the 1967 An-
nual Convention will be published in the May 8

issue of the Journal of the American Medical As-
sociation.

Intensive Coronary Care Nursing Course

The second course in Intensive Coronary Care
Nursing has been scheduled at Baptist Hospital,

Nashville, for the two week period beginning July

10, 1967. The course, supported by the Public

Health Service and the Middle Tennessee Heart

Association, will be open to any graduate nurse in

Tennessee.

The first week of the course will include lec-

tures on the basic anatomy and physiology of the

heart as well as arrhythmias and their electrocar-

diographic interpretation. The second week in-

cludes lectures on coronary artery disease, my-

ocardial infarction and its complications, and fur-

ther instruction in electrocardiographic interpreta-

tion. There will be practice in the use of the var-

ious monitors and defibrillators used in coronary

care units. Individual instruction and demonstra-

tion will be an integral part of the course.

At a later date, a third week will be spent gain-

ing practical experience in a coronary care unit.

For further information write to: Director, Coro-

nary Care Unit, Baptist Hospital, Nashville,

Tennessee.

American Academy of Pediatrics

More than 3,000 pediatricians, their families and
guests, will attend the American Academy of Pe-

diatrics’ annual spring session, April 3-5 in San
Francisco. The meeting, to be held in the new
San Francisco Hilton Hotel, will feature closed-

circuit television clinical presentations, a diver-

sified scientific program, and more than 120 scien-

tific and technical exhibits. The program will ex-

amine six major areas: child health in contempo-

rary American Society, the newborn, neurologic

disorders in children, the child from two to six,

school difficulties—childhood’s chief occupational

hazard, and adolescent growth and behavior.

The Academy and the California Nurses Asso-

ciation will co-sponsor a Conference for Nurses in

Child Health in conjunction with the session. A
post-convention tour, which will include a meet-

ing of the Hawaiian Chapter of the American
Academy of Pediatrics, a tour of the Hawaiian Is-

lands, visits to Maui, Honolulu, Pearl Harbor, will

follow the spring session.

For information: Department of Public Infor-

mation, American Academy of Pediatrics, 1801

Hinman Avenue, Evanston, Illinois, 60204.

Symposium on Medicine and Religion

A symposium on medicine and religion will be

held at the School of Medicine, University of

North Carolina, Chapel Hill, North Carolina, June
11-13, 1967, under the title, “The Physician, the

Clergy and the Whole Man.” Physicians and

clergymen are invited to participate in this occa-

sion, which is sponsored by the Committee on

Medicine and Religion of the Medical Society of

the State of North Carolina, the Department of

Religion of the American Medical Association and

the University of North Carolina School of Medi-

cine. Nationally distinguished speakers will dis-

cuss a number of areas in which physicians and

clergymen have mutual interests and responsibili-

ties with regard to patients and their families, in-

cluding alcoholism, extension of life, psychiatry

and religion and terminal illness and grief. Part

of the program will be devoted to small group dis-

cussions of these and other topics. Detailed pro-

gram and information regarding registration and

housing wil be available April 1. Address all com-
munications to: Office of Continuation Education.

University of North Carolina School of Medicine,

Chapel Hill, N.C. 27514.
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Calendar of Meetings, 1967

State April 27-28

April 13-15 Tennessee Medical Association

Annual Meeting Sheraton-
Peabody, Memphis April 30-May 4

May 18 Middle Tennessee Medical As-

sociation, Gallatin

National May 3

April 3-5 American Academy of Pediat-

rics, Hilton Hotel, San Fran-

cisco May 4-6

April 7-9 American Society of Internal

Medicine, St. Francis Hotel,

San Francisco May 6

April 9-13 American Urological Associa-

tion (Southeastern Regional)

Hollywood Beach Hotel, Holly-

May 7-12

wood, Florida May 18-21

April 10-13 Industrial Medical Association,

Americana Hotel, New York
April 10-14 American College of Physi-

cians, Fairmont Hotel, San
Francisco

May 21-24

April 11-13 American Surgical Association,

Broadmoor Hotel, Colorado

Springs

May 25-27

April 17-19 American Association for Tho-
racic Surgery, Americana Ho-
tel, New York

May 28-June 1

April 17-19 American Proctologic Society,

Jung Hotel, New Orleans

May 29-31

April 17-20 American College of Obstetri-

cians and Gynecologists, Hilton

Hotel, Washington, D.C.

May 29-June 2

April 24-29 American Academy of Neurol-

ogy, San Francisco Hilton

Hotel, San Francisco

American Pediatric Society,

Seaside Hotel, Atlantic City

New Jersey

International College of Sur-

geons (North American Feder-

a t i o n) Americana Hotel, Bal

Harbour, Fla.

American Cancer Society, Inc.,

Sheraton-Dallas Hotel, Dallas,

Texas

American Gynecological So-

ciety, Arizona Biltmore Hotel,

Phoenix, Arizona

American College of Psychia-

trists, Annual Meeting, Detroit

American Psychiatric Associa-

tion, Cobo Hall, Detroit

American Association of Plastic

Surgeons, Royal York Hotel,

Toronto, Canada
American Thoracic Society,
Penn-Sheraton Hotel, Pitts-

burgh

American Gastroenterological

Association, Broadmoor Hotel,

Colorado Springs, Colo.

American Dermatological Asso-
ciation, Broadmoor Hotel, Colo-

rado Springs, Colo.

American Ophthalmological

Society, The Homestead, Hot
Springs

American Urological Associa-

tion, New York Hilton Hotel,

New York

T M A THE VIEWING BOX
AMA Increases Public Info Efforts

The American Medical Association is step-

ping up its program to inform the American
people about chiropractic—named by the

AMA as “an unscientific cult.”

In a recent communication to the Special

Subcommittee on Employees’ Compensation
of the U. S. Senate’s Committee on Labor
and Public Welfare, AMA Executive Vice

President F.J.L. Blasingame, M.D., ex-

plained why physicians and the AMA are so

opposed to chiropractic.

“Chiropractic is not based on scientific

principles,” said Dr. Blasingame, “The medi-

cal profession regards chiropractic as a cult,

because it follows the hypothesis of its

founder that disease results from pressure

on nerves due to minor misalignments of

the spinal column. Based on such a premise,

chiropractors claim that such conditions as

allergies, diabetes, heart trouble, tonsillitis

and even cancer, to name a few, can be

cured by adjusting or manipulating certain

areas of the spinal column. Such a theory,

of course, runs counter to the established

facts of medical science.”

“Chiropractors,” said Dr. Blasingame, “are

not educated or equipped, either by back-

ground or training, to diagnose human ill-

ness. This inability, coupled with their

pseudo-scientific method of treatment and

their vociferous stand against life-saving

vaccines and against the well-recognized ad-

vances of the medical profession in the con-
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trol, diagnosis, treatment and prevention of

disease requires, or perhaps demands, that

no consideration be given them.”

A recent article in The Journal of the

AMA points out that “The medical profes-

sion is faced with a continuing conflict be-

tween scientific medicine and cultist prac-

tices. This conflict is one that affects the

life and health of thousands of persons.

“Doctors of medicine oppose cultist prac-

tices,” said the JAMA article, “not because

of any fear of competition, but from the de-

sire to protect the public from the hazards

of such practices. At best, cultist ‘treat-

ment’ of sick or injured persons is ineffec-

tive. It is harmful primarily because it

keeps the patient from receiving effective

medical care. It also leads to payments for

services which are of no benefit.

“Perhaps the most common example of

cultist practice is chiropractic. No scientific

proof has ever been offered to support the

theory of chiropractic and it has never been

accepted as valid by any recognized scien-

tific body.”

In a Data Sheet on chiropractic, the AMA
points out that “forty-eight states impose li-

cense limitations, prohibiting chiropractors

from prescribing drugs and performing sur-

gery. Two other states—Louisiana and Mis-

sissippi—do not issue even limited licenses.”

The number of chiropractors in the

United States is uncertain, the Data Sheet

reports. The latest census states there are

14,360. The American Chiropractic Associa-

tion and the International Chiropractors As-

sociation, in their literature, claim there are

approximately 25,000 chiropractors in the

United States. There are 12 schools of chi-

ropractic, but none are accredited by any

recognized educational accrediting body.

The only stated “requirement” for admission

is a high school diploma, and a recent study

of “admission requirements” showed that

many of the schools do not require even

high school graduation. The majority of in-

structors in most chiropractic schools are

not trained or qualified as teachers of the

basic sciences and do not possess college di-

plomas.

A new AMA pamphlet, “Chiropractic:

The Unscientific Cult,” points out that

“since the birth of chiropractic in 1895, the

medical profession has been warning the

public of the hazards involved in entrusting

human health care to these cult practition-

ers.

“The House of Delegates, governing body
of the AMA, has said: ‘Either the theories

and practices of scientific medicine are right

and those of the cultists are wrong, or the

theories and practices of the cultists are

right and those of scientific medicine are

wrong.’ ”

At the AMA’s Third National Congress on

Medical Quackery in Chicago, chiropractic

was the theme of a half-day session on the

program. Eugene Robillard, M.D., Associ-

ate Dean of the Faculty of Medicine of the

University of Montreal, reported to the Con-

gress on a recent study of chiropractic by
the College of Physicians and Surgeons of

Quebec.

“The College,” said Dr. Robillard, “con-

demns chiropractic because chiropractic is

false theory; the education of chiropractic is

below acceptable standards; and because

chiropractic is dangerous.”

On the same program, H. Thomas Ballan-

tine, Jr., M.D., Boston neurosurgeon and

Harvard Medical School instructor, de-

clared: “The confrontation between medi-

cine and chiropractic is not a struggle be-

tween two ‘professions’ but, rather, is more
in the nature of an effort by an informed

group of individuals to protect the public

from fraudulent health claims and practices.

“Who are the quacks?” Dr. Ballantine

asked.

“Are they the physicians in our society

who believe that different diseases have dif-

ferent causes and require different methods

of treatment, including the use of medicine

and surgery? Or, are they individuals who
believe that most human ailments or disease

are the result of a displacement of the spinal

column, and that by ascertainment of the

subluxation (partial dislocation) of the

spine and by proper adjustment to relieve

the pressure on the nerves, the cause of the

disease is removed?”





BSP® DISPOSABLE UNIT
HW&D BRAND OF SODIUM SULFOBROMOPHTHALEIN INJECTION, USP

(50 mg. per ml.)

BROMSULPHALEIN®

IN A COMPLETE,

STERILE,

DISPOSABLE,

& ECONOMICAL

PATIENT-UNIT.

BSP, one of the more valuable single

laboratory procedures for determining

hepatic function, is now packaged in a

complete individual patient-unit.

Each BSP Disposable Unit contains a

sterile syringe with the 5 mg. /kg. BSP

dosage schedule imprinted on the barrel,

a sterile needle, alcohol swab and a 7.5 ml.

or 10 ml. size ampule of terminally

sterilized Bromsulphalein solution.

This all-inclusive disposable put-up

lessens the chance of cross-infection and

saves time and labor— the most

costly commodities.

HYNSON, WESTCOTT & DUNNING, INC.
< BSPD3

J

BALTIMORE, MARYLAND 21201



^ouznaC
of the

TENNESSEE MEDICAL

ASSOCIATION

Published Monthly

I
Table of Contents

1 Page SCIENTIFIC SECTION

Published Monthly
By Tennessee Medical Association

Office of Publication, I 12 Louise Ave.

Nashville, Tenn. 37203

Second Class Postage Paid at

Nashville, Tenn.

VOL. 60 APRIL, 1967 NO. 4

TMA OFFICERS
President

G. Baker Hubbard, M.D.
Jackson Clinic, Jackson 38303

President-Elect

K. M. Kressenberg, M.D.
215 Cedar Lane, Pulaski 39478

Chairman, Board of Trustees

John C. Burch, M.D.
2112 West End Ave.
Nashville 37203

EDITORIAL STAFF
Editor

R. H. Kampmeier, M.D.

Managing Editor and
Business Manager
Jack E. Ballentine

TMA EXECUTIVE STAFF
Executive Director

Jack E. Ballentine

Director of Public Service and
Assistant Executive Director

L. Hadley Williams

Administrative Assistant

Morris M. Bradley

Field Secretary

J. Tom Sawyer

Address All Correspondence:

The Journal of the Tennessee
Medical Association

112 Louise Ave.
Nashville, Tennessee 37203

Published monthly under the direc-
tion of the Board of Trustees for and
by members of The Tennessee Medical
Association, a nonprofit organization,
with a definite membership for scien-
tific and educational purposes.
Subscription, $5.00 per year to non-

members; single copy, 50 cents.
Devoted to the interests of the med-

ical profession of Tennessee. This as-
sociation does not officially endorse
opinions presented in different papers
publsheid herein. Copyright 1967, by
the Tennessee Medical Journal.
Advertisers must conform to policies

and regulations established by the
Board of Trustees of the Tennessee
Medical Association.

1 389 Management of Acute Myocardial Infarction:

g The Coronary Care Unit with a Specially

gj
Trained Nurse, Stewart Wald, M.D., Craw-

1 ford F. Barnett, Jr., M.D., Paul H. Barnett,

1 M.D., W. David Strayhorn, Jr., M.D.., Fred D.

i Ownby, M.D., Nashville, Tenn.

I 392 The Long-Term Medical Management of Pa-

ll
tients with Prosthetic Heart Valves, Alexan-

§§ der C. McLeod, M.D., Nashville, Tenn.

1 398 Staff Conference

j|
402 Clinicopathologic Conference

| NEWS AND ORGANIZATIONAL SECTION

1 419 President’s Page

M 420 The New President

1 423 Editorial

j 424 In Memoriam

1 424 Programs and News of Medical Societies

H 425 National News

H 427 Medical News in Tennessee

1 431 Personal News

M 432 Book Review

M 433 Announcements

J 439 The Viewing Box

H 467 Placement Service

y 468 Index to Advertisers

Instructions to Contributors

Manuscripts submitted for consideration for publication in the
Journal of the Tennessee Medical Association should be ad-
dressed to the Editor, Dr. R. H. Kampmeier, Vanderbilt University
Hospital, Nashville, Tennessee 37203.

Manuscripts must be typewritten on one side of letter-weight
paper. Either double or triple spacing and wide margins must be
provided to facilitate editing which will be legible for the printer.

Bibliographic references should not exceed twenty in number
documenting key publications. They should appear at the end of
the paper. The bibliographic references must conform to the style
used in the American Medical Association publications, as,—Alais,
F. G. : What Is Known About it, J. Tennessee M. A., 35 :132, 1950.

Illustrations must be mounted on white cardboard and be num-
bered. The editor will determine the number, if any, of illustrations

to be used. Additional illustrations will be charged to the author.
The author’s name should appear on the back of each illustration.

If reprints are desired, the requested number should be indicated
in the letter accompanying the manuscript. The author will be
billed by the publisher.



Journal of the Tennessee Medical Association

OWNED AND PUBLISHED BY THE ASSOCIATION

VOLUME 60 APRIL, 1967 NO. 4

The authors have demonstrated the effectiveness of using a health-related profession in the ex-
tension of vital and life-saving care to hospitalized patients not under constant surveillance by a
physician. One may well visualize extension of this concept into many areas of health.

Management of Acute Myocardial Infarction:

The Coronary Care Unit With a Specially

Trained Nurse"
STEWART WALD, M.D., 1 CRAWFORD F. BARNETT, JR, M.D,2 PAUL H. BARNETT,
M.D,3 W. DAVID STRAYHORN, JR, M.D. 3 FRED D. OWNBY, M.D,4 Nashville, Tenn.

The mortality from coronary heart dis-

ease in the United States exceeds one-half

million a year, making it the greatest single

cause of death. In Tennessee, with a popu-

lation of 4 million, approximately 15,000

people per year will have an acute myocar-

dial infarction. Many of the deaths due to

myocardial infarction occur secondary to

arrhythmias. If such arrhythmias can be

recognized and treated immediately, signif-

icant reduction in mortality can be achieved.

Advancements in technology have made
possible the establishment of specialized

units within a hospital wherein constant,

intensive observation and immediate emer-
gency treatment of these complications can

be provided. The effectiveness of such

coronary care units has been demonstrated

by the studies of Day, 1 Meltzer,2 and
others.3 ’ 4

An estimate of the number of coronary

* From the Tennessee Department of Public

Health and Baptist Hospital, Nashville, Tenn.
1 Surgeon, Public Health Service, Director,

Heart Disease Control Program, Tennessee De-
partment of Public Health.

2 Surgeon, Public Health Service, Associate

Director, Heart Disease Control Program, Ten-
nessee Department of Public Health.

3 Clinical Instructor in Medicine, Vanderbilt
University Medical Center, Nashville, Tennessee.

4 Director, Coronary Care Unit, Baptist Hos-
pital, Nashville, Tennessee.

623 Cordell Hull Building, Nashville, Tennes-
see 37219.

The opinions and assertions contained herein
are the authors’ own and are not to be construed
as reflecting the view of the United States Public
Health Service.

care unit beds needed is based upon the fol-

lowing: (a) the average period of time a

person with a myocardial infarction re-

mains in the coronary care unit is about 7

days; (b) not everyone with an infarction

would be admitted to a unit, for some will

die before hospital admission; (c) con-

versely not everyone admitted for suspected

infarction would necessarily develop one;

(d) it is extremely difficult, if not impossi-

ble, to determine which patients may de-

velop arrhythmias; (e) enough beds must
be maintained for periods of high occu-

pancy, i.e., the average census of a unit

must be below 100 per cent. Considering

these factors, approximately 200 coronary

care unit beds are needed in Tennessee, dis-

tributed in areas of concentrated popula-

tion.

Appropriate design and equipment for

coronary care units can be obtained rela-

tively easily. 5 It is apparent, however, that

the success of the unit is dependent prima-

rily upon the availability and skill of trained

nursing personnel. Such nurses must be

able to recognize and treat instantly acute

cardiac emergencies, for it has been ob-

served that the earlier definitive treatment

is instituted the greater the survival rate. 6

In the past and all too often in the pres-

ent, an emergency situation has been rec-

ognized by the nurse, but the only treat-

ment available for her use has been exter-

nal cardiac massage. The ability of nurses

to detect the conditions which are harbin-

gers of more serious cardiac arrhythmias

and to institute electrical defibrillation
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when necessary has been shown in the coro-

nary care units of Day 1 and Meltzer 2 to be

of primary importance in the successful

treatment of patients with acute myocardial

infarctions. Even in a hospital with ample
house-staff, precious time is lost if the

house-officer is the only one who can offer

definitive therapy.

The need for skilled, trained nursing per-

sonnel is therefore quite clear. In Tennes-

see there is a paucity of nurses who can as-

sume responsibility for coronary care units.

It is estimated that 300 such nurses are

needed to effectively operate the required

number of units. Although coronary care

units have been in operation about four

years, at present there are few training

courses offered in any part of the country.

To develop an effective coronary care unit

system, it is necessary for Tennessee to have

a program capable of training nurses in a

manner that will allow for their employ-

ment in coronary care units throughout the

State.

Under the joint sponsorship of the Baptist

Hospital, Nashville, the Middle Tennessee

Heart Association and the Heart Disease

Control Program of the Tennessee Depart-

ment of Public Health a three-week course

designed to train coronary care unit nurses

was given recently.

The training course consisted of a two
week didactic lecture period, as set forth in

figure 1, and a third week of supervised

practical training in a functioning coronary

care unit. The lectures emphasized the

basic science and theory of cardiology in ad-

dition to electrocardiography, recognition of

arrhythmias, cardiopulmonary resuscitation

and the use of monitors, the defibrillator

and the pacemaker. Small group sessions

were held when indicated, many being de-

voted to electrocardiography and the recog-

nition of arrhythmias.

There was no organized curriculum for

the third training week. Students were ro-

tated through the coronary care unit, with

no more than two per shift. They were ex-

pected to function as coronary care unit

nurses, caring for one patient and familiar-

izing themselves with the management of a

coronary care unit.

Some results of the course may be indi-

cated by the following case reports:

Case Reports

Case 1. A 44 year old man with a history of

two previous myocardial infarctions was admitted
to the coronary care unit of Baptist Hospital with
a diagnosis of pre-infarction angina. He was
placed on oral quinidine therapy because of fre-

quent premature ventricular contractions. One
day after admission he suddenly developed ven-
tricular fibrillation which was immediately recog-

nized by the nurse. Two shocks with the DC car-

dioverter were unsuccessful. However, after de-

livering a third shock the nurse noted a slow reg-

ular rhythm with a widened QRS complex. The
pulses were palpable but weak. Since sponta-

neous respirations did not return cardiopulmonary
resuscitation was started. After 3 minutes of re-

suscitative efforts spontaneous breathing was re-

sumed, the pulse rate was normal, and the QRS
complex returned to normal. The patient’s condi-

tion then stabilized.

Case 2. A 64 year old man collapsed while rid-

ing in a hospital elevator. He was given closed

chest massage by a physician and mouth to mouth
respiration by a nurse, both of whom were in the

elevator. The patient was taken to the coronary

care unit while cardiopulmonary resuscitation was
continued. He was placed on the monitor. The
nurse immediately recognized the presence of

ventricular fibrillation. In spite of the presence

of medical personnel, the coronary care unit nurse

was the only one who knew how to use the de-

fibrillator. She therefore proceeded to defibrillate

the patient successfully and advised that intrave-

nous sodium bicarbonate be administered.

Case 3. A 47 year old white man was admitted

to Baptist Hospital with a history, electrocar-

diogram and laboratory studies consistent with an
acute myocardial infarction. He did well for 9

days, but on the 10th day was transferred back to

the coronary care unit because he developed ven-

tricular fibrillation on the ward. The following

day he was noted by the coronary care unit nurse

to be in ventricular tachycardia which changed to

ventricular fibrillation. He was defibrillated and
the rhythm returned to normal. Two days later

the patient had two more episodes of ventricular

tachycardia followed by ventricular fibrillation.

Each time the nurse recognized the problem. On
both occasions the patient was successfully de-

fibrillated. Following the fourth defibrillation the

patient remained well without any signs of car-

diac irritability and after a 2-week stay in the

coronary care unit was transferred back to the

general ward service and did well.

The training of sufficient nurses for coro-

nary care units will require repeated

courses. We believe that courses offered by

a central agency will provide a more
efficient means of teaching and of maintain-

ing standards in coronary care units

throughout Tennessee. Such a course will

be only an introduction to nursing on the
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coronary care unit. It should offer a back-

ground upon which the nurse can base prac-

tical experience. As with any learning

procedure the nurses must be exposed to

continued in-service training when they re-

turn to their individual coronary care units.

The most difficult and most important as-

pect of the training course is the analysis of

arrhythmias. It should be the responsibil-

ity of each physician personally, and each

individual Director of a coronary care unit

to review arrhythmias with the nurses pe-

riodically. A tape recorder device recently

has become available which can display

various arrhythmias on an oscilloscope .

7

This instrument probably will be an excel-

lent teaching device within the coronary

care unit.

The presence of trained personnel not

only will provide better care for the patient

with a myocardial infarction but also will

impart a stimulus for postgraduate educa-

tion among attending and house-staff physi-

cians of the hospital wherein the unit is lo-

cated.

Summary

The mortality from coronary heart dis-

ease—the single greatest cause of death

in the United States and in Tennessee

—

can be decreased by coronary care units

and coronary care unit nurses. The avail-

ability of such nurses will make coro-

nary care units practical for community
hospitals which do not have house staff.

Recently a course for training nurses for

service on coronary care units was organ-

ized and given at Baptist Hospital,

Nashville, wherein students were taught

the techniques of defibrillation, external

pacing, and the recognition of acute cardiac

problems. These nurses subsequently have
accepted the responsibility of the new posi-

tion and have used their new skills most

successfully.
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THE FRAMINGHAM STUDY: An Epidemiologi-

cal Approach to Coronary Heart Disease (Edi-

torial) by Thomas R. Dawber and William B.

Kannel. Circulation 34:553, 1966.

The authors call attention to a prospective epi-

demiologic study, initiated in 1949, of coronary

heart disease in a selected population in Framing-
ham, Massachusetts. Much has been learned con-

cerning “the circumstances under which coronary

heart disease arises and flourishes.”

Factors identified with some certainty to be as-

sociated with increased susceptibility to coronary

artery disease have emerged—elevated lipid levels,

elevated blood pressure, excessive body weight,

lack of physical activity, the cigarette smoking
habit, low vital capacity, gout and diabetes. It is

felt sufficient validity is associated with these find-

ings that a preventive program can now be insti-

tuted by the physician, using ordinary office pro-

cedures to identify coronary disease-prone indi-

viduals.

The continuing study of this population group

offers promise additionally of evaluating factors

which have been recently indicated as contribu-

tory to coronary artery disease e. g. emotional

stress, pre-beta lipoprotein,* triglyceride, physical

fitness and clotting factors. Additionally, it is evi-

dent that by such single or combined long-term

prospective studies of populations that factors

concerned with the pathogenesis of other chronic

human disease may be identified. (Abstracted for

the Middle Tennessee Heart Association by John
L. Shapiro, M.D., Nashville)
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As the number of patients treated by special technics or medications become more “run-of-the-
mill,” and the experimental stage of a treatment has passed, the home physician will need to pick
up the follow-up treatment and advise on matters of health in ensuing years. This review should be
helpful for those who need to follow up in the care of patients with implanted valves.

The Long-Term Medical Management
of Patients With Prosthetic Heart Valves

ALEXANDER C. McLEOD, M.D.,* Nashville, Tennessee

Introduction

Over the course of the past five years the

techniques of cardiac surgery have ad-

vanced and increasing numbers of patients

with prosthetic heart valves are returning

to their homes and work. The practicing

internist and generalist are being con-

fronted with the responsibility of their con-

tinuing medical care. In the literature of

recent years, the role of the internist in car-

diac surgery has been discussed and the

medical complications have been detailed.

Little emphasis has been placed on long-

term medical management. This article

will summarize the dominant complications

and outline an approach to management.

Complications

The post-operative complications may be

divided into three periods; immediate, early

and late. Immediate and early complica-

tions occur during the period of hospitaliza-

tion. Late complications occur after dis-

charge from the hospital. It is this last

group which will be discussed.

Because experience is still being accumu-

lated and because of the variations found in

reported series, it is difficult to estimate

true incidence for a given complication.

Therefore, the major complications will be

discussed as separate entities without any

effort towards representing incidence.

Indeed, it is perhaps best that the physician

be equally aware of all possible complica-

tions, these patients being most unpredicta-

ble.

Problems Related to Prior Complications

As a generalization, once discharged, the

hospital complications will have been rele-

gated to a chronic as opposed to an acute

position, the latter having been resolved

prior to discharge. This acute group in-

* Middle Tennessee Heart Association Fellow,

1966-1967.

eludes such problems as major arrhythmias,

low cardiac output syndrome, electrolyte

disturbances, obvious infections, pulmonary
difficulties and major renal and neurologic

complications. The chronic group includes

the following:

(1) Minor Arrhythmias. It is common
for atrial fibrillation associated with mitral

disease to persist postoperatively. Though
this may be managed conservatively, it is

theoretically desirable to attempt reversion

to normal sinus rhythm, thereby effecting

an increase in cardiac output. This may not

have been accomplished prior to discharge

but should be attempted within three

months.

An occasional premature ventricular con-

traction may be of no consequence, but oc-

curring frequently they may herald more
serious arrhythmias or myocardial failure.

Minor degrees of heart block are of no

real consequence except where due to ex-

cessive dosage of digitalis. The more pro-

nounced degrees of heart block will have

been treated with artificial pacemakers

prior to discharge.

(2) Congestive Heart Failure. Varying

degrees of congestive heart failure are

noted, and will be under treatment at the

time of discharge. In those unduly resis-

tant to medical therapy, some more serious

causative factor such as valvular regurgita-

tion must be sought.

(3) Minor Renal Insufficiency. Occasion-

ally a patient who has sustained a transient

period of acute tubular necrosis will have a

slight degree of azotemia at the time of

discharge. This will clear rapidly and offer

no consequence, providing cardiac output is

good and no additional renal difficulties

occur.

(4) Residual Neurologic Difficulties. In

those who have had significant cerebral in-

jury as a result of the surgical procedure or
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related complications, varying degrees of

neurologic deficit may exist. Where hemi-

plegia or hemiparesis are persistent, physi-

cal rehabilitative measures should be insti-

tuted early in order to effect maximal re-

sults.

(5) Infection. Because of the use of in-

dwelling catheters, urinary tract infection is

a frequent complication in the post-

operative period. Occasionally this may
have eluded recognition during hospitaliza-

tion or appropriate antibiotic therapy may
still be under way at the time of discharge.

Because prosthetic valves are foreign

bodies, they may readily serve as sites of in-

fection. When infection occurs on a pros-

thetic valve, valvular regurgitation may fol-

low. The appearance of subacute bacterial

endocarditis in a patient with a prosthetic

valve is often subtle and the diagnosis may
be quite elusive. The symptomatic mani-

festations are similar to those of the same

process in any cardiac patient. The devel-

opment of aortic diastolic murmurs and

changes in systolic murmurs are the respec-

tive hallmarks of this process in those with

aortic and mitral valvular replacements.

Early diagnosis, bacterial characterization

and appropriate antibiotic therapy are man-
datory if prognosis is to be favorable.

Serum hepatitis is another infectious pos-

sibility to be considered because of expo-

sure to numerous units of blood during the

surgical procedure. The appearance of

jaundice, fever, and anorexia are character-

istic, but may be confused with other com-

plications.

(6) Nonhemolytic Anemia. It is not un-

usual to find a mild degree of anemia at the

time of discharge. With adequate dietary

measures this will usually correct itself

during the early post-hospital period. In

those where iron deficiency has been

proven, oral iron therapy may have been in-

stituted prior to discharge.

Complications Presumably Related to the Surgical

Procedure

There are two syndromes that have been

noted to occur from two to eight weeks post-

operatively.

(1)

Post-perfusion Syndrome. Fever,

splenomegaly and atypical lymphocytes are

noted. This is a benign self-limited entity

but occurs in a situation where subacute

bacterial endocarditis should be strongly

suspect and may be confused with this syn-

drome. This syndrome has many charac-

teristics reminiscent of infectious mononu-
cleosis but remains incompletely under-

stood.

(2)

Post-cardiotomy Syndrome. Better

known from its association with mitral com-
missurotomy but occasionally seen follow-

ing open heart procedures, post-cardiotomy

syndrome is manifest by pleural and peri-

cardial inflammation with effusion, often

with fever, and responds well to salicylates.

Problems Related to Prosthetic Valve Function

(1) Thromboembolism. The formation

of thrombi with subsequent embolization is

one of the major difficulties encountered

with prosthetic valves and as such is the

basis for routine anticoagulation. Even
with anticoagulation, a few will manifest

this complication. Thrombus formation

may occur in such a position as to cause

malfunction of the valve itself, in addition

to peripheral embolization.

(2) Postoperative Valvular Regurgita-

tion. Failure of suture lines to hold, either

due to surgical defect or infection, is a

major dread and can be of disastrous conse-

quence. The early detection of infection

and recognition of pathologic murmurs are

the chief clinical clues to this complication,

but in a patient who fails to show a good

clinical response to his operation without

other obvious signs, this should be consid-

ered. It has been suggested that routine

phonocardiograms and cinefluoroscopy

should be obtained as a base-line and in se-

rial sequence to evaluate these patients

more completely as regards this particular

complication, but this is not a standard

procedure at this time.

(3) Hemolytic Anemia. A few with aor-

tic valve prostheses will develop an hemo-

lytic anemia secondary to mechanical

trauma from the valve. Depending upon

the severity of the anemia, transfusions and

occasionally surgical intervention may be

required.

Problems Related to Underlying Cardiovascular

Disease

(1) Myocardial Failure. A few will fail



394 MANAGEMENT OF PATIENTS WITH PROSTHETIC HEART VALVES—McLeod April, 1967

to respond adequately to their surgical

procedure and find little benefit therefrom.

Most of these have underlying irreversible

myocardial damage and must be maintained

with available medical means. Other

causes of poor clinical response such as val-

vular malfunction or subacute bacterial en-

docarditis must be eliminated.

(2) Hypertension. A few with aortic

valve replacement will reveal an unsus-

pected degree of hypertension. This may
represent previously existing hypertension,

masked prior to operation. When noted,

the hypertension should be investigated in

such manner as would be appropriate for

any hypertensive patient, followed by

prompt therapy.

Miscellaneous Problems Which May Be

Encountered

The complications which may be encoun-

tered as a result of the use of medications

such as digitalis, diuretics, anticoagulants

and other drugs are similar to those encoun-

tered in other patients. The susceptibility

of patients with prosthetic valves to various

medical and surgical conditions is likewise

similar, with the following exceptions

which deserve special attention:

(1) Infection. As previously noted, sub-

acute bacterial endocarditis remains an

important lifelong consideration. It is often

difficult to determine whether it has been

acquired at the time of operation or subse-

quently. Therefore, any infection in a pa-

tient with a prosthetic valve must be con-

sidered important.

Because of the possibility of recurrent

rheumatic fever, routine antibiotic prophy-

laxis is indicated and dosages are those of

similar prophylaxis in any patient with

rheumatic heart disease.

(2) Pregnancy. While successful preg-

nancies have been completed in patients

with prosthetic heart valves, the individual

situation must be cautiously considered.

The stress of pregnancy upon the heart in

some may be poorly tolerated, while anti-

coagulation may present increased risk to

both mother and child. If pregnancy is to

be successful, careful supervision will be re-

quired and this usually is best accomplished

at a major medical center.

(3) Surgical Procedures. Providing the

possibilities of infection and bleeding are

appropriately considered, patients with

prosthetic heart valves may undergo any
necessary surgical procedure with special

attention to their cardiac status.

Management

While the management of patients with

prosthetic heart valves must be tailored to

the requirements of the individual, certain

general guidelines may be outlined. The
post-hospital period may be conveniently

divided into an early period, lasting approx-

imately 6 weeks, and a late period covering

the time thereafter.

During the early period, the patient will

be recovering from the general effects of

surgery, while in the later period, his car-

diac status will be the major area of con-

cern, although readjustment to a changing

life situation because of an improved car-

diac status may prove significant.

Early Post-Hospital Period

(1) General Measures. During the first

6 weeks following discharge from the hospi-

tal activities should be restricted to bed rest

with ambulation about the house as toler-

ated, but without exertion of any type. A
low sodium, high calorie diet is indicated

during this period. Mild analgesics to con-

trol incisional discomfort and sedation for

sleep at night because of a sedentary daily

existence may be required. Ideally, a daily

record of weight and temperature should be

kept.

(2) Medical and Surgical Follow-up.
During this early period the primary aim of

medical follow-up will be the regulation of

anticoagulants as determined by laboratory

checks and appropriate change in anticoag-

ulant dosage. The physician must remain
aware of all potential complications in

order to detect any difficulty as early as

possible. Other laboratory procedures which
should be checked at least once during this

period include complete blood count, urin-

alysis, electrocardiogram and chest film.

The cardiac surgeon will want to see the

patient at the end of this 6 week period for

follow-up and if he is to be followed by car-

diologists at the institution where the oper-

ation was performed, the fourth week
would be the appropriate time for such con-

sultation.
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(3) Special Aspects. While regulation

of anticoagulants remains the primary con-

cern during this period, control of conges-

tive heart failure is also important. In ad-

dition, antibiotic prophylaxis for rheumatic

fever should also be instituted during this

period. Minor arrhythmias require no spe-

cial treatment during this period, although

there is no strict contraindication to the use

of quinidine in maintenance dosages where
indicated. Mild degrees of anemia may be

managed conservatively.

The two complications which are most
likely to become evident during this period

are the post-cardiotomy syndrome and the

post-perfusion syndrome. If one of these

should appear, depending upon severity the

patient either should be referred to the

medical center where the operation was
performed or be treated with moderate dos-

ages of salicylates, provided the possibility

of subacute bacterial endocarditis has been

thoroughly evaluated and eliminated.

Late Post-Hospital Period

(1)

General Measures. By this time the

patient will have recovered sufficiently

from the general effects of operation to en-

able him to increase daily activities.

However, for another period of approxi-

mately 6 weeks, he should avoid lifting or

pushing heavy objects as well as marked
physical exertion. Sexual intercourse may
be resumed if progress has been satisfac-

tory. The point at which a given patient

may be considered fit to return to his type

of work is quite variable, and depends per-

haps as much on the desire to work as any-

thing else. Most should be able to return

to at least limited work by the end of 3

months following discharge, but some may
require a longer time to recover. It is well

observed that many do not obtain the full

benefit of this type of surgery for a period

up to one year following discharge.

Therefore, premature judgment as to work
disability should not be made in an individ-

ual instance until this period has lapsed.

The degree of exercise tolerated in a work
situation will vary considerably, and ap-

propriate consideration for all factors must
rest with the individual patient under con-

sideration.

Usually he may assume a regular diet

without excessive salt intake during this pe-

riod. He should not require analgesic or

sedative medication after the early period is

completed. Frequent weight and tempera-
ture records, while not mandatory, do pro-

vide an increased measure of protection. In

any event, weight should be recorded at

least monthly and if there are any symp-
toms of infection, daily temperature records

should be kept.

(2) Medical and Surgical Follow-up.
During this period the aims of medical fol-

low-up are several, including those of the

early period, but of increasing importance is

guidance towards an improved life situation

and an ultimately more productive exist-

ence.

The internist or generalist will find that

follow-up visits at monthly intervals for the

first several months, subsequently extended

to quarterly visits, will suffice. If, however,

difficulties are noted, it is obvious that more
frequent visits will be required. Complete

blood count, urinalysis, electrocardiogram

and chest films should be checked at 6

months and again at 12 months post-

operatively, and thereafter at least an-

nually.

Most cardiac surgeons would prefer to see

the patient one year following operation in

order to obtain a perspective of results. If

he is to be seen by cardiologists at the medi-

cal center, visits should be arranged on a

quarterly or twice-yearly basis.

(3) Special Aspects. Once adequate an-

ticoagulation has been effected, determina-

tions of prothrombin time may be obtained

at wider intervals, but should be checked at

least every 6 weeks for the rest of the pa-

tient’s life. The patient should be cau-

tioned of the symptoms of inadequate anti-

coagulation or bleeding, and of the augmen-

tative effect of drugs such as aspirin on

their anticoagulation. The management of

congestive heart failure must be individual-

ized; but in general many patients with re-

placement of the aortic valve may be main-

tained effectively without the use of digi-

talis or diuretics, while most of those with

replacements of the mitral valve require

one or both of these medicaments indef-

initely. Antibiotic prophylaxis for rheu-

matic fever should be continued indefinitely.

As mentioned earlier, an aggressive at-
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tempt should be made to revert atrial fibril-

lation to normal sinus rhythm within 3

months postoperatively. This is most
effectively accomplished today by cardio-

version and therefore may require a brief

return to the medical center where the

operation was performed. Following suc-

cessful cardioversion maintenance dosages

of quinidine will be required indefinitely.

Persisting anemias should be completely

evaluated anew with particular investiga-

tion directed towards bleeding related to

anticoagulation, the anemia of infection, or

hemolysis related to valvular damage of red

cells.

During the post-hospital period, the

greatest responsibility of the physician rests

on his awareness of the possibility of infec-

tion and valvular malfunction, although he

should consider all other complications. A
high index of suspicion is the greatest asset

in the early detection of infection, while

frequent auscultation for the appearance of

abnormal murmurs is the clue which should

be sought for valvular malfunction.

Finally, management in relation to subse-

quent surgical procedures and pregnancy
should be mentioned.

For minor surgical procedures, such as

dental work, the patient should take ap-

propriate antibiotics during the immediate
period. If procedures such as extraction

are to be performed, a brief withdrawal of

anticoagulants is necessary with prompt
reinstitution of same shortly thereafter.

For more major surgical procedures these

same considerations hold true but require

more delicate balance. If major surgical

procedures are to be performed, it may be

best to refer the patient to the medical cen-

ter where the heart surgery was performed.

It is difficult to state categorically the

advisability of pregnancy in these patients.

Their management in terms of anticoagu-

lants and other aspects is demanding and

will require close follow up and ultimate

hospitalization at the medical center.

Conclusion

This review has outlined the major types

of complications which may be seen in pa-

tients with prosthetic heart valves follow-

ing their discharge from the hospital. One
general plan of management has been

given. While admitting that the individual

seldom adheres to the generalization, cer-

tain trends do indicate that such a program
is effective. If the internist or generalist is

aware of what complications may ensue and

is knowledgeable as to what course of ac-

tion to take in the event of such complica-

tion, the management will be effective, and

the physician may approach the responsibil-

ity with assurance. While the responsible

physician will meet these basic require-

ments of management, the concerned physi-

cian will also attempt to assist in the accli-

matization of his patient to a new life situa-

tion. The combination of these ingredients

in the patient’s physician is a necessary ele-

ment in the ultimate success of the surgical

procedure.

General Practitioner

Who is interested in entering the field

of industrial medicine with the Aluminum

Company of America, Alcoa, Tennessee.

Contact: J. S. Phelan, M.D., Alcoa, Ten-

nessee 3770 1

.

WANTED
INTERNIST, Board qualified, or Board certified

in Internal Medicine, Florida licensed, to be asso-

ciated with a group of three internists. Salary

and percentage basis the first year, with mini-

mum guarantee of $18,000. Located on South-

east coast of Florida. Future partnership as-

sured. Box No. DCI, Tennessee Medical Asso-

ciation.
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Monday Tuesday Wednesday Thursday Friday Saturday

8:00.

.

Welcome
and

Orientation

Quiz Quiz Quiz Quiz Quiz

9:00
’

!

Coronary
Circulation

Special
Features of

Circulation
Renal Aspects

of
Respiration

Antiar-
rhythmic
Drugs

Anatomy
Autonomic
Nervous
System

Regulation of
Circulation

Cardiovascuar
Disease Pressor

Agents

10:00 . Coffee Coffee Coffee Coffee Coffee Coffee

11:00
' '
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System Systemic and
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Introduction
to Arrhythmias

Respiration
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Diuretics

Basic
Properties of
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Circulation Circulation
Cont’d. Fast

Arrhythmias

Oa Therapy,
IPPB &

Resuscitation
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Coronary
Care

12:00.
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1:00

2:00 . .

Cardiac Cycle Cardiac
Output

EKG
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Arrhythmias

Electrolytes
And Acid
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3:00. . Coffee Coffee Coffee Coffee Coffee

4:00
' !

Cardiac
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Output
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Normal
EKG
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Pharmacology

5:00 .

’

Review Review Review Review Review

Second Week

8:00 Quiz Quiz Quiz Quiz Quiz

9:00 ! !

Coronary
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Anatomy and
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Congestive
Heart Failure

Small Group
EKG

Sessions

Coronary Risk
Factors

Special
X-Ray
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10:00
’

.
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ogy of
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EKG
Sessions Pulmonary

Edema
Pulmonary
Embolism

Psychiatric
Aspects

Rehabilitation
of the
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Patient

Coffee Coffee Coffee Coffee Coffee

11:00 Symptomatol-
ogy of
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Cardiac
Resuscitation

Shock

Anticoagula-
tion

Nursing
Factors

12:00

Physical
Findings in

Myocardial
Infarctions

Electronic
Equipment

Other Types
of

Heart Disease

Small Group
EKG

Sessions

Lunch
1 .uu . .

2:00
’.

’.

Laboratory
Findings of
Myocardial
Infarctions

Cardiac Arrest
Recognition
& Treatment

Demonstration
of

Arrhythmias

Small Group
EKG

Sessions

Case Reports
and Examples

Coffee Coffee Coffee Coffee Coffee

3:00 . .

4:00
’

Small Group
EKG Sessions

Use of Drugs
in Cardiac

Arrest

Resuscitation
Practice

Small Group
EKG

Sessions
Final
Exam

5:00 Review Review Review Review
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STAFF CONFERENCE

Vanderbilt University Hospital*

Gastrectomy and Malabsorption

DR. DAVID H. LAW: Today we have a

patient who represented a management
problem in malnutrition secondary to gas-

tric and small bowel surgery. The case will

be presented by Dr. Richard Helman.
DR. RICHARD HELMAN: This was the first ad-

mission of this 57 year old carpenter to Vanderbilt

University Hospital. He complained of weight

loss and diarrhea. The patient was seen initially

at the Veterans Administration Hospital and had
been transferred to the Clinical Research Center

of Vanderbilt University Hospital for further eval-

uation and therapy.

The patient gave a 20-year history of ulcer

symptoms and in August, 1964 he had a perfora-

tion of a duodenal ulcer which was repaired by
simple closure. In September, 1964 he had an

elective vagotomy and pyloroplasty. He did well

postoperatively and was able to return to work in

2 months. However, he never regained his pre-

operative weight of 140 pounds and he noted that,

whereas prior to operation he had been chroni-

cally constipated, postoperatively he had 2 to 3

semiformed stools daily.

In March, 1965 the patient developed a midgut
volvulus requiring the resection of 3 feet of termi-

nal jejunum and ileum. After this operation he
began having 5 to 10 soft, bulky, foamy stools

daily and lost about 30 pounds. He also noted

dizziness, diaphoresis and perioral paresthesias oc-

curring after exercise and occasionally at rest 2

hours after meals.

Significant past history included diabetes melli-

tus since 1962 treated with tolbutamide. He
smoked approximately one package of cigarettes

daily and had had “pneumonia” several times. He
had suffered from eczematous dermatitis since

1954 and was taking chloroquine daily at the time

of admission.

Physical examination on admission revealed a

B.P. of 100/70 mm. Hg., P. 90 and regular, and R.

of 14 per minute. His weight was 114 lb (52 kg.).

Significant findings included evidence of recent

weight loss, normal fundoscopic examination,

moderate increase in AP diameter of the chest,

and numerous abdominal scars. There was mild
eczematous dermatitis of the face and hands but
no evidence of peripheral diabetic neuropathy or

orthostatic hypotension.

Pertinent laboratory data in March, 1965 in-

cluded a fasting blood sugar of 123 mg.% and a

normal HCT, amylase, and serum albumin. In Sep-

tember, 1965 a fecal fat content of 9.3 Gm/day

*From the Department of Medicine, Vanderbilt
School of Medicine, Nashville, Tenn.

was recorded; serum calcium, phosphorus, choles-

terol BSP., and PCV. were all normal. Stools were
negative for guaiac, ova and parasites. The
Schilling test showed 6.7% excretion in 48 hours.

A barium enema and upper gastrointestinal x-ray

series were normal as was a suction biopsy (oral)

of the small bowel mucosa.
Laboratory studies obtained during the present

admission included normal values for PCV., FBS,
serum calcium, phosphorus, potassium, carotene,

albumin and globulin. D-xylose excretion test

was low normal with 4.8 Gm. excreted in 5 hours

after a 25 Gm. loading dose. Schilling test showed
12.2% of the labeled vitamin Bi 2 excreted in a 48

hour urine collection. This value is well above
the pernicious anemia range but somewhat lower
than is usually seen in normals. Fat balance stud-

ies are shown in table 1 and will be discussed

later.

DR. RICHARD L. DILLARD: This pa-

tient presented an interesting problem in

that he had multiple possible causes for his

steatorrhea and progressive weight loss.

One obvious cause was the resection of a

portion of his small intestine. Other possi-

ble contributing factors were his previous

gastric surgery and vagotomy, and the pres-

ence of diabetes mellitus.

Although this patient had a considerable

portion of his small intestine removed, it is

not likely that this should be a major prob-

lem in his nutritional balance. Usually

much more extensive resection of the small

intestine is necessary to cause severe malnu-

trition and generally only the patients with

less than 60 cm. of residual small bowel

have severe difficulty. 1

Table I

MCT
Control Supple- Control

Diet ments Diet

Calories: Approx. 2500 Approx. 2500 2500

Dietary

Fat: 98.7 115 121 114 114 50 50

3-day
Stool Fat

Collec- 35.3 20 17.3 8.6 7.6 21.4 10.7

tion:

(Gm/day)
Coef-

ficient

of Fat 63% 82% 85.7% 91% 93% 57% 78.6%
Absorp-
tion:

The severity of malabsorption after small

bowel resection depends upon,— (1) extent

and site of resection, (2) presence or ab-

sence of ileocecal valve, and (3) length and



April, 1967 STAFF CONFERENCE 399

condition of the remaining small bowel and
other digestive organs.

It may be argued that in this patient the

remainder of his small bowel and “other

digestive organs” were not entirely normal.

He does not have a normal stomach, the gas-

trointestinal innervation is altered, and he

has diabetes. Although the problem of dia-

betic diarrhea has not been discussed, it

should at least be noted that some diabetics

may have severe diarrhea with or without

steatorrhea—apparently related only to the

presence of diabetes mellitus and its compli-

cations.2

In extensive resections of the distal small

intestine, absorption of carbohydrate and
water soluble vitamin is not a problem,

though one must be concerned with vita-

min B 12 and severe fat malabsorption. Con-
versely, much of the ingested carbohydrate

is absorbed in the proximal small intestine

and abnormalities in absorption of these

substances are to be expected in proximal

resections. These patients may have a flat

glucose tolerance test as well as deficient

absorption of D-xylose. Either group may
have excessive fluid and mineral loss and
severe deficits in magnesium, calcium, and
potassium may occur, with persistent diar-

rhea.

It has been found that a high carbohy-

drate, high protein, low fat diet with fre-

quent feedings is the most beneficial in the

management of patients with extensive

small bowel resections. 3 Increasing the die-

tary fat beyond a point tends to increase

the steatorrhea and diarrhea, thus increas-

ing caloric, mineral, and fat soluble vitamin

loss. The amount of fat tolerated by such

patients must be determined individually.

An interesting adaptation has been re-

ported in patients with 75 and 80% of their

small intestine resected. The number of ep-

ithelial cells per unit length of villus appar-

ently increased, thus increasing the absorp-

tive surface of the remaining bowel. This

change was not noted in patients with resec-

tions of 50% or less. 4 Another complicat-

ing factor in these patients is an apparent

gastric hypersecretion with volumes up to

from 4 to 5 liters daily. This occasionally

requires gastric surgery (Vagotomy and py-
loroplasty) for control but obviously should

not be a problem in this patient.

Post-gastrectomy (and vagotomy) compli-
cations can be readily divided into two
phases—the immediate postoperative prob-

lems, which are primarily surgical in man-
agement, and the “late” complications. We
shall deal with the latter which are prima-
rily medical problems. A brief outline is

given in table 2.

Table 2

A. Postprandial Symptoms
1. “Dumping” within one hour after meals

with weakness, palpitations, perspiration,

diarrhea, cramping, etc.

2. Rebound hypoglycemia 2-3 hours after meals
with weakness, palpitations, perspiration,

hunger.

3. Inadequate reservoir function with bloating,

fullness, inability to eat.

4. Afferent loop syndromes
a. With malabsorption

b. Without malabsorption

B. Longterm Metabolic Derangements
1. Malabsorption syndrome—secondary to

above (A 1, 3, and 4).

2. Osteoporosis and osteomalacia due to de-

rangements in calcium, phosphorus, and
protein metabolism.

3. Anemia
a. Defective iron absorption

b. Rarely Bi 2 ,
folic acid deficiency

C. Weight loss—mainly related to A, occasionally

related to factors listed under B.

Excluding for the moment the fact that

our patient had a significant portion of his

small bowel resected, attention should be di-

rected to the role of the patient’s drainage

procedure and vagotomy to his steatorrhea.

The incidence of weight loss or failure to

gain weight after gastric resectional surgery

has varied in different series from 10 to

70%. 5 Fat excretion studies of Billroth II

type resections have shown that one-third to

one-half of the patients develop steator-

rhea. 6 In patients with drainage procedures

(Pyloroplasty or gastrojejunostomy) and

vagotomies, steatorrhea has been noted in

approximately 40 percent." In the vast ma-
jority of the patients the steatorrhea is mild

and of no consequence. Although, theoreti-

cally, it seems that the incidence of steator-

rhea with a pyloroplasty should be lower

than with a gastrojejunostomy, it still is

significant.

The exact role vagotomy plays in steator-

rhea is unclear. Many factors have been

blamed, particularly when there is an asso-
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ciated gastrojejunostomy. These include

impaired pancreatic and biliary function

which is due partially to asynchrony be-

tween gastric emptying and pancreatic-

biliary secretion, altered small bowel motil-

ity, altered intestinal pH values, small

bowel mucosal changes, and excessive or ab-

normal growth of intestinal bacteria, par-

ticularly if a poorly functioning afferent

loop is present. Most of these factors are

difficult to incriminate with any certainty

with the exception of bacterial overgrowth

in an afferent loop. Many studies have sug-

gested that if one obtains excessive counts

of bacteria from the stoma of the afferent

loop, a response to systemic antibiotics can

be anticipated. 8 Attempts to supplement

pancreatic and bile flow with extracts of

these substances have generally been unre-

warding. There was no apparent improve-

ment in our patient on these preparations.

It is thought by some that the diarrhea

and steatorrhea following vagotomy are sep-

arate entities. After a vagotomy intestinal

peristalsis is usually impaired for only ap-

proximately 14 hours, and following this the

normal intrinsic innervation of the bowel

resumes its predominant role in gut motility

and no definite alteration in intestinal motil-

ity can be defined. Thus, normal bowel

function may be present without diarrhea.

The lack of diarrhea does not necessarily

imply that the patient will not have steator-

rhea, however.

The role of pH of the gastric efflux is also

thought to influence pancreatic secretion.

Following vagotomy the pH is not as low as

normal and the normal stimulus from the

duodenum on pancreatic secretion (secretin

mediated) is impaired.

The presence of mucosal changes does not

seem to be a significant factor if indeed, it is

a factor at all. Although minimal atrophic

small bowel mucosal changes at the stomal

margin are described, they are not extensive

nor severe enough to produce the malab-

sorption noted. The occasional occurrence

of a true gluten enteropathy after gastric re-

section is, of course, another problem and

may be worsened with gastric surgery.

Generally, it seems there may be several

contributing factors in the production of

post-gastroenterostomy and vagotomy stea-

torrhea and that there is no easy solution to

the management of the problem.

Again it should be emphasized that a

frank malabsorption picture is unusual and
that its incidence can be minimized by the

selection of a more physiologic surgical

procedure. This is shown in the results of

Scott and Associates9 who noted only a

8.7% incidence of weight loss with an an-

trectomy, vagotomy and gastroduodenal an-

astomosis. The retention of the duodenum
in the gastrointestinal stream seems to de-

crease significantly the incidence of malab-
sorption and iron deficiency. In some in-

stances improvement can be obtained by the

conversion of a Billroth II to a Billroth I an-

astomosis.

Poor dietary intake is another factor that

frequently is operative in these patients. It

is such a mundane matter that it may be

easily ignored. The patients do not con-

sume an adequate diet because of quick fill-

ing of a small gastric pouch, postprandial

pain and fear of “dumping” and its unpleas-

ant symptoms. The simple corrective meas-

ures of multiple feedings, avoidance of con-

centrated carbohydrates, and avoidance of

liquids with meals may enable the patient to

significantly increase his caloric intake.

DR. LAW: We were particularly inter-

ested in this patient and his response to

dietary supplementation with medium-chain
triglycerides. Medium-chain triglycerides

(MCT*) are a mixture of triglycerides

which contain fatty acids of “shorter”

length than usual dietary fatty acids. The
fats in our normal diets contain carbon

chains of 18 to 20 whereas MCT has chains

of 8 (octanoic) and 10 (decanoic) carbon

atoms. These triglycerides are obtained

from coconut oil and administered as a die-

tary supplement.

Available studies suggest that MCT might

be transferred from the intestinal lumen to

mucosal cells without prior hydrolysis.

Playoust and Isselbacher,10 working with

trioctanoin, noted that it was hydrolyzed in-

tracellularly by a microsomal enzyme sys-

tem which was not active on the longer

chain triglycerides. The fatty acids formed

by this hydrolysis remained in a free, unes-

* Kindly provided by Dr. Herbert Sarret, Di-

rector of Nutritional Research, Mead Johnson

Research Center, Evansville, Indiana.
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terified form, thus favoring their transport

in the portal system rather than by a lym-

phatic route. Utilizing labeled trioctanoin

(C 14
) they were able to demonstrate that

80% of the label appeared in the portal vein

plasma as free, unesterified fatty acids. It is

postulated that a mucosal lipase such as that

which acts on trioctanoin may have a role in

the intracellular hydrolysis of ingested me-
dium-chain triglycerides other than trioc-

tanoin. These medium-chain triglycerides,

having been absorbed directly by the mu-
cosal cells are therefore not dependent on

the presence of bile salts and pancreatic li-

pase for their utilization.

The applications of the properties of MCT
are obvious. Directly applied to this pa-

tient, it is apparent that MCT can be ab-

sorbed more effectively than normal fat

(Table 1). This is illustrated most strik-

ingly in the patient reported by Winawer
and associates. 3 The substitution of MCT
for dietary fat results in more efficient ab-

sorption of fat, less fat loss in the stool and,

likewise a decrease in the loss of fat soluble

vitamins and minerals. Also the problem

of inadequate mixing of the bile salts

is circumvented as these salts are not neces-

sary for the emulsification of the ingested

MCT.
Although our patient did not experience a

significant weight gain in the short time he

was receiving MCT, there was a striking re-

duction in the amount of fat in his stool.

In other conditions MCT has theoretical

and practical uses. These conditions in-

clude pancreatic insufficiency of diverse

etiologies, bile salt abnormalities due to ob-

struction or impaired liver function, defects

in mucosal cell structure (due either to dis-

ease of the mucosal cells or physical loss of

mucosal cells)
,
and in lymphatic abnormali-

ties such as chylous ascites, or chylothorax,

and lymphangiectasia of the small bowel.

Generally patient acceptance of the prod-

uct has been good. When prepared, the

mixture has the texture and flavor (various

flavors can be added) of a milkshake. In

most situations it is given as a dietary sup-

plement to the standard diets, but, if well

tolerated there is no limit to the amount
which can be ingested. The form in which

it is administered can, in fact, be used as a

total diet since it is compounded as a com-

plete food with essential vitamins, minerals,

carbohydrates, and proteins. This property

makes it particularly attractive in the man-
agement of chylous ascites in infants.

Problems with acceptance are encoun-

tered occasionally in patients who have a

tendency to “dump” if excessive amounts of

MCT are ingested too rapidly. This can

usually be avoided if the patients are well-

coached in the purposes of the supplement
and ingest the MCT slowly between other

meals.

At present these compounds are available

only for study purposes but they represent

one of the practical applications of research

studies applied to clinical problems.

References

1. Anderson, C.M.: Long-term Survival with
Six Inches of Small Intestine, Brit. Med. J. 1:419,

1965.

2. Wruble, L.D. and Kaiser, M.H.: Diabetic

Steatorrhea: A Distinct Entity, Am. J. Med.
37:118, 1965.

3. Winawer, S.J., Broitman, S.A., Wilochow,
D.A., Osborne, M.P., and Zamcheck, N.: Successful

Management of Massive Small-bowel Resection

Based on Assessment of Absorption Defects and

Nutritional Needs, New England J. Med. 274:72,

1966.

4. Porus, R.L.: Epithelial Hyperplasia After

Massive Bowel Resection in Man, J. Clin. Invest.

43:1295, 1964.

5. Haubrich, W.S.: Sequelae of Gastric Surgery

For Peptic Ulcer, Gastroenterology (Edited by

Bockus,) Vol. I, p. 702-727, Philadelphia, W.B.

Saunders & Co., 1963.

6. Wirts, C.W. and Goldstein, F.: Studies of the

Mechanism of Postgastrectomy Steatorrhea, Ann.

Int. Med. 58:25, 1963.

7. Cox, A.G.: Metabolic Effects of Vagal Sec-

tion, Recent Advances in Gastroenterology, (Ed-

ited by J. Badenoch and B. N. Brooke.) Chap. 4, p.

68-85, Boston, Little Brown and Co., 1965.

8. Donaldson, R.M.: Normal Bacterial Popula-

tions of the Intestine and Their Relation to Intes-

tinal Function. New England J. Med. 270:938,

1964.

9. Scott, H.W., Herrington, J.L., Edwards, T.W.,

Shull, H.J., Stephenson, S.E., Sawyers, J.T., and

Classen, K.T.: Results of Vagotomy and Antral

Resection in Surgical Treatment of Duodenal

Ulcer, Gastroenterology 39:590, 1960.

10.

Playoust, M.R. and Isselbacher, K.J.: Studies

on the Intestinal Absorption and Intramucosal Li-

polysis of a Medium Chain Triglyceride, J. Clin.

Invest. 43:878, 1964.



402 CLINICOPATHOLOGIC CONFERENCE April, 1967

CLINICOPATHOLOGIC
CONFERENCE

Pulmonary Consolidation of Undetermined Cause*

This 72 year old white woman was admitted to

the Methodist Hospital on February 12, 1966, with

a chief complaint of lower abdominal pain for ap-

proximately one month. The pain was insidious

in onset, cramping in nature, located in the left

lower quadrant and was aggravated by move-
ment. This was associated with fever and a

chronic cough. The patient wa9 on a strict diet

for a known peptic ulcer.

The B.P. was 100/60, P. 92, R. 25, and T. 101° F.

The patient was obese. The heart sounds were

distant and the lungs were reported to be clear to

auscultation. The abdomen was soft and non-

tender. No masses were felt.

A chest x-ray on admission revealed an exten-

sive mottled infiltration in the right middle lobe.

A plain film of the abdomen showed a normal
bowel gas pattern. A gastrointestinal series re-

vealed a hiatus hernia with no other remarkable

changes. An EKG. was within normal limits.

The HCT. was 39%, Hgb. 12.7 Gm, WBC. count

8,400 with 72% PMN., 16% lymphocytes, 10%
monocytes, 1% bands and 1% P.M.E. The urin-

alysis revealed a sp. gr. of 1.025, pH 5.5, was neg-

ative for albumin, glucose, and ketone bodies; no

blood, the sediment contained no RBC., had 3 to 4

WBC. per hpF. and an occasional granular cast.

Sputum cultures grew alpha Streptococcus and S.

faecalis.

The patient was placed on a strict ulcer diet,

magnesium aluminum (Maalox), Donnatol, meper-
idine (Demerol), Phenergan, glucose intrave-

nously and chloramphonicol (Chloromycetin).

Intermittent positive pressure breathing with Al-

evaire and isoproterenol (Isuprel) was begun on

the 2nd hospital day. On the 3rd hospital day a

second chest film showed some progression of the

infiltrate on the right side. A skin test with

PPD-2 on the 5th hospital day developed 17 mm.
of induration and 21 mm. of redness. A skin test

with coccidioidin was negative. Blood cultures at

this time were negative. Penicillin was added to

the regimen on the 9th hospital day. By the 12th

hospital day the patient was asymptomatic and

afebrile. However, one examiner reported de-

creased breath sounds at the right lung base and a

chest x-ray at this time showed infiltrations in

the right middle lobe with progression of the pro-

cess into the right lower lobe. Bronchoscopy on

the 17th hospital day revealed an obstructive le-

sion in the right bronchus just below the branch

to the upper lobe. The lesion was considered to

be either a tumor or an eroding lymph node. A
biopsy of this area revealed lymphoid tissue with

granulomatous, caseating inflammation and ul-

*From the Departments of Pathology and Medi-

cine, Methodist Hospital, Memphis, Tenn.

cerative bronchitis. Special stains were negative
for pathogenic organisms. The bronchial wash
was negative for malignant cells. A culture of the
bronchial wash grew B. aerogenes, alpha Strepto-

coccus and S. faecalis. A culture of the surgical

specimen for fungi was negative. A bronchogram
on the 18th day revealed filling of the right upper
lobe bronchi and the bronchus to the superior
segment of the right lower lobe. The remainder
of the right lower lobe and the middle lobe did

not fill. There was irregularity of the take-off

of the superior segment.

The patient remained afebrile and an operation
was performed on the 26th hospital day.

'

DR. J. B. WITHERINGTON: I would like

to know if pelvic and rectal examinations
were done, and if so, what the findings

were.

DR. J. D. MASHBURN: Pelvic and rectal

examinations are not recorded in the chart.

For conference purposes we can assume
that they were negative.

DR. WITHERINGTON: First, I will con-

sider the pain in the left lower abdominal
quadrant. This pain was aggravated by
motion. No mention is made of any hernial

protrusion. No mention is made of any evi-

dence that this was musculo-skeletal pain.

A barium enema was done which did not

reveal any obstructive lesion in the colon

nor did it reveal any diverticula. This does

not entirely rule out diverticulitis of the

colon, but it is relatively good evidence

against it. The urinalysis was normal. An
I.V. urogram was not reported, but I think

we can assume that there was no kidney
disease. We must also assume on the basis

of Dr. Mashburn’s comment that there was
no adnexal or uterine disease. We wonder
if she had some lesion in her abdomen in

this vicinity that might have had expression

in the chest such as a G.I. tumor with me-
tastasis to the lungs. Or could this be

something in the chest that also is involving

structures in the abdomen as well?

Certainly bronchogenic carcinoma can have

extrapulmonary spread and metastatic dis-

ease. Tuberculosis can produce disease in

the genitourinary system and the genital

system as well. Histoplasmosis can involve

the abdominal viscera and abdominal struc-

tures. However, the abdomen is not men-
tioned on this protocol after the first two
paragraphs. I simply do not have enough

information upon which to arrive at a

proper conclusion regarding the etiology of
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the pain in the left lower quadrant of the

abdomen.

We notice on the admission history that

this patient had cough, fever and rales.

She had a white count of 8,400 with 10%
monocytes. A chest film showed a mottled

inflammation in the right middle lobe.

Sputum culture was obtained and produced

organisms which, I think, would ordinarily

grow in an obstructive lesion in the bron-

chus. After this, bronchograms and bron-

choscopy were done; both revealing an ob-

structive lesion at the take-off of the right

middle lobe bronchus and the superior seg-

ment of the right lower lobe bronchus. We
know that the origins of these two bronchi

are adjacent to each other and it would not

take very much of a lesion to obstruct both.

Biopsy of this area at bronchoscopy re-

vealed a caseating granuloma with ulcera-

tive bronchitis and a lymphoid tissue reac-

tion. Culture and examinations of the

bronchial washing were obtained. The
same organisms, contaminating organisms,

were obtained. When I say “contaminat-

ing” I mean organisms that come in behind

an obstruction. Mycobacteria and fungi

were not grown on the culture. No malig-

nant cells were seen on the bronchial wash.

A PPD-2 was done; a little unusual I would
think to start with the strongest PPD we
have, which is 250 times stronger than

PPD-1 and fifty times more concentrated

than the intermediate reaction. Suffice it to

say, this patient had a 2+ to 3+ PPD which

means that she had had some time in her

life live tubercule bacilli in her body.

Some writers think that if a positive tuber-

culin test is present, the patient still har-

bors live tubercle bacilli. I do not think,

however, that this is generally accepted.

She was skin tested with fungus material

that is common to the southwestern part of

the United States, coccidioidin. No mention

was made whether she had ever lived “west

of the Pecos,” or visited there during a dust

storm. No mention is made of any skin test

of the respiratory fungus that we see in this

part of the country. Is it known whether
she did have a histoplasmin skin test or

not?

DR. MASHBURN: It is not recorded.

DR. WITHERINGTON: The doctor that

took care of her must have been from west

Texas!

The crux of this whole case seems to boil

down to a differential diagnosis of a caseat-

ing, granulomatous lesion located in the

right bronchial tree at the bifurcation of the

right middle and right lower lobe bronchi.

This produced obstruction with secondary

infection behind it. The patient improved
with antibiotics, but the lesion did not dis-

appear. An operation followed which, I as-

sume, was a thoracotomy.

Before I go any further, I would like to

enlist the aid of the Radiology Department.

DR. DAVID S. CARROLL: The barium
enema is negative. There is no evidence of

diverticulitis. The upper G. I. series shows
a hiatal hernia. The pyloric end of the

stomach is narrowed. I have a feeling there

is a little ulcer crater, on the lesser curva-

ture here, but I’m not too sure about it. At
any rate, I think the peptic ulcer disease, ei-

ther now or in the past, and the hiatal her-

nia could be responsible for some of the ab-

dominal symptoms.

The chest x-rays show a disease process

in the right middle and right lower lobes.

(Fig. 1.) The left lung is entirely free of

Fig. 1 . The initial chest x-ray showing consolida-

tion of the right middle lobe.

disease and the right upper is free of dis-

ease. You will notice two things about the

lung lesions. First, there is absolutely no

evidence of any significant hilar mass.

Secondly, there is no chronic fibrosis in the
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process. This appears like fairly acute in-

flammatory disease. Now you will notice

of course, that the disease does not clear up
as expected for a pyogenic pneumonia, but

instead, it slowly progresses. You will no-

tice that no pleuritis has occurred and that

some fluid is present within a few weeks
since the first film.

Because the disease progressed, it ob-

viously became necessary to study this pa-

tient further to see if there was any under-

lying cause of this pneumonia. In the bron-

chograms we see no filling of the middle

lobe bronchus, but there is a great deal of

rather severe bronchiectasis involving the

lower lobe bronchi on the right side.

Now, let us go into a little differential di-

agnosis from a radiologic standpoint. First

of all, in respect to a bronchogenic carci-

noma, I think it would be extremely un-

usual for a bronchogenic carcinoma to have

been there long enough to obstruct the

lower and middle lobe bronchi as this does

without showing some semblance of a hilar

mass.

This is not the behavior of a benign bron-

chial adenoma. These usually produce a

complete atelectasis. Nor is this the picture

of a chronic inflammatory lung disease with

bronchiectasis, because there is no element

of pleural fibrosis. So what is left?

Precisely what Dr. Witherington has been

discussing, that is an active granulomatous

process.

DR. WITHERINGTON: I am glad to hear

Dr. Carroll say that it is unlikely that this is

a neoplastic disease. I do not feel that we
have any real evidence for tumor. I have

found, however, over the years that it is

never safe to disregard bronchogenic carci-

noma in any situation. But certainly, the

sort of tissue that was obtained on the

biopsy was that of a granulomatous in-

flammatory disease and was not that of neo-

plasia. I don’t think that this was a bron-

chogenic carcinoma. Likewise, again, we
have no evidence of a primary site any-

where else from which metastasis might

have reached the lung.

Maybe I should not disregard Hodgkin’s

disease so quickly. Certainly Hodgkin’s can

produce a granulomatous lesion. It can be

present in the thoracic lymph nodes and

could possibly compress or invade the bron-

chus. Likewise, it could have abdominal
expressions and, with involvement of the

retroperitoneal lymphoid structures, ac-

count for some of the patient’s pain that she

had in her abdomen on admission. So it

does afford an attractive possibility.

However, this is not my number one

impression. Smears of the peripheral blood

rule out leukemia.

Sarcoidosis must be considered in any
persisting lung disease that is unusual and

that does not respond to ordinary chemo-
therapeutic measures. Sarcoidosis can in-

volve lungs and nodes and produce visceral

lesions. But it presents, as a rule, with a

hilar adenopathy (the so-called “potato

nodes”) . In addition, a sarcoid lesion never

caseates, cavitates or ulcerates. I believe

we can disregard sarcoid disease.

Foreign body is a distinct possibility. We
must consider aspiration of mineral oil with

resulting inflammatory lipoid pneumonitis.

The same thing can be seen from nose drops

with an oil base. Since there is no history

of aspiration, I will go on to other more
common causes.

The infectious conditions that would pro-

duce this sort of lesion with obstruction and

pneumonic disease distally belong to the

mycobacteria and fungal groups. We know
that the patient sometime in her life has

had tuberculosis. Certainly, they can be

harbored for many, many years in a lymph
node. Then at some specific time the host’s

defense mechanism fails and the organisms

spread locally, even produces an exudative

sort of lung disease or bring about hemato-

genous spread. I do not think we have rea-

son to consider the other more rare myco-

bacteria. Tuberculosis is certainly an ex-

tremely good possibility in this case.

I mentioned coccidiodomycosis in pass-

ing, which could produce this type of lesion,

but the skin test is negative and the pa-

tient’s geographic history is not right for

this diagnosis. I do not think we have

enough facts to consider actinomycosis blas-

tomycosis or nocardiosis. They produce a

pyogenic reaction rather than a lymphoid

caseating granuloma.

I cannot exclude histoplasmosis com-

pletely, but I would expect more calcifi-

cations in the chest films.

I think that of all the possibilities the
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most likely one to produce this sort of ca-

seating granulomatous lesion with ulcera-

tive bronchitis in this area, and with pneu-

monitis behind it would be an old tubercu-

lous focus that has become active.

DR. J. D. MASHBURN: Thank you, Dr.

Witherington.

I would like to open the floor for discus-

sion now. Would anyone like to make a

point or offer another diagnosis?

A PHYSICIAN: Dr. Witherington, are

you postulating that the abdominal pain is

on the basis of tuberculous salpingitis?

DR. WITHERINGTON: I don’t think the

pathologist is going to be able to tell us

what this abdominal pain was. I think we
just have to say we don’t know.

A PHYSICIAN: Dr. Witherington, you
mentioned the possibility of a lipoid pneu-

monia. Do you think that this type of

pneumonia would produce a fever?

DR. WITHERINGTON: Yes, it gives a

chronic low grade inflammatory disease

with fever. However, I do not believe the

x-rays are typical for a lipoid pneumonia.

DR. CARROLL: I do not believe the

x-rays suggest this type of lesion.

DR. MASHBURN : A thoracotomy was
performed on this patient and the middle

and lower lobes of the right lung were re-

moved. The middle lobe was firm and non-

crepitant. The pleural surface was moder-

ately thickened with fibrinous adhesions.

The lower lobe contained numerous small

firm nodules. The cut surface of the middle

lobe revealed extensive consolidation of the

lung tissue. It had a light grey to pink

color. This was firm and noncrepitant.

The lower lobe was pinkish grey with scat-

tered light grey foci of consolidation. We
were asked to do a frozen section and we
considered all sorts of possibilities, particu-

larly along the lines of tumor. The first

thing that came to mind was an extensive

Hodgkin’s disease involving an entire lobe.

Metastatic adenocarcinoma lining the alveo-

lar spaces can give a consolidating appear-

ance like this. Then, of course, the diagno-

sis that most pathologists consider when
they have a tumor producing consolidation

of the lung and yet not distorting the over-

all architecture is the well known alveolar

cell carcinoma. Other possibilities were

granulomatous infections and Wegener’s

granulomatosis.

The microscope resolved the issue. The
lung tissue is wiped out with extensive ne-

crosis and fibrosis. Chronic inflammation

with macrophages, lymphocytes and Lang-

han’s type giant cells ring the area of ne-

crosis. In the periphery of the consolidation

we see small discrete granulomas with typi-

cal Langhan’s type giant cells. (Fig. 2.)

Fig. 2. A section of the right lung at the periph-

ery of consolidation.

Special stains and cultures for tubercu-

losis were positive. Our final diagnosis is

tuberculous pneumonia of the middle and

lower lobes of the right lung. This is also

referred to as “pneumonia alba.” In the old

days it was called “galloping consumption.”

I think that in this case the patient con-

tracted the tuberculosis years ago, then de-

veloped a smoldering tuberculous lymphad-

enitis in this area which eventually eroded

into the bronchial wall producing a tuber-

culous ulcerative bronchitis. Then this pro-

cess seeded out into the alveoli of the mid-
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die lobe and gave her an acute tuberculous

pneumonia. This is our concept of the

pathogenesis of this particular case.

We thought it would be good to show this

just to remind all of us that tuberculosis is

still with us and that it remains a real prob-

lem. I just looked up some Public Health

statistics today. We are told that even now
10 persons out of every 100,000 in our coun-
try die with tuberculosis. It is still among
the ten leading causes of death.

Final Anatomic Diagnosis : Tuberculous
pneumonia of the middle and lower lobes of

the right lung.

* * *

MITRAL STENOSIS. James C. Dahl, M.D., Paul

Winchell, M.D., and Craig W. Borden, M.D.

Arch. Int. Med. 119:92, 1967.

The authors discuss the results of closed mitral

valvulotomy for the treatment of symptomatic mi-

tral stenosis. They had a series of 100 cases in

which operations were done between June, 1950,

and September, 1953. Of these 100, 3 fell into

Class I, 23 in Class II, 57 in Class III, and 17 in

Class IV. The operative mortality was 9%. Five

of the deaths occuri’ed in the Class IV group, giv-

ing an operative mortality of 27% for this group.

They were interested in the effect of this opera-

tion on the natural history of mitral stenosis and
an evaluation of the factors influencing survival

after surgery.

The factors influencing the postoperative mor-
tality were:

(1) Age and sex. The average age at the time of

surgery of the treated group was 38 years, where-
as the average age for those who did not survive

more than 12 years was 47 years of age. Of the

male patient population in the group, 77% failed

to survive for a period greater than 12 years.

Sixty-three percent of the male patients had as-

sociated calcific valvular involvement. It was
thought this was perhaps the factor influencing

the failure to survive.

(2) A second important factor was the presence

or absence of valvular calcification. In the pa-

tients without calcium in the valve, 68% survived

after 12 years, and only 16% of those with calci-

fied valves survived for at least 12 years. They
felt, therefore, that calcium is the hallmark of a

severely damaged valve and closed surgical ap-

proaches will not result in satisfactory improve-
ment in such cases.

(3) The next factor of importance was atrial

fibrillation. They noted that the duration of atrial

fibrillation prior to operation was longer in the

group that failed to survive for 10 years. To

them, this suggested that fibrillation indicated not
only longer duration of disease, but perhaps also

increased severity of the rheumatic process.

(4) Another factor involving survival was heart
size. A 34% mortality rate after 5 years occurred
in patients with enlarged hearts. Congestive heart

failure also showed an effect on the survival rate

of patients. After 3 to 5 years, those who had had
congestive heart failure declined much more rap-
idly than those who did not have heart failure

prior to operation.

(5) Complicating valvular disease, primarily
aortic valvular disease, undoubtedly played an
effect on survival rate, inasmuch as 55% of the

late deaths were in patients who had multiple

valvular involvement and may well have played a

dynamic role in the development of cardiomegaly,

congestive failure, and death.

(6) A very interesting factor was pulmonary
hypertension. They noted that patients with the

most severe pulmonary hypertension seemed to do
as well or better than some of the patients with
much lower pressures. The best results often oc-

curred in such patients because the symptoms and
signs were primarily due to mechanical mitral

valve block, and were not necessarily related to

low cardiac output secondary to myocardial dam-
age or complicating aortic valve disease.

In summary, calcification of the valve, car-

diomegaly, atrial fibrillation, multiple valve in-

volvement, and congestive heart failure all ad-

versely affected survival rates. However, elevated

total pulmonary vascular resistance and vascular

changes noted at operation did not coi'relate with

survival. Thus, their conclusion was that the find-

ing of high pulmonary resistance need not con-

traindicate surgery. Their studies also indicated

that residual functional mitral stenosis still existed

in the great majority of the patients restudied after

a period of 10 years. (Abstracted for the Middle

Tennessee Heart Association by Milton Grossman,
M.D., Nashville)



Social Security
Amendments Intro-

duced—Medicare
Title XVIII

Proposals Under
Title XIX

• Ways and Means Committee Chairman, Wilbur Mills, (D.

,

Ark.) introduced H.R. 5710, the Social Security Amendments
of 1967, which in its 164 pages contains numerous amend-
ments to the Social Security law, including Medicare.
Among changes in the Law, it would extend Medicare to the
disabled; enable federal facilities to receive Part A pay-
ments; include non routine podiatry services under Part B;
increase the membership of the National Medical Review Com-
mittee from nine to sixteen members (committee was author-
ized by P.L. 89-97) ; required depreciation allowances for
hospitals and other facilities be made only if the provider
uses them for proper capital expenditures as determined by
the State planning agency; establishes a new "Part C" under
which reimbursement, without deductible or co-pay, would be
made for specialty services furnished to hospital inpa-
tients, and would transfer all outpatient hospital services
to the Part B program, with reimbursement subject to the
present annual $50 deductible and 20% co-pay features ; elim-
inate requirement of physician certification under Part A;
pay for durable medical equipment (presently limited to
rentals) under Part B; reimburse state agencies for consul-
tative services provided to independent laboratories ; and
delete present limitation on the reduction of 90 days of
inpatient hospital services for individuals with mental
disease or TB.

• Among the many amendments proposed are: states would have
the option of receiving federal participation in the full
cost of institutional care or services of individuals cer-
tified by the physician to require skilled nursing home care
when providing these services in other appropriate institu-
tions or in the patient's home; an income limitation effec-
tive after December 31, 1967, under which no payment could
be made to individuals of families whose income exceeds by
more than 50% the highest income standards used by the state
in determining eligibility under the cash assistance pro-
gram; an amendment which in theory coordinates Title XIX with
Part B of Title XVIII under which states would be allowed
to "buy in" for their MAA people, but if they choose not to,
federal matching would not cover expenditures for services
had the individual been enrolled under Part B ; an amendment
which would permit states to "buy in" to Part B for its over
65 beneficiaries without providing comparable services for
the other Title XIX recipients ; authorizes the payment of

75% of the administrative cost of the medical program
whether incurred directly by the administrating agency or
others ; the establishment of a 21 man advisory committee on
Title XIX ; a requirement which would guarantee an individual
under Title XIX free choice of physician and facilities ; a
provision that calls for beginning July 1, 1967, under the
crippled children's program, an early identification through
periodic screening of the need for care and services and for
the provision of care and treatment of defects and chronic
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conditions ; and a broad expansion of appropriation authoriza-
tions for the various individual programs now under Title
XIX. Among other changes in the funding of Social Security,
the bill calls for an increase in the taxable wage base from
$6,600 to $7,800 in 1968, $9,000 in 1971, to $10,800 in 1974
and with small increases in the tax rate in order to meet
increases in cash benefits. Hearings were conducted on the
bill that took up practically all of the month of March.

• Only "usual and customary fees" should be accepted.
That's the policy the Tennessee Medical Association wants
its members to follow when dealing with any private or gov-
ernmental agency. To emphasize its stand, the Association
refused in May, 1966, to renew its contract with the Depart-
ment of Defense for coverage of military medical care bene-
ficiaries because the agency involved refused to depart from
its demand for a fixed fee schedule.

© Tennessee's population now totals 3,883,000, an increase
of nine percent over the 1960 figure, according to the
regional office of the Census Bureau.

The population increase during the past six years already
has surpassed the increase for the entire decade between
1950 and 1960. The figure is 315,900 higher than the of-
ficial 1960 count of 3,567,089.

Out of every 100 Tennesseans, 10 are under five years of
age, 26 are between five and seventeen, 35 are between
eighteen and forty-four, 20 are between forty-five and
sixty-four, and 9 are sixty-five or older. The Census Bu-
reau did not report population figures for cities or
counties.

• About 11,000 doctors a year are needed to meet the de-
mand for physicians in America. Only 7,574 were graduated
last year in U.S. medical schools. Another 1,500 come to
the United States each year from foreign medical schools,
according to the Association of American Medical Colleges.

• Listings in commercially sponsored advertising direc-
tories, except for the yellow pages of telephone direc-
tories, are unethical, the AMA Judicial Council has ruled.
Also disapproved are listings in community directories other
than areawide or university non-commercial telephone books
or medical directories.

• An institutional advertising program "designed to create
a climate of opinion favorable to private physicians" has
been approved by the AMA Board of Trustees. AMA Board min-
utes describe the campaign as explaining "the positive pro-
gram benefitting the public." When initiated, the advertis-
ing will be the first since the Eldercare campaign.

® MEDICAL WORLD NEWS in a recent article, points to the
U.S. Supreme Court ruling wherein income tax records should
be preserved permanently in cases that permit revenue agents
to investigate records beyond the statute of limitations.
The IRS does not have to show probable cause to suspect
fraud in order to examine any data relevant to a taxpayer's
tax liability. The burden of showing that the demand is
unreasonable is on the taxpayer, and he can no longer meet
it simply by claiming protection under the statute of
limitations.



Hadley Williams, Assistant Executive Director

Hart Bill • Nationwide publicity has been generated by S. 260, a bill
Hearings introduced by Senator Philip A. Hart (D. Mich.), and com-

monly referred to as the "Medical Restraint of Trade Act."
Referred to the Senate subcommittee on Antitrust and

Monopoly, public hearings have been conducted during the
months of February and March.

The legislation would forbid physicians from owning drug
stores, dispensing eyeglasses, owning interests in drug re-
packaging companies and selling items they prescribe.

Dr. James Z. Appel, immediate past president of the AMA,
testified on behalf of the AMA on March 1st. Dr. Appel
stated that "the physician should not be able to coerce a
patient to buy prescription drugs or devices from him or
from any designated pharmacy or supplier.

"Neither, however, should the patient be coerced by law
to buy from the single pharmacy in his community or neigh-
borhood," he said. Dr. Appel pointed out that the proposed
legislation would give to pharmacists and others involved,
in the dispensing of drugs and devices, "a virtual monop-
oly." He said the exploitation of patients becomes greater
if any one seller has a monopoly, or if competition is re-
stricted.

"Physicians do not compound drugs, nor do they grind
lenses. They employ people who are qualified and licensed,
where necessary, to do this expert work for them. A phar-
macist is educated to know the biochemical effects of drugs,
and the individual effect in any given patient is unique.
It is the physician who must observe the . . . effect of
drugs on patients, not the pharmacists," Dr. Appel said.

"I believe, and the AMA believes," he said, "that the in-
terest of the patient comes before the interest of anyone
who serves him."

Among the groups testifying in favor of the legislation
were the American Pharmaceutical Association, National Asso-
ciation of Retail Druggists and National Farmers Union. The
American Association of Ophthalmology presented testimony in
opposition to the bill, as well as the AMA.

Medicare Hearings • The House Ways and Means Committee continues to hold
Continue hearings on H.R. 5710, the Social Security Amendments of

1967. The position of the AMA was given by President
Charles L. Hudson, M.D., in early April.

Testimony received by the committee during March included
the College of American Pathologists who supported the pro-
posed new "part C" under which reimbursement, without de-
ductibles or co-payment, would be made for specialty diag-
nostic services furnished to hospital in-patients.

The American Optometric Association recommended to the
committee that optometric services be included as a medi-
care benefit without, however, the current necessity of
referral by physicians. The American Podiatry Association
recommended the inclusion of podiatry services as a medicare
benefit and expressed a desire to have them extended in a
manner so as to place podiatry on a par with physicians
under the definitions of P.L. 89-97.
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AMA Convention
Schedules

• The 20th National Conference on Rural Health was con-
ducted in Charlotte, N.C. March 10-11.

The purpose of the program presented was to more fully
understand the inter-dependence of rural and urban areas for
the improvement of the health of the people ; to develop
methods to plan for and utilize more efficiently health man-
power resources ; to discover and be able to implement the
utilization of community health resources ;

and to assess the
effect of environmental factors on the health and well-being
of people, with emphasis on first aid instruction and im-
proved rural emergency medical care.

Dr. Alvin J. Ingram of Memphis, a member of the AMA Board
of Trustees and Committee on Manpower, was a featured
speaker at the meeting, which attracted more than 500 per-
sons.

• The 85th Tennessee General Assembly has now settled down
to work on a variety of major items of legislation, includ-
ing an increase in the state's budget in excess of $131 mil-
lion for the biennium.

The administration's 13 suggested tax sources to raise
the necessary revenue has received a great deal of atten-
tion from legislators.

Items affecting medical care and physicians who render
the care have also been introduced. TMA sponsored legisla-
tion includes a proposal to provide immunity from liability
for physicians who serve on hospital utilization review com-
mittees ; a strengthening of laws that pertain to motorcycles
and their operation; an amendment to the Mental Health Law
to allow for a physician's affidavit or deposition to be
taken in commitment cases with the consent of the patient or
his counsel ; and a proposal calling for the testing of
Phenylkent onuria (PKU) in newborns at the discretion of the
attending physician.

Strongly opposed by TMA is H.B. 255 which would make
physicians subject to subpoena to give evidence for proof
by deposition. The bill would remove the right of physi-
cians to claim exemption which is currently provided for
attorneys and physicians.

• The jointly sponsored TMA-Tennessee Hospital Association
first aid station at the Capitol has received the applaudets
of many members of the General Assembly.

The station is being staffed by a volunteer TMA member
each day and a registered nurse provided by THA.

Dr. W. A. Crosby, of Dickson, never imagined that on the
day he volunteered to serve (March 15th), the President of
the United States would deliver a major policy address to
members of the Tennessee General Assembly. The unprece-
dented appearance of President Johnson created a flurry of
activities which strained the facilities at the Capitol.

• A report published by the Tennessee Department of Public
Welfare shows that a total of 594,960 prescriptions were
filled at the Department's expense for Old Age Assistance
and Medical Aid for the Aged recipients during the last
fiscal year. The total cost for the prescriptions amounted
to over $2 million.

The TMA Advisory Committee to the Department of Public
Welfare meets twice yearly to review the drug formulary
utilized by the Department for additions or deletions.

® The 1967 AMA annual convention will be in Atlantic City,
New Jersey on June 18-22. The Clinical convention will be
held in Houston on November 26-29.

Future dates and cities for both annual meetings are as
follows: 1968: San Francisco, June 16-20 and Miami Beach,
Fla., December 1-4; 1969: New York, June 22-26 and Denver,
November 30-December 3; 1970: Chicago, June 21-25 and
Boston, November 29-December 2.
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'P'le.&ideett'& “PcLae
It has been twelve months since I assumed the office of Presi-

dent. My term as the titular head of this Association has ended.

I have appreciated the honor that was bestowed upon me in
permitting me to serve as your President. Meeting many physicians
in nearby states and exchanging philosophies and ideas with them
has indicated to me that there is still hope for our profession to
remain free in the new social order. We need to create a more
imaginative and forceful image of our profession. We should
clearly define our philosophy, our motives, and our objectives to

the point that we need not be afraid of outside pressures. Only the
medical profession can provide the services needed to supply the
health care needs of this Country. Not even those who would

destroy our profession, or those willing to reap temporary gain and recognition by the

abandonment of the principle of private medical care and free enterprise, can provide

these services except with the assistance of a waivering majority.

If change is needed, we should not be hasty to change because of the pressures of

social planners or government agencies. We must stand ready to make adjustments only

after careful study and review clearly indicates that such change is needed to better

the health care of our patients. We cannot bury our heads in the sand, neither should
we plunge into a new program without careful deliberation and study.

Improved mechanisms for implementing policy demand improved mechanisms for

making policy. Such mechanisms need the best efforts and study by our House of

Delegates.

Another major problem that is ever with us is communication. Great volumes of

printed and oral material flow out from the various headquarters of medicine at the

county, state and national levels. The efforts to communicate “from the top down” are

tremendous, if not always effective. But communication must be a two-way street.

Many doctors are escaping their responsibility to communicate with their patients by a

policy of non-involvement. The proper setting of policy is everyone’s business in a

democratic society. Study the problems, form an opinion on them, and let it be heard.

My sincere best wishes go to our new officers. I know them to be capable and con-

scientious. I would ask your unqualified support for them in the year and years to come.
Let us join together in shaping the evolution of modern American medicine, the best the
world has ever seen.

Since this is my final message to you in the President’s Page, I am grateful to those

who have expressed their support of our efforts. For those of you thinking otherwise,

I can only say that all of my efforts and actions as President, were based upon policy

adopted by the House of Delegates and your elected Trustees.

Dr. Hubbard

Sincerely yours,

President
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Kenneth ML Kressenberg, ML B.

79th President, Tennessee Medical Association

LTHOUGH a native Tennessean, Kenneth M. Kressenberg spent a large portion

of his life in the Lone Star State, which accounts for the nickname of "Tex.”^ ^Born September 5, 1922, in Memphis, Dr. Kressenberg was graduated from high

school in Texarkana, Texas, in 1939. Soon thereafter he entered the United States

Army, serving from 1940 to 1945. His duty included overseas assignments as a surgical

technician with the 36th Infantry Division in Europe.

Upon completion of his military service, Dr. Kressenberg returned to Tennessee

and entered Southwestern University to pursue a pre-medical curriculum. In 1947

he entered the University of Tennessee College of Medicine, earning his MD degree

in September, 1950.

Dr. Kressenberg continued his training by returning to Texas and completing a

rotating internship at Jefferson Davis Hospital in Houston. For a brief period he

entered private practice in Wharton, Texas, but Tennessee beckoned once more.

Nashville became Dr. Kressenberg’s home in December, 1952, while he was a

medical resident at St. Thomas Hospital. In 195 3 he began private practice in Pulaski

with two former classmates and, except for a two-year surgical residency at the Mem-
phis Veterans Hospital, has made Pulaski his permanent home.

Dr. Kressenberg has been active in civic, church and voluntary health agency
work. He has served as chairman of both the Giles County Red Cross Program and
the Regional program in Nashville. He has devoted more than ten years with both

the local and state Tuberculosis and Health Associations, serving as a member of

both Boards of Directors. For the past three years he has been chairman of the Giles

County TB Christmas Seal campaign.

He is past-president of the Pulaski Elks Club and is a member of the Rotary
Club. Dr. Kressenberg is a member of the Board of Stewards of the First Methodist

Church in Pulaski and he has for many years taught a church school class for young
people.

Dr. Kressenberg has held all offices in the Giles County Medical Society, and re-

cently completed a two-year term as Chief of Staff of the County Hospital. He has

been active in the Tennessee Academy of General Practice, having served as a member
of the Board of Trustees and as vice-president.

An active member and chairman of several committees of the Tennessee Medical

Association, Dr. Kressenberg served three years as a member of the TMA Board of

Trustees prior to his election as president-elect.

An ardent golfer, he also devotes time to reading ancient history and archeology.

Dr. Kressenberg is an active member of the American Society of Clinical Hypnosis,

and is on the Board of Directors of Citizens for Court Modernization, an organization

which is seeking to modernize the judicial system of the State of Tennessee.

He was married to Miss Martha Berniece Wiggins of Memphis eighteen years

ago and they have three children—two sons, 14 and 8 and a daughter, age 12.
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There are 39,600*

undetected diabetics in

Tennessee
Most of these are probably among patients over 40; the overweight;

relatives of diabetics, and mothers of large babies. By the time polyphagia, polyuria,

polydipsia, pruritus or other overt symptoms of diabetes appear,

damage may have been done that could have been minimized.

DEXTROSTIX® gives you a reliable blood-glucose estimate in 60 seconds.

WhyWait?

*Based on Statistical Report, U.S. Dept. Commerce, ed. 86, and Fisher, G. F., and Vavra, H. M.:

Pub. Health Rep. 80:961 (Nov.) 1965.

Note: DEXTROSTIX is not meant to replace the more precise analytical laboratory

procedures such as needed in glucose tolerance testing.

AMES COMPANY, Division Miles Laboratories, Inc., Elkhardt, Indiana, U.S. A. 4*867

@
Ames
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EDITORIAL

SPECIALLY TRAINED NURSES FOR
CORONARY CARE UNITS

Probably 7,000 to 10,000 people sustain

acute myocardial infarctions in the United

States each day and more than 1500 deaths

occur daily from this one cause. These are

incredible numbers and are unlike those of

any other disease. The average mortality

from acute myocardial infarction of pa-

tients reaching the hospital is about 30 per-

cent. Approximately 47% of these fatalities

are due to arrhythmias and Zoll showed
that arrhythmic deaths are preventable by
defibrillation. Finally, 70% of all deaths

occur within the first five days of admission.

These statistics were considered by those

responsible for the development of the con-

cept of the coronary care unit, notably

Meltzer of Philadelphia. He combined a

method of continuous electrocardiographic

monitoring with a prepared system for ter-

minating ventricular fibrillation and ven-

tricular standstill. Thus, the coronary care
unit was born.

Since it was clear that physicians could
not remain with patients constantly, nor
could they reach the bedside from else-

where in the hospital quickly enough to

prevent an arrhythmic death, it became ob-

vious that the nurse must be the key to the

system. She must be responsible not only
for electrocardiographic monitoring, but
more significantly, the nurse herself must
frequently initiate the treatment program
of defibrillation and pacemaking. The suc-

cess of this system is due to the remarkable
competency of nurses placed in charge of

intensive care units.

Training such nurses in the special skills

necessary to prevent arrhythmic deaths as

well as to manage the patient ill with a my-
ocardial infarction is vital. Wald and his

associates describe in this issue of the

Journal a course conducted at Baptist Hos-
pital in Nashville for the training of gradu-

ate nurses for coronary care units.

This training course consisted of a two
week didactic lecture series emphasizing

the science and theory of cardiology, in ad-

dition to electrocardiography, recognition of

arrhythmias, cardiopulmonary resuscitation

and the use of monitors, the defibrillator

and the pacemaker. The final examination

given these nurses on completion of this

two weeks would pale most medical stu-

dents and practicing physicians. Following

completion of the lecture course, the nurses

spent a third week of supervised practical

training in a functioning coronary care unit.

It is hoped that other courses to train

nurses for coronary care units will be held

in the near future. Whether these courses

should be given in one or two central loca-

tions or whether they should be given in

various sections of the state is unanswered.

Certainly many more nurses must be

trained and develop competence in these

necessary special skills.

This partnership of nurse and physician

will certainly save many lives. It is excit-

ing to speculate for the future how specially

trained nurses working in close partnership

with physicians may tackle successfully

other medical problems.
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IN MEMORIAM

Brading, Edward T., Johnson City. Died 7,

February, 1967, Aged 69. Graduate of Harvard
Medical School, Boston, 1923. Member of the

Washington-Carter-Unicoi County Medical So-

ciety.

Hobson, Joel J., Memphis. Died 22, February

1967, Aged 81. Graduate of Vanderbilt Univer-

sity School of Medicine, 1910. Member of the

Memphis-Shelby County Medical Society.

Coleman, Frederick D., Clarksville. Died 21,

January, 1967, Aged 46. Graduate of Meharry
Medical College, 1944. Member of the Montgom-
ery County Medical Society.

Carpenter, John D., Johnson City. Died 18,

February, 1967, Aged 86. Graduate of University

of Louisville School of Medicine, 1905. Member
of the Washington-Carter-Unicoi County Medical

Society.

Baker, Robert Henry, Knoxville. Died 8, Feb-
ruary, 1967, Aged 67. Graduate of Vanderbilt

University School of Medicine, 1925. Member of

the Knoxville Academy of Medicine.

Warren, John B., Kingsport. Died 7, February,

1967, Aged 61. Graduate of the University of

Tennessee College of Medicine, 1933. Member of

the Washington-Carter-Unicoi County Medical

Society.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Chattanooga-Hamilton County
Medical Society

Congressman William E. Brock, III, was
guest speaker at the dinner meeting of the

Chattanooga-Hamilton County Medical So-

ciety on April 4th.

The Society has expressed its concern

over air pollution in the Chattanooga area

and appointed a committee to “offer such

help as it is capable of giving in defining the

problem and with other concerned individu-

als and responsible groups in finding sensi-

ble and effective solutions.” The committee

is composed of Dr. L. Spires Whitaker,

Chairman; Dr. David P. Hall, co-chairman,

and Drs. George G. Young, Harry A. Stone,

Joseph W. Johnson and Paul V. Nolan. Dr.

Whitaker and Dr. M. F. Langston were par-

ticipants in a television program on air pol-

lution entitled “Beware the Wind” on Feb-

ruary 21st. The film, produced by the

George Washington University, Airlie Cen-

ter, Warrenton, Virginia, was narrated by
Robert Preston and ranges from Fairbanks,

Alaska, to Venice, Italy, in its comprehen-

sive presentation of the problem.

Memphis and Shelby County
Medical Society

Dr. Irvine H. Page of Cleveland, Ohio,

eminent specialist in heart and blood vessel

disease, addressed the Society at its monthly
meeting on February 7th. Dr. Page, senior

consultant in the research division of the

Cleveland Clinic Foundation, discussed the

nature and treatment of high blood pres-

sure. He is a past president of the Ameri-

can Heart Association and has won numer-
ous awards for his cardiovascular research,

including the Albert Lasker Award, Distin-

guished Service Award from the AMA and

the American Academy of Achievement
Award. Dr. Page was a co-discoverer of

several blood substances of special

significance. When only 27, he headed the

chemical division of Munich’s great Kaiser

Wilhelm Institute where he was among the

first to be vitally interested in the chemis-

try of the brain. The program, sponsored

by the Memphis Heart Association, was
held in the auditorium of the Institute of

Pathology, University of Tennessee.

The scientific program for the meeting of

the Society on March 7th was presented by
Dr. James N. Thomasson of Nashville and

Mr. Paul Jessen, Jr. The presentation enti-

tled, “Evaluation of Disability” was fol-

lowed by a session of the House of Dele-

gates.

Knoxville Academy of Medicine

Members of the Knoxville Academy of

Medicine heard an interesting presentation

entitled “Medical Management of Dissect-

ing Aneurysms” by Dr. James J. Acker at

its regular monthly meeting on February

14th. The meeting was held in the Acad-

emy of Medicine Building.

Dr. Hugh Blake, Chief of the Department

of Surgery, U. T. Memorial Research Center

and Hospital, was guest speaker at the

meeting of the Academy on March 14th.

His presentation was entitled “Misconcep-

tions in Surgery.”

A caucus of the delegates and alternate

delegates to the Tennessee Medical Associa-

tion followed the scientific meeting.



April, 1967 NATIONAL NEWS 425

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)
The Department of Health, Education and

Welfare stated in a special report that both

hospital charges and physicians’ fees in-

creased sharply last year. A continued in-

crease in health care costs was predicted in

the report ordered last August by President

Johnson.

Drugs were not a significant factor in the

recent accelerated increase in health care

prices, the report said. But it added that

“drug prices are higher than they would be

if there were more vigorous competition at

either the manufacturing or drugstore

level.”

As for the two major components in the

Medical Care Index, the report said: Physi-

cian’s fees, which had been rising about 3

percent a year in 1960-65, went up 7.8 per-

cent in 1966—the biggest annual increase

since 1927. Hospital daily charges, rising

about 6 percent a year between 1960 and

1965, went up 16.5 percent in 1966—the larg-

est annual increase in 18 years.

The increase in doctor fees was attributed

to a combination of basic factors: more peo-

ple are seeking doctors’ services more often

and the number of active physicians is in-

creasing relatively slow. The study found

no evidence that Medicare, which went into

effect last July 1, was a major factor in the

rise in doctors’ fees.

The increase in hospital charges was at-

tributed largely to rising wages, which ac-

count for two-thirds of hospital costs, and

increases in the price of things hospitals

buy. The wage rise has not been off-set by
increased productivity, the report said, and

rising standards of care in hospitals have

required more expensive equipment and fa-

cilities.

Meantime, Robert J. Myers, the Social Se-

curity Administration’s chief actuary, told

the House Ways and Means Committee,

that hospital costs had risen much faster

than the Administration anticipated since

the Medicare plan went into effect. If they

continue their upward spiral, the costs will

eat away the safety margin included under
the Medicare financing plan, Myers said.

The HEW report held out little hope for

an early end to medical price increases.

However, it recommended a series of ac-

tions “to slow down these increases and to

promote the efficient use of medical care re-

sources.” Recommendations in the report
included: Comprehensive community
health care systems should be developed,

demonstrated, and evaluated . . . Group
practice, especially prepaid group practice,

should be encouraged . . . Private and
public health insurance plans should be
broadened to include more alternative types

of medical care . . . States should move
quickly to establish and support strong

health planning agencies at the state and
local levels . . . Cost-reducing methods of

reorganizing the delivery of services in hos-

pitals and other providers of health services

should be developed, demonstrated, and im-
plemented . . . Federally supported health

care programs should be used to train phy-
sician assistants, evaluate their perform-
ance, and disseminate the results . . . Fed-
eral funds available under the Health
Professions Educational Assistance Amend-
ments of 1965 should be used to support and
encourage innovations in health professions’

education and training which promote the

efficient practice of medicine . . . HEW
should undertake an intensive examination

of frequently prescribed drugs to assess the

therapeutic effectiveness of brand name
products and their supposed generic equiva-

lents . . . The Food and Drug Administra-

tion should provide doctors with authorita-

tive information of the efficacy and side

effects of all drugs . . . The HEW should

call a national conference of leaders of the

medical community and public representa-

tives to discuss ways to improve the quality

and efficiency of medical care delivery.

To carry out the recommendations in the

report and allied directives from Johnson,

HEW Secretary John W. Gardner said he

would take a number of actions, including

establishment of a National Center for

Health Services Research and Development

and calling of a national conference on

medical care costs.
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The American Medical Association con-

tends there is not sufficient justification for

a federal law that would ban dispensing of

drugs and devices, such as eyeglasses, by

physicians.

Dr. James Z. Appel, immediate past presi-

dent of the AMA, outlined the AMA posi-

tion in testimony before the Senate Anti-

trust and Monopoly Subcommittee which

held hearings on such legislation (S.260) in-

troduced by its chairman, Sen. Philip A.

Hart (D., Mich.)

.

The legislation appeared to stand little

chance of being approved by Congress, at

least this year. Hart has unsuccessfully

pushed similar legislation for the past few

years.

The AMA believes that “federal legisla-

tion cannot be justified unless there is a

compelling need,” Appel testified. In this

case, he said, “such a need does not exist.”

“Organized medicine looks upon dispens-

ing as neither immoral nor unethical in and

of itself. Organized medicine believes—and

the medical practice laws of the states

confirm—that dispensing drugs and devices

is a privilege granted to physicians in order

that they may best serve the public interest.

American medicine condemns any abuse of

privileges. But the bill under consideration

would withdraw the privilege entirely, re-

gardless of its benefits for the many, be-

cause it is abused by the insignificant few.”

MEDICAL NEWS
IN TENNESSEE

Tennessee Health Careers Program

The Tennessee Hospital Education and

Research Foundation, Inc. has employed the

Community Service Bureau of Dallas,

Texas, to initiate a fund raising develop-

ment study for the health careers program

of Tennessee. It is anticipated that the re-

sults of the study will provide the program

with funds to enlarge the Health Careers

staff with full-time personnel to carry on an

active program in the various areas of

Tennessee, to assist new Health Career

Students with loans and grants, to promote

an understanding with the public of the

need to provide additional personnel in the

health fields, to encourage the organization

and initiation and additional health educa-

tion programs in colleges and universities

and to sponsor workshops and programs in

health careers.

The Health Careers Program is sponsored

and supported by the Tennessee voluntary

medical and health organizations. The
Tennessee Medical Association and other

medical organizations have endorsed and

contributed to the support of this program.

There is an immediate need to sell top lead-

ership in business, industry, banking and

other allied medical professions on the ne-

cessity of their active participation in a pro-

gram that can assist in alleviating the cur-

rent shortages of trained professional and

technical personnel in all hospitals and

other medical facilities.

As a part of the health team, your active

support is needed to convey the objectives

of this program to all walks of life in

Tennessee to insure the continuation of ade-

quate health for the citizens of the state.

Senior Citizens Conference

Approximately 500 persons from 35 Mid-

dle Tennessee counties attended a special

one-day conference entitled, “The Elderly

in Tennessee,” on February 23rd at the

Knowles Center for Senior Citizens in Nash-

ville. The conference, sponsored jointly by
the Metropolitan Nashville, Tennessee Com-
mission on Aging, Tennessee Medical As-

sociation, Senior Citizens, Inc. and Vander-

bilt University, was designed to present

trends, methods, and techniques for creating

new and expanded services for the aged.

It was the first of four slated to be held

during the year.

Among the noted speakers at the confer-

ence were Drs. Thomas F. Frist, J. William

Hillman, and Otto Billig, Nashville.

2.8 Million Covered in Tennessee

More than 2.8 million Tennesseans were
covered by hospital expense insurance at

the end of 1966, according to the Health In-

surance Institute. The Institute reported

that 340 health insurance companies operat-

ing in the state covered a total of 2,894,000

persons at the year’s end. Of that number,

805,000 had major medical expense insur-

ance.
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Meharry Medical College

Nobel Laureate Andre F. Cournand was a

guest lecturer at Meharry Medical College

on February 21st. The lecture entitled

“Pulmonary Circulation in Normal Man
and Cardiopulmonary Diseases,” was spon-

sored by the Davidson County Anti-

Tuberculosis Association and the Internal

Medicine Department at Meharry.

Dr. Cournand was a 1956 co-recipient of

the Nobel Prize for Medicine and played an

important role in developing the widely

used diagnostic technique of cardiac cathe-

terization. He is emeritus professor of medi-

cine and former director of the Cardiopul-

monary Laboratory of Columbia University

at Bellevue Hospital in New York. He is

presently a member of the Administration

of the Institute for the Study of Science in

Human Affairs at Columbia.

Vanderbilt University School of Medicine

Dr. John H. Gibbon, Jr., developer of the

heart-lung machine and one of the world’s

leading cardio-pulmonary surgeons and au-

thorities on lung cancer, delivered the 15th

annual Barney Brooks Memorial Lecture on

February 24th in the Vanderbilt Hospital

amphitheater. Dr. Gibbon is the holder of

the Samuel D. Gross professor of surgery

and chairman of the Department at Jeffer-

son Medical College, Philadelphia. The
Brooks lecture series is financed anony-

mously by a former pupil of the late Dr.

Barney Brooks, professor of surgery at Van-
derbilt from 1925 until 1951, a year before

his death.

The Muscular Dystrophy Association has

awarded a $9,072 grant to Dr. Jane H. Park,

associate professor of physiology at Vander-

bilt University, to continue research in this

field. This is the 11th year that the Associa-

tion has supported Dr. Park’s project on

enzymes and proteins which produce en-

ergy used in muscular activity.

University of Tennessee College of

Medicine

Construction is scheduled to begin this

spring on a $7,000,000 project at U.T. Medi-

cal Units in Memphis. The project includes

two buildings, a $3,000,000 student center

and a $4,000,000 mental retardation center.

The two buildings mark the beginning of a

$16,000,000 capital improvement program
planned during the next four years. The
program has been approved by the U. T.

Board of Trustees however actual construc-

tion will be governed by legislative appro-

priations.

The Medical Research Center and Depart-

ment of Biochemistry in Knoxville have re-

ceived grants totaling $265,381 for cancer

research. The American Cancer Society

presented $209,953 to five scientists and the

U. S. Public Health Service awarded $55,428

to Dr. Robert E. Dougherty for research.

The five who received the grants from the

Cancer Society are: Drs. Alan Solomon,
Carmen B. Lozzio, K. J. Monty, Paul Wigler

and Bennett Horton.

The American Cancer Society has also

awarded a grant of $37,927 to Dr. Jason L.

Starr, associate professor of medicine at the

Medical Units in Memphis, to finance an ex-

ploration into certain facets of cell growth.

Dr. Starr and Dr. E. Ann Rush, a postdoc-

toral research fellow of the USPHS who
will serve as co-investigator, will seek to

determine possible relationships between
production of anti-bodies and cell growth.

The official title of the study which began

March 1st is “Mechanisms and Control of

Antibody Synthesis.”

A quarter-million-dollar endowed chair

will be established in honor of the late Dr.

George T. Wilhelm, a medical college alum-

nus and longtime UT administrator. An
anonymous donor has made an initial gift of

$26,000 in securities, with additional pledges

made to bring the gift eventually to the

level of a $250,000 endowment. The endow-

ment will be invested and the annual in-

come will support or supplement the salary

of the teacher who holds the George T. Wil-

helm Chair of Medicine. The Chair will

memorialize the physician-surgeon who for

27 years directed the student health pro-

gram and was the “father” of the U. T. Me-
morial Research Center and Hospital in

Knoxville.
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The ever-expanding scope of medical re-

search, much of which is evidenced in the

form of increasing support by government

health agencies, is graphically illustrated by

what has happened at the University of

Tennessee Medical Units in the past few

years.

Dr. I. Frank Tullis (right) program director,

and Dr. James R. Givens, assistant program direc-

tor of the Clinical Research Center, University of

Tennessee Medical Units, Memphis. They share

the responsibility of directing clinical research ac-

tivities under the program launched in July, 1965.

As 1967 gets underway, medical research

for the first time represents the largest sin-

gle area, dollar-wise, among research pro-

grams conducted by the various divisions of

the University. Up to the year just ended,

agricultural research led the totals. Last

year, however, the dollar-value of research

at the Medical Units climbed to $5,161,630,

compared to $4,891,000 for agricultural re-

search programs. Both make up the bulk of

a University-Wide Research figure of $12,-

554,000.

Also included was the Memorial Hospital

and Research Center at Knoxville, which
reported a $97,000 increase last year, for a

yearly research total of $269,000.

Most of the Medical Units’ total is cen-

tered in the College of Medicine, which last

year received a total of $2,842,605 in re-

search grants, and in the School of Basic

Medical Sciences, with a total of $1,904,868.

The figures were released in October by the

University Finance office in Knoxville.

(Several grants received since then, and not

included in the above compilation, will

push the current total even higher.)

The College of Medicine alone demon-
strates the rapid growth. For the 1963-64

fiscal year, the total research outlay for the

college was approximately $2,000,000. In

1960, the research total for all the colleges

(dentistry, pharmacy and nursing also in-

cluded) was only slightly above that figure.

Not all goes into basic or clinical re-

search. Some of the grants—which range

from Federally-derived to private founda-

tions and pharmaceutical companies—go to

support of research training. Indeed, the

training grant is taking on more and more
significance.

Roughly 30% of the Medical Units’ re-

search total now is allocated to training

grants which, in effect, teach the academi-

cian as well as physician of tomorrow how
to utilize the tools and potentialities of

scientific investigation.

“The research training grant is, in some
areas, becoming an essential part of the

teaching program,” observes Dr. Richard R.

Overman, Associate Dean of Medicine at

the Medical Units, who has administrative

responsibility for research programs within

the College of Medicine.

At the moment, roughly 75% of the ap-

proximate 330 full-time medical faculty of

the University are engaged in research as

principal or co-principal investigators.

More than 300 different studies are under

way, with the number expected to in-

crease yearly.

Two recent additions to the physical plant

have given new impetus to the U-T Medical

Units research programs. They are the

city-owned William F. Bowld Hospital and

the university-owned James K. Dobbs Insti-

tute for Medical Research, both constructed

within the past two years. The University’s

Clinical Research Center is housed in

Bowld Hospital, and is immediately adja-

cent to the Dobbs Institute which made pos-

sible additional laboratories and facilities

for research in the clinical departments.

The Clinical Research Center, which

takes research out of the laboratory and ap-

plies it directly to the patient, has com-

pleted its first 18 months in operation with

some encouraging initial results in several
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and pressor drugs for relief of immediate allergic reactions; anti-
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areas. The first patients were admitted in

July, 1965.

Dr. I. Frank Tullis, CRC director, noted

that 41 projects involving human subjects

have been undertaken since opening of the

facility, involving some 450 admissions.

Experience to date leads him to conclude

that we “now have a real laboratory study

area for the human subject, one which we
feel compares favorably with any other re-

search center of similar size in the country.”

Further, he feels that the Medical Units

are drawn closer to the practicing physician

by means of the Center. He and his staff

welcome consultative inquiries or suggested

referrals from physicians in the state, and

the resulting exchanges often prove bene-

ficial both to the practicing physician and to

the faculty or research staff.

The facility is supported by the General

Clinical Research Centers Branch of NIH,

under a current operating budget of ap-

proximately $450,000 a year. No fees can be

charged the patient who is admitted as a re-

search subject. Each study suggestion is

carefully screened by a committee on the

patient’s participation in human research

before the project can proceed. Because of

the ongoing nature of many of the studies

(some patients spend as much as 6 months
or a year in the 20-bed ward available to the

CRC)
,
admissions necessarily are limited.

The nature of the investigations under-

taken depends largely on the research inter-

ests of the faculty of the Medical Units who
make use of the CRC facilities. Any re-

search subject can be explored, provided it

meets the approval of the appropriate re-

view committees. In addition to committee

safeguards, the patients themselves (or

their parents) are thoroughly briefed as to

investigations and must agree voluntarily to

studies before a project is started.

Although no long-range studies have been

completed, due to the relatively short time

the new facility has been in operation, re-

sults already have been reported on two in-

vestigations, one on colitis and hepatitis, the

other dealing with cataract surgery for in-

fants with the rubella syndrome.

In the first mentioned, CRC investigators

have concluded that immunosuppressive

drugs promise “encouraging” results as

therapy for both chronic hepatitis and

chronic ulcerative colitis.

The second study is designed to deter-

mine the nature of infections of the eye

among infants with the rubella syndrome.

This study already has resulted in develop-

ment of a new technique of releasing the

cataract from its capsule or coverings.

Dr. Tullis believes that perhaps the great-

est overall achievement to date is “rounding

out a staff and acquiring the technical

equipment needed” for the laboratory area.

The facilities include a special kitchen

which is especially helpful in metabolic

studies where strict diet control must be

maintained. Still another valuable re-

search “tool” available to the staff is a spe-

cially-built hospital bed capable of register-

ing the most minute weight variations in a

patient. Sometimes referred to as a “meta-

bolic scale,” this instrument is invaluable in

charting a wide range of physiologic data

during a patient’s progress in a research

study.

PERSONAL NEWS

Dr. R. Eustace Semmes, Memphis, was the

guest of honor on February 17th at a dinner given

by the Southern Neurosurgical Society. The So-

ciety was founded by Dr. Semmes nineteen years

ago. A second honor bestowed upon Dr. Semmes
was the Merit Award of Baptist Memorial Hospi-

tal. Presented in recognition of his multi-faceted

and supremely loyal contribution to the hospital,

it is the second such award granted within the

past twelve years.

Dr. Charles N. Hatfield has become associated

with Dr. Trent Vandergriff in the practice of

medicine in Maryville.

Dr. W. K. Tilley, Lebanon, has been named
president-elect of the Mid-South Postgraduate

Medical Assembly. Dr. B. G. Mitchell, Memphis,
was named vice-president of the Assembly and

Dr. Henry G. Rudner, Memphis, was re-elected

secretary-treasurer.

Dr. Harry Stone and Dr. John Crowell were
participants in a panel discussion on cancer pre-

sented under the auspices of the American Cancer

Society at a meeting of the Chattanooga Sertoma
Club on February 2nd.

Dr. Van Fletcher, Chattanooga, has been re-

elected to the Board of Trustees of the Tennessee

Hospital Service Association.

Dr. George Stevens, Oak Ridge, has been cer-
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tified by the American Board of Orthopedic Sur-

geons.

Dr. Nicholas George Forlidas, Jr. has joined

Dr. J. J. Killeffer and Dr. Ernest Lineberger in

the Chattanooga Orthopaedic Clinic.

Two Tennessee physicians have been reap-

pointed to Councils of the American Medical As-
sociation. Dr. Allan D. Bass, Nashville, has been
reappointed as a member of the Council Drugs,

and Dr. William J. Darby, Nashville, was reap-

pointed to the Council on Foods and Nutrition as

well as being elected as Chairman of the Council.

Dr. Ivan C. Humphries, Cleveland, was guest

speaker at a recent meeting of the Woman’s Aux-
iliary to the Bradley County Medical Society.

Dr. Robert C. Rendtorff has been appointed di-

rector of communicable disease control for the

Memphis and Shelby County Health Department,

assuming responsibilities formerly held by Dr.

Eugene W. Fowinkle, now the Department Direc-

tor. Dr. Rendtorff will continue as professor of

preventive medicine and associate professor of

microbiology at the Medical Units, University of

Tennessee.

Dr. Ben D. Hall, Johnson City, and Dr. Fred

Ownby, Nashville, served as delegates at the re-

gional conference of the American Society of In-

ternal Medicine in New Orleans, February 11-12.

Dr. Max A. Crocker, formerly of Hohenwald,
has opened his office for the practice of medicine

in Lexington.

Dr. John T. Mason, Nashville, has been ap-

pointed chief of staff trainee at the Veterans’ Ad-
ministration Hospital.

Dr. James B. Millis, Donelson, will be installed

as a Fellow of the American College of Obstetri-

cians and Gynecologists at its annual meeting,

April 17-20.

Dr. Frederick Vance, Bristol; Dr. Charles E.

Allen, Johnson City; and Dr. Donald P. Chance,

Kingsport, were participants in a TV presentation

entitled, “Heart to Heart Talk” on February 21st.

The program was sponsored by the Appalachian
Heart Association.

Dr. Don A. Wheeler has been elected president

of the Resident and Intern Doctors Association of

the City of Memphis Hospitals.

Dr. Ira S. Pierce, Knoxville, was guest speaker
at the annual Heart Dinner in Newport, February
16th.

Dr. E. L. Caudill, Jr., Elizabethton, has been
appointed full-time medical consultant of Beaunit
Corporation.

BOOK REVIEW

PULMONARY DISEASES AND ANOMALIES
OF INFANCY AND CHILDHOOD. By Milton

I. Levine, M.D. and Armond V. Mascia, M.D.
368 pages, 148 illustrations. Hoeber Medical

Division, Harper and Row, Publishers, 1966.

Price $12.00.

There have been many advances in the past

twenty years in our understanding of disorders of

the respiratory tract in infants and children. Up
to this time much of this material was to be
found only in current periodical literature or in

textbooks of pediatrics. The lungs of children

differ from those of adults in many ways. These
differences account for the need of a new book
devoted entirely to the subject.

The coverage, however, in this one is only fair.

There is much which one might have desired

which concerns the anatomical, physiological and
immunological differences between adult and
childhood diseases. To pick out only a few, there

are glaring omissions of such things as a discus-

sion of tuberculin skin testing with its dynamic
significance for treatment, underlying disturbed

physiology of hyaline membrane disease, and of

our newer knowledge of the problem of atypical

mycobacteria. A little better coverage of basic

science material such as respiratory physiology

might have been done.

The roentgen reproductions are excellent. The
chapter headings entitled “Classification” are

definite aids in differential diagnosis. In view of

the fact that although we have been without such

a book and the need for it is well established, a

colleague has published almost simultaneously a

book on the same subject which is superior.

DISORDERS OF THE RESPIRATORY TRACT
IN CHILDREN. Edited by Edwin L. Kendig,

Jr., M.D., Professor of Pediatrics, Medical Col-

lege of Virginia. 790 pages. W. B. Saunders

Company, Philadelphia. 1967.

We enthusiastically recommend this book. It is

a must for the bookshelf of all those who deal

with diseases of childhood. These diseases are

unique because we deal not with little men and
women but with individuals in a constant state of

growth and development with anatomical, physio-

logical and immunological differences from the

adult.

So many new books lag years behind the cur-

rent periodical literature but this one contains a

number of chapters which project our newer
knowledge into the future as well as to make
available a reference volume or textbook which
represents the best and newer information which
can be found on the subject. Present advances in

respiratory physiology are succinctly covered in a

chapter on The Functional Basis of Respiratory

Pathology. Such chapters are ones by Mildred

Stahlman on Respiratory Disorders of the New-
born and another on Asthma by Susan Dees. A
chapter on infections with unclassified myco-
bacteria and sarcoidosis by Dr. Kendig represent

for ready reference purposes the best knowledge
we have on the subject anywhere at the present

time. Uncommon conditions such as pulmonary
hemosiderosis and alveolar proteinosis are briefly

covered and represent ready reference sources for

student, resident and busy practitioner.

This is an excellent book which can be recom-
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mended unequivocally. It brings together as

co-authors many of the accepted authorities on

the subjects covered. This has required unusual

editorship but it has been accomplished by Dr.

Kendig. This reviewer considers the book unu-
sually comprehensive and authoritative.

ANNOUNCEMENTS

Calendar of Meetings, 1967

State

May 18 Middle Tennessee Medical As-
sociation, Gallatin

May 3

May 4-6

May 6

May 7-12

May 18-21

May 21-24

May 25-27

May 28-June 1

May 29-31

May 29-June 2

June 12-14

June 15-19

June 17-18

June 18-22

June 18-22

June 18-24

June 26-29

National

American Cancer Society, Inc.,

Sheraton-Dallas Hotel, Dallas,

Texas
American Gynecological So-

ciety, Arizona Biltmore Hotel,

Phoenix, Arizona

American College of Psychia-

trists, Annual Meeting, Detroit

American Psychiatric Associa-

tion, Cobo Hall, Detroit

American Association of Plastic

Surgeons, Royal York Hotel,

Toronto, Canada
American Thoracic Society,

Penn-Sheraton Hotel, Pitts-

burgh
American Gastroenterological

Association, Broadmoor Hotel,

Colorado Springs, Colo.

American Dermatological As-
sociation, Broadmoor Hotel,
Colorado Springs, Colo.

American Ophthalmological

Society, The Homestead, Hot
Springs, Va.

American Urological Associa-

tion, New Yoi’k Hilton Hotel,

New York
American Neurological Asso-

ciation, Claridge Hotel, Atlantic

City, N. J.

American College of Chest

Physicians, Atlantic City, N. J.

American Diabetes Association,

Hotel Dennis, Atlantic City, N. J.

American College of Preventive
Medicine, Atlantic City, N. J.

American Medical Association,

Atlantic City, N. J.

American Urological Associa-

tion, Princess Kaiulan Hotel,

Honolulu
American Orthopaedic Associa-

tion, Homestead, Hot Springs,

Va.

August 21-24

September 7-9

September 14-16

Sept. 15-23

Sept. 22-30

Sept 28-30

Sept. 29-Oct. 3

American Hospital Association,

Chicago

American Association of

Obstetricians and Gynecolo-
gists, Homestead, Hot Springs,

Va.

American Thyroid Association,

Michigan Union, Ann Arbor,

Mich.

American Academy of General

Practice, Dallas, Texas
American Society of Clinical

Pathologists, Palmer House,

Chicago

American Association for Sur-

gery of Trauma, Drake Hotel,

Chicago

American Society of Anesthe-

siologists, Las Vegas, Nev.

Intensive Coronary Care Nursing Course

The second course in Intensive Coronary Care
Nursing has been scheduled at Baptist Hospital,

Nashville, for the two week period beginning July

10, 1967. The course, supported by the Public

Health Service and the Middle Tennessee Heart

Association, will be open to any graduate nurse in

Tennessee. The first week of the course will in-

clude lectures on the basic anatomy and physiol-

ogy of the heart as well as arrhythmias and their

electrocardiographic interpretation. The second

week includes lectures on coronary artery disease,

myocardial infarction and its complications, and
further instruction in electrocardiographic in-

terpretation. There will be practice in the use of

the various monitors and defibrillators used in

coronary care units. Individual instruction and
demonstration will be an integral part of the

course. At a later date, a third week will be

spent gaining practical experience in a coronary

care unit.

For information, write to the Director, Coro-

nary Care Unit, Baptist Hospital, Nashville,

Tennessee 37203.

1967 Rorer Awards Contest of The

American College of Gastroenterology

The American College of Gastroenterology, in

cooperation with William H. Rorer, Inc., of Fort

Washington, Pa., announces the 1967 Rorer

Awards Contest for the best papers in gastroente-

rology. There will be two classes of awards: (1)

for the best unpublished papers in gastroentero-

logy or an allied subject; and (2) for the best

paper published in the American Journal of Gas-

troenterology. Rules and regulations may be ob-

tained from the American College of Gastroente-

rology, 33 West 60th Street, New York, New York

10023.
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Medical Assistants' Annual Meeting

The 11th annual convention of the Medical As-
sistants’ Society of Tennessee will be held May
5-7 in Nashville with headquarters at the Holiday

Inn-Capitol Hill. The program will include busi-

ness sessions, luncheons, educational sessions, and
a tour of the Capital City and The Hermitage. A
highlight of the meeting will be a banquet on the

evening of May 6th. Dr. William Meacham,
Nashville, immediate past-president of the

Nashville Academy of Medicine, will be the ban-

quet speaker. Following the banquet, there will

be dancing to the music of “The Doctors’ Orches-

tra.”

Advance registration is requested by April 20th.

The registration fee is $15.00. Hotel reservations

should be made directly with the Holiday Inn,

Capitol Hill, Nashville. For information: call or

write Mrs. Martha Puryear, 2100 Hayes Street,

Nashville, Tennessee 37203.

Course in Medical and Science Writing

Three days of seminars on the writing of medi-

cal and other scientific manuscripts will be held

May 12-14 at Big Sur, California, under the joint

sponsorship of the Esalen Institute and the North-

ern California Chapter of the American Medical

Writer’s Association. The program will alternate

between lectures and workshops. Membership in

the sponsoring organizations is not necessary for

enrollment. The $60 fee for the course includes

room and meals. For registration and further in-

formation, contact: Harley Messinger, M.D., Ph.D.,

3029 Benvenue Avenue, Berkeley, California

94705.

Postgraduate Course in Psychiatry

The Tennessee Department of Mental Health,

Central State Hospital and Vanderbilt University

School of Medicine in cooperation with the Ten-
nessee Academy of General Practice announce a

one-day Seminar to be held at Central State Hos-
pital in Nashville, on Thursday, May 25. The
main topics will be focused on the problems of the

aged. Dr. Ewald T. Busse, Chairman of the De-
partment of Psychiatry at Duke, and Dr. Howard
Kern, Project Director of the Joint Committee of

the American Psychiatric Association and the

American Academy of General Practice will be
the principal speakers. This course is acceptable

for credit by the American Academy of General

Practice.

Registration will be held in the lobby of the

Hauk Building at Central State Hospital begin-

ning at 8 a.m. Tuition and luncheon by courtesy

of the Central State Hospital.

USE ‘P0LYSP0RIN’.
POLYMYXIN B-BACITRACIN

OINTMENT
for topical antibiotic therapy with minimum

risk of sensitization

Caution: As with other antibiotic products, prolonged use may
result in overgrowth of nonsusceptible organisms, including

fungi. Appropriate measures should be taken if this occurs.

Supplied in V2 oz. and 1 oz. tubes.

Complete literature available on request from Professional

Services Dept. PML.

BURROUGHS WELLCOME & CO. (U.S.A.) INC.

Tuckahoe, N.Y.
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THE VIEWING BOX
Doctor-Patient Relations*

Like so many things today, the doctor-

patient relation has gradually changed

with the “changing times.” But perhaps

the change has been for the better in most

ways, and much more so than some are in-

clined to think.

Recently at an open forum at a towns
meeting, which was held monthly with var-

ious industries and businesses participating,

five doctors were asked to sit on a panel.

Impromptu questions were asked by those

in attendance about their profession with

the idea of “hearing the other side” and of

trying to learn more about doctor-patient

relations and doctor-patient communica-
tions. Such had been the procedure with

the other professional and business men at

the other monthly meetings. The spirit of

the various meetings had been good, whole-

some, and helpful, although the citizens in

the audience voiced their true feelings

which included pointed criticisms. The
purpose was two-fold. Besides giving each

an opportunity to express his own sen-

timents, it also gave those present an

opportunity to hear other viewpoints and

problems discussed.

One of the criticisms directed to the panel

of doctors dealt with what was described by
some as a loss of the “old personal touch” of

the family physician of yesteryear. Several

gave their views before the doctors replied.

There was a voiced indication at the meet-

ing that perhaps part of the blame could be

leveled specifically at the increase of spe-

cialization as well as the use of complicated

diagnostic procedures which seemed to en-

tail too much technical time and not enough
physician-patient communication time. One
older gentleman’s comments had a tone of

criticism and nostalgia as he spoke of his

longing for the “good old days” of the phy-

sician-relations of “horse and buggy” re-

nown.

Later it was brought out that the phy-

sician and patient may well have known

*From the AMA kit, “Physician-Patient Rela-

tions.”

each other more intimately then, but the

“good old days” were perhaps not so “good”

and one would hardly wish to return to a

less effective type of medical practice.

In those celebrated “good old days” it was
often possible for the physician to spend a

great deal of time listening to his patients

and to hear all they wanted to say.

Unquestionably, he was the physician-

humanitarian and he gave generously what
he could of himself, not only to his patients

but to their families as well and generally

for as long as he was needed, and society is

deeply indebted to him.

But, unfortunately, he was then without

antibiotics and countless other important

recent medical advances. And without

them he was often deeply perplexed about

treatment. In this paradox of medical prog-

ress, we have, on the other hand, increas-

ing evidences of astounding advances, the

discovery and application of cures, drugs,

treatment, and techniques that can only be

described as miraculous.

And, as it was pointedly brought out at

the town meeting, the passing of time has

brought vast changes into the lives, mode of

living, both for the patient as well as the

doctor. These changes have, in many in-

stances, been quite radical and far reaching,

and at the same time, have proved greatly

favorable. Furthermore, the vast scientific

advances and the remarkable medical prog-

ress of the past 25 years have had direct

effects on the doctor-patient relationship.

In just a quarter of a century, antibiotics,

tranquilizers and other drugs have brought

about revolutionary changes in the field of

medicine.

Good relationship in any and every en-

deavor, from business-customer communi-

cations, to the home, the church, the neigh-

borhood, governments, organizations—is a

two-way responsibility of understanding,

communication, and cooperation.

You may have your own ideas about crit-

icisms directed at today’s busy doctor and of

the physician-patient relations of 25 years

ago and today. But how much do you know
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National Dairy Council, June 1966.
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of “his side” of the argument? How much
do you know of his problems?

A few months ago, the St. Louis Medical

Society Bulletin ran a short article entitled,

“The Who, What, Where, When, How Of
Your Doctor,” which is germane to this

topic of doctor-patient relations.

“Who is your doctor?” Your doctor is a

person who has been trained to make living

more comfortable and to make life last

longer. He is not, and should not be

thought of as, some sort of magician who
can do the impossible or do the supernatur-

al. He cannot go without food or sleep for

longer periods of time than you or I. He
cannot run faster or carry heavier loads.

He cannot go longer without a change of

pace—recreation—than you or I. He can-

not see any farther beyond the Tomorrow
of our living than he can see beyond the

Tomorrow of his own life. Your doctor is a

human being trained to prolong life and

make living more comfortable.

“What is your doctor?” Your doctor is

what he is because he chose to be what he

is. He dedicated himself to the number of

years it took for him to become—first a doc-

tor of medicine, and then in addition to

those years the “more years” it required to

become a urologist, anesthesiologist or

ophthalmologist (just to name only three of

the many specialties) . He is what he is be-

cause of his ability to comprehend and un-

derstand the chemistry of the human body:

the body’s urges—its satisfactions—its reac-

tions to stimulation whether that stim-

ulation be by drugs, or mechanics, or by
mental or physical processes.

“Where is your doctor?” Well, the ideal

place for your doctor when you need him
would be next door. Since doctors have
more than one patient they cannot have
their office NEXT DOOR. Your doctor

usually has his office in some central place

most convenient for the majority of those

he serves, and if it is at all possible, in the

general service area of a well-staffed and
completely equipped hospital. While all of

us would prefer to be able to go next door if

we are ill or injured, we must recognize the

fact that it is better to go those additional

miles to a trained expert than just anyone
because he is next door. Your doctor is

where he is because of many factors

—

nearness to additional medical facilities

—

nearness to hospitals—and nearness to

available drug supply. With our modern
transportation facilities, no patient need
worry too much if his doctor’s office is

several miles away, or if the hospital is

several more miles away. Only a few years

ago a horse-drawn vehicle with a sick or in-

jured patient traveled about four miles per

hour. Now the sick or injured can be
moved safely at perhaps a mile per minute.

Nearness is a word that has changed in

meaning since the automobile and airplane

have been developed. New York City is

closer now (time wise) to St. Louis, Mis-

souri than St. Louis, Missouri was to Jef-

ferson City, Missouri in 1920.

“When is your doctor?” Have you
thought of what your doctor is doing on the

days when you do not go to his office? On
those days, your doctor is seeing patients

that he did not see during the time he was
taking care of you. Everyday a doctor’s

time is filled with the great number of

things all doctors are required (by good
medical practices) to do—see patients in his

office—visit patients in the hospital—

-

examine laboratory reports—read X-rays

and electrocardiograms—review the ever-

increasing literature about the new (and

often miracle) drugs being discovered and

developed by our pharmaceutical manufac-
turers—keeping records—making reports

—

just to name a few of the most important

WHEN is WHEN you need him. IS HE
READY TO EASE THE PAIN—repair the

damage? And if he is already committed

to another task, when can he find the next

minute for you? We very rarely give a

thought to where and what our doctor

is doing until pain strikes, and then, when
can he see us is the most important ques-

tion in our life. Some of us fail to es-

tablish contact with a doctor of medicine

before we need him, and then when (in an

emergency) we do become his patient, he

works at a handicap because of a lack of

knowledge of our medical history—our nor-

mal pain-free pulse rate or blood pressure.

Establish contact with your doctor before

you need him. It is the best insurance

against pain and suffering you can buy.

Your doctor is a composite of many
things. He has acquired certain abilities
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and techniques that are his because he has

earned the degree of M.D., Doctor of Med-
icine. He has a knowledge of the human
body and the effect that thousands of differ-

ent drugs can have on that body because

he has spent a number of years on book
learning, observation, and actual experience

under competent leadership and counsel.

The sole purpose of his professional action

is to fulfill the oath he took when he be-

came a doctor of medicine. Stated simply it

could read, “To help my patient live a long-

er, more comfortable life.” Very likely, in

addition to being educated in the science of

medicine, your doctor is a member of the

local county Medical Society, the State

Medical Association, and the American
Medical Association. Through these or-

I.
_,anizations he is further schooled and he is

kept up to date through

—

1. Conferences, seminars, and conventions

2. Publication of scientific papers

3. Having available other doctors for

consultation

4. Having an opportunity to observe the

techniques and procedures of others

5. Having association with others in his

own specialty which allows him time to do

some research—some further study.

Because the science of medicine is

progressing at a rate far beyond the hopes

or beliefs of some of those in the profession,

the how of your doctor today will not be the

same tomorrow. Twenty years ago your

doctor could not have prescribed 80% of the

drugs he uses today. They had not been

discovered, developed, perfected, approved,

and made available to him. Twenty years

from now many of the miracle drugs of this

year may be discarded because a new and

better way of keeping you comfortable and

giving you a longer life has been found.

Do's and Don'ts

DO

1.

Establish contact with your doctor be-

fore you need him. A doctor’s strongest

arm in a fight against your illness or injury

is a good record of your previous self.

2. At all times tell your doctor the truth.

Concealing the facts or failing to tell the

truth can result in a faulty diagnosis, erro-

neous treatment, and an unsatisfactory re-

sult for both you and your doctor.

3. When you go to your doctor for advice

(treatment) and you get it, TAKE IT.

Follow his plan for your recovery or tell

him honestly that you would rather be your

own physician, and do a do-it-yourself job

without his help.

DO NOT

1. Expect your doctor to be always avail-

able to you night or day, rain or shine. He
probably has other patients who may be in

as much need of his services as you are.

2. Expect your doctor to wait an in-

definite period of time to receive your check

for his services. Remember how urgent

you thought it was for him to “give” you

some of his time, talent, and ability when
you needed him.

3. Expect your doctor to make emergency

calls when there is no emergency.

4. Expect to receive a liberal education in

medicine by reading a few medical columns

in newspapers, or a few articles published

in National magazines, or by reviewing a

few TV shows. A little knowledge is often

dangerous, especially when it leads the pa-

tient to confuse a podiatrist with a pe-

diatrician, or a tonic with a vaccine.

Back to the town meeting and forum—the

conclusions reached that night by those

present were, that the doctor-patient rela-

tions in their town were indeed good and

that the rational exchange of viewpoints

and ideas had brought about a much deeper

understanding of the others’ problems.
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The author’s studies verify other reports as to the origin of emboli and the cause of death. Of
importance is the finding that of those surviving the first hour, death is postponed up to 36 hours,
which permits of definitive diagnosis and treatment.

Fatal Pulmonary Emboli:

A Study of Twenty-two Autopsy Proven Cases*

J. W. DUNCAN, M.D., Portsmouth, Va.

Pulmonary embolism, an all too common
complication of hospitalization, has recently

come under renewed surgical attack. It has

become obvious that many of the previously

accepted ideas about the disease are either

false or over-simplified. In an attempt to

better clarify some of these factors, a study

of cases of massive pulmonary emboli com-

ing to autopsy was undertaken.

Methods

All cases from 1962 through 1964 with an

autopsy diagnosis of pulmonary embolism

were drawn from the medical records of the

City of Memphis Hospitals. In all but 2,

pulmonary emboli apparently contributed

to the cause of death, but in only a few in-

stances were the emboli considered the ac-

tual cause of death. Emboli due to am-
niotic fluid, fat and air were excluded from

this series. A total of 22 cases were studied.

Diagnoses were not accepted unless objec-

tive evidence of embolism (gross and mi-

croscopic) was present. A diagnosis of an-

temortem thrombus was made by the crite-

ria of friability, “lines of Zahn” and attach-

ment to endothelial wall, as outlined by

Robbins. 1

In some cases the time interval from

onset of symptoms until death had to be es-

timated since time factors were not always

known.

Results

Of the 22 cases studied, the sex incidence

was approximately equal—10 in males, 12 in

females.

Most patients were between 60 and 80

years of age; the mean age was 64, the me-
dian age, 66.

The admission diagnoses were: heart dis-

ease in 7; stroke in 7; terminal cancer in 4;

one was post-operative; one, postpartum

and one from trauma. One patient was ad-

mitted for benign prostatic hypertrophy.

None were admitted for pulmonary embol-

ism per se (Table 1)

.

Table I

Admission Diagnosis

A. Heart disease (congestive

failure and/or MI) — 7

B. Stroke — 7

C. Cancer — 4

D. Postoperative, postpartum, trauma — 3

E. Benign prostatic hypertrophy — 1

Total — 22

The apparent origin of the emboli was
found in 17 cases. The most common site of

origin appeared to be the right atrium. The
next most common site was the leg. (Table

2 .)

A.

B.

c.

D.

E.

Table 2

Apparent Origin of Emboli

Right atrium

(atrial fibrillation, A-V block,

endocarditis)

Legs

( phlebothrombosis,

thrombophlebitis

)

Pelvis

( phlebothrombosis,

thrombophlebitis

)

Right ventricle

(myocardial infarct)

No origin found

7

4

3

3

5

*From the Department of Surgery, University

of Tennessee College of Medicine, Memphis, Tenn. Total — 22
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Symptoms believed to be due to embolism

occurred before death in 15 patients. The
other 7 were found dead without known
symptoms. In the 15 patients with symp-
toms, the time interval from the onset of

symptoms until death showed these patients

to fall into two different groups.

Approximately half of the patients died less

than one hour from onset of symptoms and

the other half had symptoms for periods

ranging from 36 hours to 30 days. A single

patient died about 12 hours after onset of

symptoms.

The above data imply that about two
thirds of fatal pulmonary emboli cause sud-

den death. However, of these suddenly

fatal cases, about three-fourths showed
pathologic evidence of pulmonary embolism
having been present for some time (multi-

ple small, or both old and recent emboli)

.

This indicates that these fatal episodes were
preceded by other pulmonary emboli which

were not suspected clinically.

A summary of symptoms in patients sur-

viving more than an hour is presented in

Table 3. The most common symptom was

Table 3

Symptoms in Patients Surviving

Over an Hour
1. Dyspnea — 9

2. Chest pain — 6

3. Cheyne strokes, coma, death — 3

4. Hemoptysis — 2

5. Cyanosis — 1

dyspnea. Clinical signs of pulmonary in-

volvement were found in only 4 of these 15

patients. Electrocardiogram, x-ray and

enzyme studies were complete in only a few
patients and thus cannot be accepted with

any validity.

Acute right heart failure was apparent in

17 of the 22 cases. The location of the em-
boli in these cases is shown in table 4.

Table 4

Location of Pulmonary Emboli Associated

With Acute Right Heart Failure

(When emboli were found in more than one

area, the largest artery blocked was tabu-

lated)

1. Saddle or both main pulmonary
arteries — 5

2. Main pulmonary artery — 2

3. Multiple, small — 7

4. Single lobar artery — 3

Total — 17

Discussion

The age incidence of pulmonary emboli is

almost identical with the findings of Byrne
and O’Neill. 2 It should be pointed out,

however, that this study represents only

fatal cases.

The diseases associated with pulmonary
emboli agree in general with other studies

in that cardiac, cancer and stroke patients

most commonly have fatal pulmonary
emboli.2

’ 3 The number of postoperative

and postpartum patients showed a variation

from other studies, being 14% in this series,

26% in Byrne’s 2 series and 32% in the

series of Coon and Coller. 3

The origin of pulmonary emboli has gen-

erally been considered to be from the leg.

Zimmerman and associates,4 in 1949, re-

ported 95% to arise from the lower extrem-

ity; others agree, in general. 3
- 6 In the pres-

ent study, the right heart was most com-
monly implicated. Green 6 reported 4 of 8

emboli arising from the right atrium, in

most cases as a result of atrial fibrillation.

This discrepency as to the origin of pulmo-
nary emboli is, perhaps, explained by the

fact that in some series those emboli for

which no documented origin is found are at-

tributed to the legs. (Table 2.)

The time interval from the onset of symp-
toms until death is important in deciding

the amount of time to devote to diagnostic

studies before definitive treatment (such as

embolectomy or vena caval clamp) is

instituted.7

In this study, all but one patient alive

after one hour survived for over 36 hours.

Thus, in these cases, accurate diagnostic

studies are possible.

The fact that patients in one group died

suddenly after the onset of symptoms does

not mean that they died suddenly after the

onset of the first pulmonary embolus. This

is true because most of those who died sud-

denly showed pathologic evidence of pre-

vious undiagnosed pulmonary emboli.

Greenberg 8 showed that pulmonary emboli

were diagnosed before death in only one-

third of the cases. Also, the 61% incidence

of pulmonary embolism in the general au-

topsy population as reported by Freiman
and associates,9 lends credence to the above
findings. This high incidence of undetected

pulmonary emboli preceding fatal ones
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point out that better methods of detecting

emboli are needed so definitive treatment

can prevent a fatal outcome.

There are two major theories as to the

cause of cardiovascular changes in pulmo-

nary embolism. One is mechanical obstruc-

tion of the pulmonary artery and the other

is reflex spasm. Sabiston and Wagner 10 be-

lieve that mechanical obstruction is most

important and that more than 50% of the

pulmonary vasculature must be blocked

before cardiovascular collapse occurs.

Evidence of this is provided by the lack of

major cardiovascular changes following

pneumonectomy. Evidence is also provided

by experimental studies of E. Vitalo and
associates 11 and Brofman and collabora-

tors12 who occluded a single main pulmo-
nary artery by balloon catheter, and by
Dexter 13 and Marshall and associates 14

who experimentally induced emboli and

showed little response until more than half

of the pulmonary vasculature was occluded.

The theory of reflex spasm cannot be ig-

nored since death is occasionally associated

with embolism to a single lobar artery.

This study tends to verify Sabiston’s

statements, since in the cases with acute

right heart failure, the majority had occlu-

sion of more than half of their pulmonary
vasculature. However, there are 3 cases of

acute right heart failure in this series asso-

ciated with an embolus to a single lobar ar-

tery.

Parenthetically, of the 9 massive pulmo-
nary emboli removed by the Thoracic Sur-

gery Service of the University of Tennessee

in the last two years all had thrombotic oc-

clusion of over half of the total pulmonary
vasculature.

Summary

The clinical records of 22 consecutive

cases of fatal pulmonary emboli, proven at

autopsy, were analyzed. The following find-

ings were most prominent:

1. The most common origin of emboli was
the right atrium, followed next in fre-

quency by the legs. In 23% of patients

no origin was demonstrated.

2. Three-fourths of the cases of fatal pul-

monary emboli showed pathologic evi-

dence of previous emboli which were
clinically unsuspected.

3. In most cases, the cause of death ap-

peared to be acute right heart failure as-

sociated with occlusion of greater than

50% of the pulmonary vasculature.

4. Of those patients who survived more
than one hour, only one died within the

next 35 hours, so that definitive diagnosis

and therapy are feasible from a time

standpoint.

References

1. Robbins, Stanley L.: Textbook of Pathology.

Philadelphia, W. B. Saunders Company, 1962.

2. Byrne, J. J. and O’Neill, E. E.: Fatal Pul-

monary Emboli, Am. J. Surg. 83:47, 1952.

3. Coon, W. W. and Coller, F. A.: Some Epide-

mologic Considerations of Thromboembolism,
Surg., Gynec. & Obst. 109:259, and 487, 501, 1959.

4. Zimmerman, L. M., et al: Pulmonary Em-
bolism: Incidence, Significance and Relation to

Antecedent Vein Disease, Surg., Gynec. & Obst.

83:373, 1949.

5. Hampton, A. O. and Castleman, D.: Correla-

tion of Postmortem Teleo Roentgenograms with

Autopsy Findings, Am. J. Roentgenol. 43:305,

1940.

6. Green, H. B.: Refractory Dyspnea: A Symp-
tom of Recurrent Pulmonary Embolism, J. Am.
Geriat. Soc. 13:748, 1965.

7. Gahagan, T., et al: Angiogram in Manage-

ment of Pulmonary Embolism, Am. J. Surg.

111:718, 1966.

8. Greenberg, H. B.: Refractory Dyspnea and

Orthopnea, Evidence of Recurrent Pulmonary

Embolism and Infarct, Am. Rev. Resp. Dis.

92:215, 1965.

9. Freiman, D. G., et al: Frequency of Pulmo-

nary Embolism in Man, New England J. Med.

272:1278, 1965.

10. Sabiston, D. C. and Wagner, H. N.: The

Pathophysiology of Pulmonary Embolism: Rela-

tionships to Accurate Diagnosis and Choice of

Therapy, J. Thor. & CV Surg. 50:339, 1965.

11. Vitolo, E., Gola, E., Volentini, F.: Studies

on Physiopathology of Experimental Pulmonary

Embolism. 1. Pulmonary and Systemic Hemo-
dynamics, Am. Heart J. 69:338, 1965.

12. Brofman, B. L., et al: Unilateral Pulmo-

nary Artery Occlusion in Man, J. Thoracic Surg.

32:206, 1957.

13. Dexter, L. (edited by Sasahara, A. A. and

Stein, M.): Symposium on Pulmonary Embolic

Disease, Boston, 1964. New York: Grave and

Stratton, 1965.

14. Marshall, R., et al: Immediate and Late

Effects of Pulmonary Embolism by Large

Thrombi in Dogs, Thorax. 18: 1, 1963.



504 May, 1967RECENT TRENDS IN TREATMENT OF MYOCARDIAL INFARCTION— Rawlings

The author has reviewed current concepts and practices in the management of myocardial infarction.

Recent Trends in the Treatment of

Myocardial Infarction*

M. S. RAWLINGS, M.D.,f Chattanooga, Tenn.

Need for Hospitalization

Diseases of the heart and blood vessels re-

main the leading cause of death in the

United States, killing more people than all

other diseases combined. Acute coronary

occlusion, affecting one in 3 men past 45

years of age, is treated best in the hospital.

Decreased mortality is obtained by the

early treatment of complications such as

shock, arrhythmia or congestive heart fail-

ure. Treatment of these unexpected com-
plications usually requires trained hospital

personnel. During hospitalization it is also

possible to perform continuous monitoring

of the patient’s heart beat for early detec-

tion and treatment of premature contrac-

tions or other arrhythmias before serious

consequences occur. Some form of ar-

rhythmia has been estimated to occur in

76% of cases of infarction during this early

phase. This type of coronary care is given

best in a well-equipped Intensive Care Unit.

Resuscitative measures are also more read-

ily available in such a unit. Recovery from

“sudden death” is possible in almost half of

the cases of myocardial infarction by use of

mouth-to-mouth resuscitation and external

heart massage.

Recent cooperative studies in 13 hospitals

found a mortality rate of 18.6% during the

period of hospitalization. (J.A.M.A. Sept.

12, 1966.)' The highest portion occurred in

the first 4 days at 9.6%; 5th through 7th day

3.6 and 7th through 28th day 5 percent.

During convalescence (day 29th through

120th) another rate of 6% deaths occurred,

and days 121 though 365 including another 6

percent. In summary, a total death rate of

30% for myocardial infarction occurred

within the first year for patients who lived

long enough to reach the hospital.

fFrom the Diagnostic Center, Chattanooga,

Tenn.

^Presented at 7th Regional Medical Society of

Georgia, Sept. 21, 1966, Marietta, Georgia.

Routine Coronary Orders

A written list of orders for routine use in

caring for patients with coronary disease is

desirable, tailoring all changes to each pa-

tient’s needs, and yet not forgetting some of

the assumed necessities. Some of the items

to include are listed as follows:

(1) Relief of pain. Morphine-sulphate

with atropine is still preferred; meperidine

(Demerol) is second choice since it is less

potent and sometimes more irritative to

local tissues. Initial intravenous use of

these drugs is suggested for severe pain

with 5 to 10 mg. of nalorphine (Nalline)

handy as an antidote if an overdose is given.

Severe pain can induce both shock and ar-

rhythmias through reflex mechanisms that

are still poorly understood. The narcotic

dose should be repeated in small increments

until the need is met. The intravenous

route is preferred in shock states due to

poor absorption from intramuscular sites.

(2) Oxygen. Oxygen therapy is indi-

cated if shock, cyanosis, congestive heart

failure or persistent pain is present. It is

not needed otherwise and does not seem to

alter the prognosis. The oxygen tent is

used mainly for its air conditioning effect;

nasal oxygen (double-lumen tube) or oxy-

gen by mask is more effective and also al-

lows the nurse to care for the patient with-

out the hindrance of an enveloping tent.

Hyperbaric oxygen therapy is still experi-

mental but does seem to have some favora-

ble effects upon the patient’s recovery.

(3) Medications. Nitroglycerin is used

in the treatment of coronary insufficiency

but has no real place in the treatment of

acute infarction. The same is true for vaso-

dilators. Sedatives, however, should be

used routinely. Chloral hydrate can be

used in those past age 50 since some older

people seem to hyperreact to phenobarbital;

under 50 we give phenobarbital as gr. ss 4

times daily, doubling this amount if neces-
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sary. I use quinidine, gr. iii every 4 hours

or Pronestyl, 250 mg. every 4 hours, dou-

bling this dose if necessary, at the first

indication of premature contractions. Lido-

caine (Xylocaine), 50 ml. of a 2% solu-

tion in a liter of glucose in water may be

used in more difficult cases. Most of the

disturbances of rhythm encountered in the

acute phase of infarction are preceded by
warning phases of irritable heart beats from
the infarcted area. Abolishing these extra-

systoles will frequently prevent subsequent

arrhythmias from developing. Other medi-

cations will be discussed later.

(4) Laboratory data. SGOT. and LDH.
enzymes are ordered routinely the first 3

days of therapy. The serum glutamic ox-

alic transaminase becomes positive within

24 to 48 hours, while the lactic acid dehy-

drogenase enzyme becomes positive in the

2nd to 5th day after infarction and is help-

ful in delayed findings of infarction. Rou-
tine studies of fasting sugar and choles-

terol are done before dismissal as a survey

for some of the diseases predisposing to cor-

onary occlusion. Sedimentation rates,

usually corresponding to the temperature

elevations, may also be used to follow activ-

ity of necrosis. Serial electrocardiograms

are obtained daily until they become stable.

Chest films are obtained sometime before

dismissal.

(5) Anticoagulants. For some time ob-

servations on anticoagulants have been de-

bated since one group of investigators often

is at variance with another group because

different standards of observation are used.

Hence, the pendulum has swung from one

extreme to the other—thus there is a large

school who use anticoagulants and a smaller

one who do not. However, most reports

seem to point to a decreased morbidity and

mortality when anticoagulants are used. In

the absence of contraindications we use an-

ticoagulants routinely for a minimum of 3

months and as long as one year. If several

infarctions have occurred I use anticoagu-

lants indefinitely. However, a 10 year dou-

ble blind study has shown no advantages to

life-time anticoagulant therapy unless atrial

fibrillation, recurrent phlebitis or prosthetic

valves are present. It does not seem to

prevent recurrent myocardial infarctions

according to Griswald and Seaman,- al-

though Dr. Irving Wright uses them regu-

larly in recurrent myocardial infarction

with angina and in transient attacks of

ischemia.

After initial regulation I have the patient

return for monthly prothrombin determina-

tions and keep the prothrombin level at

twice the control value in seconds (or at the

same level as the 20% control value if this

measure is used) . The danger of bleeding

from anticoagulant therapy, I think, is offset

by the advantages of decreased morbidity

and increased means of patient contact and

control through regular examinations. The
use of anticoagulants, of course, implies se-

lected patients since anticoagulants are con-

traindicated in the following conditions:

(1) Bleeding tendencies, uremia, liver disease,

peptic ulcer disorder or extreme hypertension.

(2) When reliable laboratory facilities are una-

vailable.

(3) Where poor patient cooperation is expected.

(4) When psychologic dependence or perpetua-

tion of cardiac neurosis is expected by continu-

ance of medication.

Heparin is a short-acting injectable drug of

rapid onset that we use the first 72 hours or

until the longer acting coumarin derivatives

of slow onset become effective. We start

both drugs at the same time. Heparin, 150

mg., is given deeply in the subcutaneous tis-

sues every 12 hours as long as the Lee-

White time (taken before each dose) is

below 20 minutes. The antidote for heparin

is protamine or Polybrene, 100 mg. I.V.

Warfarin (coumarin), is an anticoagulant

of prolonged action. I prefer to give in an

initial dose of 30 to 40 mg., using 5 mg.

as an estimated daily maintenance dose

until actual requirements are evident by

daily determinations of prothrombin time.

Phenindione (Hedulin) is an intermediate

derivative given in doses of 150 mg. ini-

tially, followed by 50 mg. twice daily until

control levels are reached and then given as

a maintenance dose which averages 75 mg.

daily in divided amounts. The antidote for

the indandione and coumarin derivatives

are the soluble vitamin K products (phy-

tondione) such as AquaMEPHYTON, 1 ml.

I.V. or 2 ml. I.M., repeated every two hours

until the abnormal prothrombin levels are

corrected.
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(6) Polarizing solutions. For some time

the findings of Sodi-Polaris concerning po-

larizing solutions has been questioned.

Although they are admittedly helpful in re-

ducing the injury phase of infarction, their

usefulness is still unproven and their use

should especially be avoided in uremia and

heart block. Recently, however, an actual

decrease in mortality and other effects have

been suggested by the experimental work

of Richard Bing and associates. 3 These

studies seem to indicate that protein re-

placement in the destroyed myocardial

muscle cells is hastened by the use of polar-

izing solutions. Even more muscle tissue

seemed to recover if corticoids, vitamins

and injectable anabolic agents were added

to the solution. The basic polarizing solu-

tion usually consists of 1,000 ml. of 10% in-

vert sugar in distilled water with 40 milli-

equivalents of potassium chloride added and

20 units of regular insulin.

(7) Toiletry. Bed pans have no place in

the nursing care of myocardial infarction.

Unless shock is present the patient should

be assisted to a bedside commode for bowel

movements and allowed to stand to void

when necessary. Even when shock is pres-

ent the blood pressure may be elevated by

increasing the rate of an intravenous vaso-

pressor drip or similar agent, permitting the

patient to sit for evacuation purposes. This

would be preferable to the dangers of

straining at stool, since any valsalva maneu-

ver temporarily occludes venous return to

the heart and momentarily obliterates out-

put for essential coronary and cerebral per-

fusion. In this regard, medications to sof-

ten bowel action (such as Doxidan or Peri-

Colace) should be given routinely and ene-

mas, laxatives or suppositories added as

needed.

(8) Diet. During the first 24 hours the

diet should be liquid. Subsequently a per-

manent anti-atherogenic diet is used (high

in polyunsaturated fats but less than 20 Gm.

total fat). No coffee is allowed. Compara-

tive 5 year studies show that new coronary

disease is significantly lower when using

anti-atherogenic diets. 4 No smoking is al-

lowed until the acute phase of infarction

has recovered and then I try to discourage

the patient’s further smoking since there

are several reports of improved prognosis.
(9)

Activities. During the acute phase,

the patient is allowed to turn side-to-side

while all other activities should be per-

formed for him wherever possible. The
febrile phase usually lasts 3 to 5 days.

After this we usually help him up into a

chair once daily and permit him to stay as

long as he wishes, assisting him back to bed.

Thereafter the patient is usually able to

feed himself, shave himself, and bathe per-

sonal portions of his body. Visitors are lim-

ited to one or two at a time and then only

members of the immediate family. No tele-

phones are permitted until the patient has

passed the fifth or sixth day of hospitaliza-

tion. Thus, activities are limited severely

in the first 3 or 4 days and the patient

should he completely monitored during this

time. This is best done by remote televised

monitoring to a central nurses station in a

coronary care unit. These units permit

aggregation of all patients with acute in-

farction during their high-risk period into

an area supplied with highly trained per-

sonnel and specialized equipment. A sig-

nificantly lower mortality rate has been

shown to be a result. 5 The patient is un-

bathed, hand-fed and unshaved during this

period. After the 7 to 10 days of hospitali-

zation, the patient is transferred out of the

Intensive Care Unit into moderate care

areas. He is sent home after the second or

third week of hospitalization although this

depends upon the size of infarction, the dur-

ation of fever, the initial presence or ab-

sence of shock, and disturbances in rhythm.

Unless these complications have occurred

the patient usually goes home at the end of

2 weeks of hospitalization, since the period

of myocardial rupture has then passed and

the patient is well on the way to recovery.

Another 4 to 6 weeks is allowed for recu-

peration at home and after a total of 8 to 10

weeks following the onset of infarction he

may return to light or part-time work.

Myocardial scar tissue should be firm and

retracted at the end of this 6 to 8 week pe-

riod, and this is about the time it takes for

scar tissue to become firm in most sites in

the body. Ambulation before scar tissue

has become firm may cause fatal myocardial

rupture or an aneurysmic bulge of the in-

farcted ventricle. Thus, healing in the in-
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farcted area is about complete in 3 months
and, the patient should no longer be con-

cerned about the dangers of the present

“heart attack” but should direct his atten-

tions to the prevention of future heart at-

tacks through prophylactic programs of

physical activity and diet and perhaps the

use of vasodilator drugs during the periods

of sleep and inactivity.

Treatment of Complications

(1) Congestive heart failure. For some
time digitalization was thought to be con-

traindicated in the presence of acute my-
ocardial infarction because of the irritabil-

ity of the damaged myocardium and the

possible creation of premature contractions

or other irritable rhythms. However, this

does not appear to be the case. Digitali-

zation does not seem to increase irritability

but does seem to increase cardiac output

through improved contractile force of the

heart muscle. Digitalis may be given rap-

idly or slowly and the drug used may be

rapid in onset such as Ouabine 1 ml. I.V.

and repeated in 30 minutes for full digitali-

zation; less rapid in onset would be cedi-

lanid 0.8 mg. followed by 0.4 mg. in 4 hours

and again 4 hours after that; the next

slower agent would be digoxin 0.75 mg. ini-

tially followed by 0.25 mg. every 6 hours for

3 doses, and then by 0.25 to 0.50 mg. as a

daily maintenance dose. Digitalization

with whole leaf would take longer and the

dose would be 1.2 Gm. of digitalis leaf in di-

vided doses. Digitoxin, 1.2 mg. in divided

doses would take still longer to be effective.

The supporting drugs in the treatment of

congestive heart failure include the diuret-

ics, analgesics, sedatives, aminophyllne, dig-

italis, B-receptor sympathomamines, oxy-

gen and sometimes bloodletting. Occasion-

ally, however, complications may occur

from the treatment itself. Carbonic an-

hydrase, for example, depresses renal ex-

cretion of acid and induces temporary aci-

dosis and any ammonium chloride therapy

added at this time may aggravate the aci-

dosis and could be fatal. Hypochloremic al-

kalosis, on the other hand, is usually due to

excessive diuretic therapy and results in in-

tracellular acidosis and poor responsiveness

to further mercurial diuretic therapy.

Secondary hyperaldosteronism of conges-

tive failure will increase the sodium reten-

tion in heart failure and also aggravate po-

tassium loss and may induce hypokalemia,

especially if thiazide diuretics are used.

These losses may be corrected by the use of

two or three grams of potassium chloride a

day, starting treatment when “dry weight”

of the patient is approached. Occasionally

the situation of “inappropriate antidiuretic

hormone” secretion ensues, resulting in

water retention with a normal urinary ex-

cretion of sodium in a rather concentrated

urine. The resulting water intoxication can

cause disorientation, somnolence, coma,

convulsions and even death. The treatment

is to recognize the syndrome and restrict

water intake rigidly to 600 ml. per day or

less until the diluted plasma values of so-

dium and chloride are restored to normal

by excretion of the excess water load.

The usual findings of heart failure are

well known, but occasionally typical signs

may be absent. Interstitial edema, for in-

stance, can occur without audible rales and

is best seen by x-ray. It should be sus-

pected when sinus tachycardia greater than

120 is found without shock or fever or other

findings to account for the rapid rate.

(2) Arrhythmias. Almost any type of

arrhythmia may occur as a complication of

myocardial infarction and is estimated to

occur in 76% of cases. However, paroxys-

mal auricular tachycardia is one arrhyth-

mia that rarely occurs for reasons still un-

known. Should it occur, it can be corrected

by the usual procedures such as vagal ma-
neuvers, vasopressors, digitalization, quini-

dine, lidocaine or cardioversion, in that

order of preference.

Atrial premature beats, unless frequent,

usually require no treatment other than

sedatives. For ventricular premature beats

quinidine, gr. iii 3 (or Pronestyl 250 mg.)

should be given every hour until controlled

and then gr. iii 3 every 4 to 6 hours, avoid-

ing toxic symptoms or prolongation of QT
intervals in serial electrocardiograms.

Auricular flutter or fibrillation first re-

quires digitalization to slow the rate fol-

lowed by quinidine or Pronestyl for conver-

sion if needed. Occasionally direct electri-

cal cardioversion is used when the illness is

grave or the rhythm stubborn.

Ventricular tachycardia is considered an
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emergency and Pronestyl should be used in

increments of 100 mg. every 2 or 3 minutes

intravenously, monitored by the electrocar-

diogram to avoid overdosage, and stopping

as soon as the rhythm converts. Usually

between 300 to 1000 mg. are needed.

Lidocaine intravenously is also useful in

doses of 50 mg. (2.5 ml. of 2% I.V. Xylocaine

solution, directly I.V.). Dilantin is occa-

sionally helpful while Inderal (Propanolol)

is proving to be outstanding. This beta-

adrenergic blocking agent should be re-

leased for general use shortly. Cardiover-

sion is reserved for patients who do not

respond readily to other agents or in emer-

gencies where effectiveness of medication

cannot be awaited.

Ventricular fibrillation cannot be differ-

entiated clinically from asystole without

the use of an electrocardiogram, since the

heart beat and pulse are absent in either

case. External heart massage once started

should therefore be continued until an elec-

trocardiogram is obtainable. Defibrillation

by electric shock should be attempted when
ventricular fibrillation is found. If not at

first successful, effectiveness can be en-

hanced by the intracardiac injection of 0.5

ml. of 1:10,000 solution of epinephrin

through a No. 22 spinal needle. This should

strengthen fibrillation and make it more re-

sponsive to electrical conversion. Pronestyl

may occasionally be needed for recurrences.

Asystole, on the other hand, frequently

responds to external heart massage and

mouth-to-mouth resuscitation without other

stimuli. Occasionally epinephrin or intra-

cardiac calcium chloride (5 ml. of a 10% so-

lution) will strenghten cardiac contractions.

Pacemakers are usually of little avail unless

the myocardium is well oxygenated. Most

of the patients I see are poorly oxygenated

due to the persistence of the original cir-

cumstances causing cardiac arrest.

Heart block carries a 45% mortality and is

usually associated with infarctions of the

diaphragmatic surface which result from oc-

clusion of the right coronary artery. Blocks

arising from occlusion of the right coronary

are usually transient while those involving

occlusion of the left coronary usually result

in permanent heart block because the an-

terior wall and septumare infarcted. The

auricles and ventricles, beating separately,

may require a permanent pacemaker if

the idioventricular rate is slow enough to

cause cerebrovascular insufficiency (Stokes-

Adams episodes). Demand pacing through

automatic devices attached to cardiac moni-

toring is quite helpful in such cases. Most

gadgetry is so equipped and will prevent

most seizures from occurring; instead of a

convulsive seizure, the patient complains of

the electric shock that he feels from the

pacemaker before syncope can occur. It

would seem more desirable to have the pa-

tient complaining than have the risk of sud-

den death. Should the episodes be recur-

rent, a transvenous electrode catheter can

be inserted which will supplement the pa-

tient’s heart beat and is not felt by the pa-

tient. Some cardiologists think the intra-

cardiac pacemaker should be used if even a

single syncopal episode occurs. The elec-

trode pacemaker usually may be withdrawn
from its location in the right ventricle as

recovery from heart block occurs. This

usually takes two to five days when infarc-

tions of the inferior wall (diaphragmatic)

are present. Occasionally a permanent pace-

maker will be necessary to replace the

temporary one, especially in anterior infarc-

tions. Should a permanent pacemaker be

required, quinidine therapy should be used

to suppress the competing idioventricular

pacemaker. The permanent pacemaker

may be directly attached to the myocar-

dium at open chest operation or can be used

as a permanent indwelling transvenous

catheter with subcutaneous insertion of the

attached battery equipment.

Steroids frequently may prevent Stokes-

Adams syncope even without affecting the

heart block or heart rate; the reason for this

is not clear. Without treatment heart block

carries a 45% mortality. Isoproterenol

(Isuprel)
,
intravenously 2 mg. or 2 ampules

in 500 ml. of D5W or polarizing solution,

will frequently avoid many of the Stokes-

Adams attacks. Rapid heart rate from ex-

cessive stimulation of the idioventricular

pacemaker by the Isuprel should be avoided

as well as irritable heart beats or flushing of

the patient from peripheral vasodilatory ef-

fects of the drug. Steroids and atropine are

quite helpful in heart block. Other than

heart block and shock, steroids have little
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use in the treatment of myocardial infarc-

tion.

(3) Shock. The definition of shock is

still ambiguous but usually refers to the

level of blood pressure, usually below 80

systolic. Just as significant as the blood

pressure, however, is the clinical appear-

ance of the patient. Due to poor tissue per-

fusion the patient has a cold, clammy skin,

and changes in sensorium. Should this

shock picture persist for one hour or more

the mortality rapidly becomes 80% or

greater. Immediate emergency measures

therefore should be used. These include

vasopressors, preferably those with com-

bined inotropic and pressor effects such as

levarterenol (Levophed) or metaraminol

(Aramine) (alpha and beta adrenergic stim-

ulators). Those containing alpha-adrenergic

pressor effects alone (Neosynephrine, Hy-

pertensin, Vasoxyl) have no real place in

the sustained treatment of cardiogenic

shock. The purpose of the vasoconstriction

therapy is to temporarily increase coronary

perfusion pressure and coronary blood flow,

decreasing the immediate mortality rate in

shock, which seems directly proportional

to the adequacy of coronary blood flow.

Subsequent support of heart work and ef-

fective output are necessary for mainte-

nance of blood pressure and may require a

change in therapeutic agents and objectives.

As an emergency initiating agent Ara-

mine is as good as any. It is used in 2 to 10

mg. (0.2 to 1 ml.) intramuscularly in the

home or may be used directly intravenously

only in a dose of less than 0.5 ml. In the

hospital, continuous intravenous infusions

are used at a drip rate sufficient to maintain

systolic blood pressure at approximately 100

mm. Hg. Usually 1 to 3 ampules (100 to 300

mg.) of Aramine is placed in each liter of

polarizing or other solution.

Levophed can be used as a more potent

agent at the risk of sloughs of the surround-

ing skin. It is used as 1 to 3 ampules (4 mg.

per ampule) in each liter with the addition

of 5 mg. of phentolamine (Regitine) which
may actually increase coronary blood flow

as well as decrease the tendency to slough.

Some Regitine can also be injected into the

local tissues, should infiltrations occur.

Steroids of most any type are quite help-

ful in the treatment of shock and seem to

potentiate the effects of vasopressor agents.

Acidosis is a condition that seems to be

very prevalent in shock and is often neg-

lected. It is related to the liberation of ex-

cessive anoxic metabolites of the lactic acid

group which can be neutralized by direct

intravenous use of sodium bicarbonate (am-

pules of 33 Vz m./Eq. This amount can be

repeated in an hour if necessary.

It is now thought that digitalization

should be used in almost all instances of

shock and should be given intravenously.

By increasing the contractile force and
work of the heart, digitalis may help correct

the very cause of cardiogenic shock.

Arrhythmias from digitalis therapy should

be avoided, but they seem no more preva-

lent than in cases of noninfarction.

Other measures in treating shock include

correction of any arrhythmia and methods
of assisting the circulation. These methods
include cardiopulmonary bypass machines

and computerized counter-pulse boost of

diastolic arterial flow. Any blood volume
deficits should be corrected by plasma ex-

panders or blood transfusions until the

monitored central venous pressure has im-

proved. Hyperbaric-oxygenation may also

help but most of these measures are still ex-

perimental.

While vasopressors have decreased the

immediate mortality in shock by 20%, there

may be some other means of reducing the

remaining 60 to 70% mortality in some

way. Perhaps some of the remaining high

mortality may be related to inappropriate

persistence of peripheral vasoconstriction.

Absence of vasopressor responsiveness, on

the other hand, may be due to an uncor-

rected acidosis or depletion of catechola-

mines by previous therapy with drugs such

as guanethedene sulfate (Ismelin) or reser-

pine. Whenever unresponsiveness to initial

vasopressor therapy occurs, these possibili-

ties should be borne in mind. In the treat-

ment of shock, adequate perfusion of tissues

with oxygenated blood is of equal impor-

tance as the correction of the low blood

pressure. Though vasopressors may insure

the head of pressure necessary for coronary

perfusion, the resulting increased periph-

eral resistance from vasoconstriction fur-

ther aggravates the problem of tissue perfu-

sion and causes increased work load upon
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the heart and increased oxygen require-

ments of the infarcted muscle.

It is also well known that the curve of

ventricular function is flattened by either

congestive heart failure or by shock. While

increased ventricular filling pressure nor-

mally causes increased ventricular stroke

work, a point is soon reached in the abnor-

mally flattened ventricular function curve

where further increase in the filling pres-

sure causes very little increase in stroke

work, but can result in a great increase in

pulmonary venous pressure and passive

congestion of the lungs. It would seem im-

portant, therefore, to keep the diastolic

pressure low in the left ventricle if pulmo-

nary edema is to be prevented.

The objective in treatment of shock has a

two-fold purpose; (1) to restore adequate

blood pressure to perfuse vital areas (brain

and coronary system)
,
and (2) to restore

optimal ventricular function. Recently it

has been found that cardiac output actually

has been decreased and left ventricular

diastolic pressure increased by treatment of

shock with prolonged peripheral vasocon-

striction, seemingly due to the increased

total peripheral resistance. 0 To decrease

this peripheral resistance and to improve

cardiac output, peripheral vasodilation

(rather than conventional peripheral vaso-

constriction) might be more advantageous

in selected cases. Peripheral vasodilating

therapy in shock might permit increased

tissue perfusion and increased venous re-

turn which itself could enhance increase

in heart output. The resulting increased

heart output might help correct the low
blood pressure and further improve the

peripheral perfusion difficulties. Likewise,

very prolonged use of vasoconstrictive

agents may so impair tissue perfusion that

tissue hypoxia results in increased capillary

permeability with loss of considerable

amounts of plasma into the tissues, reducing

the effective plasma volume. In fact, pa-

tients who seem completely dependent upon
vasopressor drugs and unable to maintain

their own blood pressure after several days

of maintenance therapy will usually benefit

by blood transfusion or a plasma expander.

This correction of effective blood volume
will usually interrupt the apparent vaso-

pressor “dependency” and allow recovery to

occur rapidly. Thus the management of

cardiogenic shock may be benefited by vaso-

dilator alpha adrenergic blocking drugs

rather than the prolonged use of the con-

ventional alpha stimulating vasoconstrictor

agents. Other types of shock seem to bene-

fit even more by this type of treatment.

In the modern treatment of shock it now
seems to be vogue to monitor the central

venous pressure by means of an indwelling

catheter passed percutaneously from the

arm, femoral or subclavian* veins into the

superior vena cava or right atrium. An-
other indwelling catheter is placed intra-

arterially either percutaneously or in the

same wound for monitoring the arterial

blood pressure. If the central venous pres-

sure is low, intravenous fluids or perhaps

dextran are used. After the low venous
pressure is corrected treatment of shock is

approached by a trial of peripheral vasodi-

lators rather than the usual peripheral con-

stricting agents. If central venous pressure

is elevated (pulmonary edema seldom oc-

curs if the venous pressure is less than 150

mm. of water)
,

peripheral vasodilators

might be tried without delay, especially if

clinical signs of inappropriate peripheral

vasoconstriction are present. These signs

include cold cyanotic extremities with

poorly palpable peripheral pulses in spite of

bounding central pulses. Before instituting

vasodilator therapy, however, it is essential

to have plasma expanding agents available

to fill the enlarged vascular bed that ap-

pears as vasodilatation occurs. A catheter

monitoring system thus permits the venous

pressure to be kept more constant, the arte-

rial pressure to be more readily improved

and blood volume to be balanced.

Certainly, the mild peripheral beta adrener-

gic stimulators mephentermine (Wyamine)
and moderate alpha blocking agents (such

as Isuprel 1 mg. per 500 ml. of glucose and

distilled water) would be preferable to pure

alpha stimulators alone (neo-synephrine,

Vasoxyl). Vasodilator therapy, however,

would involve the use of alpha blocking

agents and would affect only the peripheral

vascular bed and not the heart or central

system since the heart contains no alpha ad-

renergic receptor endings. Such vasodila-

tor drugs include phenoxybenzamine (Di-

benzylene) 1 mg./kg. I.V., trimethaphan
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(Arfonad) by intravenous drip (ganglionic

blockade agent), and hydralazine (Apreso-

lene) by repeated intravenous doses of 20

mg. Beta blocking agents (Inderol) are now
available but are usually contraindicated in

shock therapy. These beta adrenergic

blockers are best used in rhythm disturb-

ances and anginal syndromes where coro-

nary vasoconstriction effects are improved.

Inderol is beneficial here through beta

blockade and coronary vasodilatation.

The agents with combined alpha and beta

adrenergic receptor stimulation include

Levophed and Aramine. In addition to pe-

ripheral vasoconstriction they have an ino-

tropic effect upon the heart. Wyamine on
the other hand, is primarily a beta stimula-

tor causing active vasodilatation peripher-

ally and inotropic effects centrally with in-

creased heart rate and output with only

slight increase in blood pressure. This

effect of Wyamine would seem to be de-

sirable since it results in an increased pe-

ripheral flow without an increase in pe-

ripheral vascular resistance. The use of

Wyamine has been recommended as an in-

termediary agent between complete vaso-

pressor therapy on one hand and complete

vasodilator therapy on the other, until the

correct treatment of cardiogenic shock be-

comes apparent in each individual case.

In summary, prolonged vasoconstriction

found in many states of shock might be

deleterious except where it preserves coro-

nary and cerebral perfusion. This is espe-

cially so if prolonged vasoconstriction shifts

the blood volume from the systemic into the

pulmonary circulation, causing a tendency

to pulmonary congestion aggravated by the

increased peripheral vascular resistance

which could also produce cardiac overload.

This might also decrease tissue perfusion

and cause progressive metabolic acidosis,

further aggravating the shock. Any per-

sistence of an increased venous pressure

and decreased pulse pressure in a patient

with shock should suggest an “inappropri-

ate” prolongation of peripheral vasocon-

striction. In these patients a selective use

*The subclavian vein can be entered by an In-

tracath needle puncture just beneath the midcla-

vicle, directing the needle toward the opposite

mastoid area and entering the superior vena cava

for direct pressure measurements and infusions.
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of peripheral vasodilating therapy might be
helpful if the central venous pressure is

first corrected and maintained by intrave-

nous fluids. There is still a dominant group
of conservative cardiologists who believe

that peripheral vasodilator therapy may ac-

tually cause an increased mortality in some
cases by decreasing the minimum pressure

needed for adequate coronary perfusion. 7

Peripheral vasodilatation therapy at pres-

ent, it would seem, should be used on a se-

lected basis. Meanwhile, Wyamine would
be the intermediate type of drug of choice

in the treatment of cardiogenic shock in

routine cases, using Aramine initially to in-

sure coronary perfusion when needed.

(4) Pulmonary embolism. This is treated

with anticoagulants, using vena caval liga-

tion if embolism is repeated when anti-

coagulant levels are considered adequate.

The majority of emboli seem to arise from
the lower extremities and pelvic structures

(85% of cases). Most emboli do not cause

infarction of the lung and hence cause lit-

tle x-ray or electrocardiographic evidence

of their existence. Should a massive pul-

monary embolus occur, angiocardiograms

would be needed if visual localization is

necessary, but an embolectomy should not

be considered unless a team trained in

this procedure is available and a pump-
oxygenator is ready for use. Drugs that

might be indicated include atropine, pa-

pavarine, digitalis and corticosteroids.

(5) Peripheral arterial emboli. Periph-

eral arterial emboli may dislodge from mu-
ral thrombi overlying the infarcted area

of myocardium. If the collateral flow in

the area is considered inadequate, these

emboli should be removed by open arteri-

otomy within 2 or 3 hours of their forma-

tion.

(6) Cardiac rupture. This is usually sud-

den and fatal and most likely to occur in

the first week after infarction. In rare

cases rupture will be “slow” in which case

the possibility of removing accumulations

of blood from the pericardium through nee-

dle aspiration might prevent fatal tampon-

ade until emergency surgical repair of the

rupture can be done.

(7) Rupture of papillary muscles or of

the intraventricular septum. This usually

occurs in the first 2 weeks after the infarc-
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tion. The ensuing congestive heart failure

is almost inevitable and is usually severe

and fatal. However, the few patients re-

sponding to treatment for heart failure

might be able to withstand a surgical re-

pair. Preferably, confirmation of diagnosis

by angiocardiograms should first be done.

(8) Postinfarction syndrome. This is an

unusual complication which may occur as

early as one to two weeks after the infarc-

tion and is manifested by pericardial rub

and fever which lasts 3 to 5 days. This

usually subsides with steroid therapy which

should be maintained for five to seven days

or until recovery is stable.

Experimental Therapy of Shock

(1) Treatment of shock with alpha adre-

nergic blocking agents is now in vogue in

selected patients where such vasodilator

therapy (rather than conventional peri-

pheral vasoconstrictive therapy) seems in-

dicated. Emphasis is more on relief of car-

diac overload than on maintenance of blood

pressure alone.

(2) A new era of therapy with beta-

blocking agents is now available for ar-

rhythmias complicating myocardial infarc-

tion. The most promising of these is In-

deral (Propranolol) . Since the heart con-

tains purely beta and no alpha sympathetic

receptors, only drugs stimulating or block-

ing the beta receptors would affect the sym-

pathetic nervous system functions in the

heart. Thus, Inderal, a beta-blocking agent,

reduces the conductivity and excitability of

the heart muscle and is also helpful in the

treatment of angina. Its side effect would

be decreased heart work to the point of ac-

tual heart failure.

(3) Hyperbaric oxygenation is still ex-

perimental and seems to be proving useful

as shown by some of the mortality studies.

(4) Hypothermia has little clinical use in

the treatment of myocardial infarction thus

far.

(5) Cardiopulmonary bypass apparatus

and implantable “artificial hearts” are re-

ceiving notoriety beyond their present use-

fulness, but remain a most promising tool

for the future.

(6) Computerized counter-pulsition ther-

apy provides a means for intra-atrial boost

of peripheral pressure during diastole, as

another effective means of blood pressure

support.

(7) Recently, out of Miami, excisional

therapy of acute infarctions has come under

study. It seems that experimental surgical

excision of acute infarctions induced in dogs

has considerably improved the mortality

rate. The resulting post-coronary state is

reported to have an excellent coronary flow

demonstrable across the sutured site by
subsequent coronary angiograms.

(8) As a final comment, future trends in

the treatment of myocardial infarction will

undoubtedly need constant revision, while

the basic principles of therapy will proba-

bly remain the same. Each of us should

continue to strive in our own observations

and experience to stabilize the ever-

swinging pendulum of medical therapeutic

thought, and mould it into something that is

tangible and currently useful in the every

day practice of medicine and the bed-side

treatment of myocardial infarction, the

leading cause of death in our populace.
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An experience as described here will of certainty make the physician more aware of the im-
portance of the interview in understanding a patient’s personality and the factors playing a role in
psychosomatic disease.

Training in Psychiatry for Interns*

JAMES A. WALLACE, M.D., Memphis, Tenn.

Although psychiatric training for interns

has been provided in certain areas for some
time, the literature contains few reports of

this phase of their medical education.

Daniels and Magliocco 1 described the pro-

gram at the 60-bed acute psychiatric unit of

the Cincinnati General Hospital. The au-

thors, while third year residents and with

the assistance of 6 first year residents, con-

ducted the one-month training. Interns re-

ceived 8 hours of individual teaching and 11

hours of group teaching each week. They
rated interview technique and individual

case supervision as the most valuable ele-

ments of their experience in psychiatry.

Hollender 2 described a mixed internship

in psychiatry and medicine (or pediatrics)

at the Upstate Medical Center of the State

University of New York. The interns had 6

months’ training in psychiatry and an equal

period in either medicine or pediatrics.

During the period of training in psychiatry

the intern evaluated and treated patients,

was given individual supervision, partici-

pated in conferences and was encouraged to

undertake research projects. In a paper

published in 1965, Hollender 3 reported the 5

year experience with this program. Of the

50 applicants, 46 planned to become psy-

chiatrists. According to this author, “Not

only had the vast majority of applicants de-

cided to become psychiatrists but a very

large percentage had reached this decision

before entering medical school or very

shortly thereafter.” The faculty thought

that the interns performed as well as first

year residents.

Bagatell, Goldfarb, and Fox 4 described a

one-month elective training program in

psychiatry at the Adult Psychiatric Clinic

of the Stamford Hospital at Stamford, Con-

necticut. Goals were for the intern to un-

* From the Tennessee Psychiatric Hospital
and Institute, and the Department of Psychiatry,

University of Tennessee College of Medicine,
Memphis, Tenn. 38103.

derstand patients’ emotional needs with em-
phasis on psychosomatic illnesses. Results

indicated that the intern learned to detect

psychologic factors in illness and to prop-

erly treat ambulatory psychiatric patients.

This program was of mutual advantage to

the interns and to the staff of the clinic.

Ellis 5 outlined, as requirements for such a

program, the following: history-taking,

physician-patient relationship, diagnosis

and therapy, psychiatric referrals and su-

pervised interview. He described the pilot

program at the psychiatric unit of the Los

Angeles County General Hospital which
provided 3 weeks’ training in psychiatry for

rotating interns.

Wallace 6 discussed the role of the psy-

chiatric hospital in the training of interns in

psychiatry.

Participating Hospitals

The purpose of this report is to describe

the organization, goals and benefits of a

training program in psychiatry for interns

that involves a large general hospital and a

small State psychiatric hospital. Since

March 1963 the Tennessee Psychiatric Hos-

pital and Institute has offered training in

psychiatry, on an elective basis, for the in-

terns of the Baptist Memorial Hospital.

This program has been under the direction

of the Superintendent and the Clinical Di-

rector of the Tennessee Psychiatric Hospital

and the Director of Training of the Baptist

Memorial Hospital.

The Tennessee Psychiatric Hospital and

Institute is a 175 bed hospital, opened June

1, 1962, and operated by the Department of

Mental Health of the State of Tennessee for

purposes of intensive treatment, training

and research. This hospital is affiliated

with the University of Tennessee College of

Medicine for psychiatric training of resi-

dent physicians, medical students and stu-

dent nurses. The average stay of patients is

50 days and a wide variety of psychiatric

cases are admitted.
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The Baptist Memorial Hospital is a 1074

bed general hospital that has been in opera-

tion since 1912. The two hospitals are lo-

cated in the Memphis medical center which

also includes the University of Tennessee

Medical Units, City of Memphis Hospitals

and various other hospitals and clinics.

Program

The Baptist Hospital intern is accepted

for a period of one or two months’ psychiat-

ric training. He is assigned to one of the

hospital’s 24 bed units where he works

under direct full-time supervision of a staff

psychiatrist. He is assigned patients to

work-up and follow under supervision.

The intern is instructed in the use of the

various tranquilizer and anti-depressant

drugs and assists in administering electro-

convulsive therapy. In his work on the

unit, proper history taking and patient eval-

uation are emphasized.

Since each unit is conducted on a team
approach the intern learns to work with an-

cillary personnel, such as the psychologist,

the social worker and the adjunctive thera-

pist. In addition to his work with the phy-

sician-supervisor the intern attends case

conferences held for the resident physicians

and weekly hospital teaching conferences.

Evaluation by Staff Physicians

The interns in this program were super-

vised by four of the staff psychiatrists.

Each supervisor was asked to answer the

following questions:

(1) From the following list, please indi-

cate four chief goals of the training pro-

gram in psychiatry for interns: (a) patient

evaluation; (b) diagnosis; (c) drug ther-

apy; (d) psychotherapy; (e) electroconvul-

sive therapy; (f) interview techniques; (g)

working with treatment team; and (h)

other.

(2) What do you consider the benefits of

this training?

Goals of Training

There was uniform agreement that pa-

tient evaluation, drug therapy, interview

technique and diagnosis should be the chief

goals. The intern is taught to relate to and

to evaluate the patient as a human being

rather than as a group of symptoms.
Learning about the tranquilizer and anti-

depressant drugs is an important part of the

training program. The doctor is taught the

proper drug to use, correct dosage, and to

recognize side-effects due to drugs.

He learns proper interview technique by
observing his supervisor conduct interviews

with patients. Later, the trainee conducts

the interview with the supervisor as ob-

server. None of the physicians felt that

psychotherapy should be considered a goal

in this brief period of training.

The intern is required to become familiar

with the Diagnostic and Statistical Manual
of Mental Disorders published by the Amer-
ican Psychiatric Association. He learns

symptoms of the various psychiatric syn-

dromes and something of their differential

diagnosis.

Benefits of Training

The staff physicians felt that psychiatric

training would be of definite benefit to the

intern in that it would:

(1) Provide the opportunity for the ho-

listic view of the patient and foster under-

standing of the inter-relation between phys-

ical, psychologic and social functioning.

(2) Offer practical experience in recog-

nizing, evaluating and managing psychiatric

problems in his own practice; and in mak-
ing appropriate referrals.

(3) Teach him the proper use of basic

psychiatric drugs.

(4) Provide brief review of clinical psy-

chiatry which should be of value in his fu-

ture practice of medicine.

Follow-Up Information on the Interns

During the period March 1963 to October

1966, a total of 15 doctors have been ac-

cepted in this program with 11 participating

for one month and 4 for two months.

Follow-up information on the 15 interns

is given in table 1.

Residency training

Psychiatry 4

Radiology 1

Ob-Gyn 1

Ophthalmology 1

Pediatrics 2

General practice 1

Military service 2

Clinical psychology and
Research in alcoholism 1

Still in internship 2

15
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Discussion

This report shows that staff physicians re-

gard this particular program as beneficial to

the intern and indicate the chief goals as

patient evaluation, drug therapy, interview

technique and diagnosis.

Although the program was not developed

to recruit physicians for residency training

in psychiatry, follow-up information reveals

that 4 of the 15 doctors are at present resi-

dents in psychiatry. Also, one of the two
physicians still in internship plans to take a

residency in psychiatry. One former intern

received his Ph.D. in clinical physiology

and at present is medical director of the Al-

coholic Rehabilitation Unit at this hospital

and also conducts research in alcoholism.

The success of this program has been due

to the interest shown by the staff psychia-

trists in training the interns and to the good

communication between the two hospitals.

When offered a planned program under

proper supervision the intern should have a

valuable learning experience in psychiatry.

Summary

(1) A review of the literature on psy-

chiatric training for interns has been given.

(2) The program involving a general

hospital and a psychiatric hospital for this

type training has been described.

(3) Evaluation of the program was ob-

tained by means of a questionnaire to the

staff physicians.

(4) Follow-up information on the interns

reveals that a significant number are taking

residencies in psychiatry.

(5) The success of intern training in psy-

chiatry depends on the proper type of su-

pervision.
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Murfreesboro—Vacancies:

Staff Physicians

For 1275-bed Neuropsychiatric Hospital, including

350 general medical and geriatric. Modern facil-

ities for diagnosis and treatment of mental illness.

Salary $15,106 to $23,013, depending on qualifica-

tions; fringe benefits, cost of moving to Murfrees-

boro will be paid by Veterans Administration; visit

here for evaluation can be arranged at our expense.

Excellent educational opportunities for students in

this area. Contact Director, Veterans Administra-

tion Hospital, Murfreesboro, Tennessee.

General Practitioner

Who is interested in entering the field

of industrial medicine with the Aluminum

Company of America, Alcoa, Tennessee.

Contact: J. S. Phelan, M.D., Alcoa, Ten-

nessee 3770 1

.
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The Changing Concepts of Mental

Health Care*
Annually Americans, through local, state

and federal governments, spend about three

billion dollars in support of mental health

care. Most of this money goes to maintain

a population nearly the size of Detroit’s in

mental hospitals. Yet many mental pa-

tients don’t belong in such institutions.

According to modern psychiatric thought,

they belong in their own community—at

home—not miles away. “Institutional care

may have seemed the only solution at one

time, but we know now that it can be more
of a detriment than a help,” said Hamilton

C. Ford, M.D., of the American Medical As-

sociation’s Council on Mental Health.

“There has been a revolution in the treat-

ment of the mentally ill in the past decade

and this in turn has revolutionized our way
of looking at mental illness.

“In the language of this missile age, it’s

time to start phasing out many of our cen-

tralized mental hospitals, just as these hos-

pitals phased out the ancient concept of in-

sane asylums not so many years ago.”

Just as emphatic is Robert H. Felix, M.D.,

dean of St. Louis University School of Med-
icine and former director of the National

Institute of Mental Health at Bethesda, Md.
“Based on what we have learned,” he de-

clared, “the concept of a large mental hospi-

tal as the most desirable place for a sick

mind seems rather ridiculous. There is no

valid reason why mental illness cannot be

treated like any other illness—in a doctor’s

office or a local hospital if necessary,”

There are years of precedent against such a

stand, but apparently precedent is going to

have to stand aside if we’re to make inroads

against the growing problem of mental ill-

ness.

The first true mental hospital in this

country was built before the Revolution at

Williamsburg, Va. It was not for another

hundred years, however, that states took

over full responsibility for mental illness

^Science Feature Article, American Medical As-
sociation.

and centralized hospitals came into being.

Sheer size ultimately proved to be no
answer, and in recent years the trend has

been toward smaller, although still some-
what centralized, state hospitals. The new
accentuation goes still further, and aims at

decentralization on a grand scale. The idea

is to put mental health squarely up to the

individual communities under high quality

state standards. Only in this way, mental
health planners feel, can truly effective pro-

grams be worked out and the whole spec-

trum of problems, ranging from those of the

anxiety-wrought housewife to those of the

criminally insane, be fully met.

Several states have already passed legis-

lation designed to stimulate comprehensive
community health centers, and legislation is

pending in others. In these communities
where it has been tried, results are ex-

tremely gratifying. In fact, after a five-

year study of the results, the Council on
Mental Health in 1962 urged nation-wide ap-

plication of the concept. A start toward
working out the intricacies of such a vast

undertaking came a year later with

Congressional approval of federal matching
grants for community centers.

The crux of the problem is how to get

medical care for mental illness essentially

on the same footing as traditional medical

care. This may sound simple and unin-

volved, but is not, for it represents a radical

departure from the past. “Since medieval

times the idea has been to segregate the

mentally ill,” explained Dr. Ford. “Perhaps

this was often all that was possible when
the average stay in an institution was 30

years. It is not true today when a period of

weeks is often the rule. You can’t look at

psychiatry as a plug-along affair anymore.

Drugs—an array of sedatives, hypnotics,

tranquilizers and stimulants—new hospital

techniques, out patient services, group ther-

apy and many other factors have given psy-

chiatry the momentum of atomic physics.”

The impact of all this on mental health

and mental institutions is startling. At
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Worchester State Hospital in Massachu-

setts, the application of the new forms of

treatment decreased the patient population

nearly 40% in 5 years and closed down 10

wards.

But if the technique works so well in

large institutions, why shift the base of

mental health care to the community? To

Dr. Felix the answer is obvious. The pa-

tient does even better in his own commu-
nity. “Each of us lives in a community, or

more to the point, in a neighborhood,” he

explained. “When, for psychiatric reasons,

we can’t quite make it among our neighbors

anymore, we’ve got to get help. Now, when
a person needs help, that is not the time to

wrench him from his family, his friends, all

that is familiar to him, and deliver him to

an institution. The first thing he has to do

in an institution is get re-adjusted, and this

can impose a severe jolt when he does not

even see many normal people, except for

the staff, and sometimes is too far from

home to have visitors regularly. What the

mental patient needs as much as drugs and

techniques is a good therapeutic environ-

ment. Some of our better institutions liter-

ally spend millions creating a home-like at-

mosphere. But nothing can be more
home-like than your own neighborhood and

friends. Also, you have to consider that he

got sick in his own neighborhood, when he

gets out he has to go back there, so he ought

to be treated there. Otherwise, he may
come to the conclusion that the only thing

to do is run away. Going to an institution

is running away, in a sense. That’s why I

say it is ridiculous to think that institution-

alization is the best way to make people

well. It may work, but it’s the long dark

way to recovery.”

Big institutions have certain other inher-

ent defects, Dr. Felix believes. Too many
people who need help and know it, will shy

away for fear “of being sent away.” Then
too it is often a case of the “big institution

over the hill” being out of sight, out of

mind. Their isolation—and they can be iso-

lated in a city as well as in the coun-

try—and the fact that patients are congre-

gated there from such a wide territory, has

the public looking at many mental institu-

tions “more like an industrial complex than

a hospital,” Dr. Felix said. This breeds

public apathy and lack of support. Not
only does the hospital get lost in the public

mind, the patient sometimes gets “lost”

within the big hospital. “The involved

mechanism needed to run a big institution

often prevents an individual from getting

the personalized care he needs so desper-

ately,” Dr. Felix said. “It might take

months to get him into the proper line of

treatment, and these are the early months
so very important to his recovery. In con-

trast, the principal objective of the whole
new program is to make seeking help for

mental illness as simple and uncomplicated

as getting medical attention for a tummy
ache.”

Working at the community level, care can

be quick and intensive. The waiting lines,

the procedural complications that often bog

down so many mental hospitals are mini-

mal. To get help a person would have to

look no further than his family physician.

Many emotional and mental problems can

be resolved right there. Those patients

who do need special attention would be re-

ferred to a psychiatrist, just as the family

doctor now will often call in a surgeon to

remove a diseased gall bladder. If hospital-

ization is required, then the patient would
be admitted to his local hospital or mental

health center. This could involve either

full or part-time care. After discharge, or

perhaps as the only care necessary, the pa-

tient might be seen in a community out-

patient facility. No matter what the course

of treatment, the aim is to interrupt the pa-

tient’s day-to-day life as little as possible.

In some cases hospitalized patients might

even continue to work, the only difference

being that they would leave for the office

from the hospital and return there at night.

There is almost unanimous agreement

among psychiatrists that working through

the family doctor offers a tremendous ad-

vantage in the care of the mentally ill. “No

reason exists why any physician can’t treat

mental illness just as well as any other

common ailment,” Dr. Felix said. “And,

when the same man who has treated a pa-

tient for other ailments in the past treats

him for a mental disorder, the patient

comes to realize there is nothing strange or

bizarre about mental illness. There’s not

all the brow-beating that some patients
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heap on themselves.” Also, no one is in a

better position to spot early signs of emo-
tional disturbances than the family doctor.

He sees it often enough in his normal
work—patients with symptoms but no ap-

parent organic causes of disease. Even
when a patient is referred to more special-

ized care, it is often extremely helpful if the

family doctor acts as a buffer for the patient

and follows through the treatment.

That most physicians cannot play this

role at present is due in part to the fact that

mental health care has been oriented away
from him. There are few accessible facili-

ties where he can see his mental patients,

and practically none for testing or followup

services. Neither can most physicians be

on the staff of state hospitals, if for no other

reason than it’s often too far away. Nearly

all physicians do, however, belong to the

staff of the local hospital and there he could

see his mental as well as other patients—if

the hospital has mental health facilities.

These are generally lacking. To provide

the needed beds, the room for new therapy

centers and the space for allied services,

lawmakers have enacted legislation to spur

the building of mental health centers.

Under this program, local, state and federal

money is pooled to make possible expansion

of existing hospitals or the construction of

new ones.

On the surface this sounds like a pretty

tall order, for today as many hospital beds

are devoted to mental illness as all other ill-

nesses combined. We’re not, however,

going to have to double bed space in our

general hospitals—not if modern psychia-

tric care can be put on a firm footing at the

community level. In fact, the bed-space

needs of psychiatry can probably be re-

duced, for with good care many mental ill-

nesses can be treated better out of the hos-

pital than in. Studies at many institutions

have demonstrated this. A group of psy-

chotics treated as out-patients at Manhattan
Hospital were away from their jobs only 6

weeks. A similar group who were institu-

tionalized, spent 6 months in the hospital

and had to recuperate at home after they

were released. At the Metropolitan State

Hospital, Norwalk, Calif., another study

showed that even severely ill schizophrenic

patients could, after a period of hospitaliza-

tion, be well cared for out of the hospital

with as little as 20 to 30 minutes of individ-

ual psychotherapy once a month. It was
also found that some of the treatment could

be handled by non-professional personnel,

called psychiatric aids, who worked under
the direction of a psychiatrist.

Another reason why we don’t need to

double bed space in local hospitals is that

nobody is considering scrapping the entire

network of state hospitals. For one thing,

some people have been in mental institu-

tions so long they cannot be brought out.

For another, the centralized institution still

has an important role to play. The empha-
sis, however, is changing. Instead of trying

to be all things to all types of mental pa-

tients, institutions are becoming more spe-

cialized treatment centers—just as we now
have special hospitals for eye and ear ail-

ments, children’s diseases, etc. In other

words, people will not be put there so they

can be controlled. They’ll be put there be-

cause they need the special kind of treat-

ment that can be offered—group therapy or

long term rehabilitation, for instance.

Hospital beds and centers are not all that

are needed. To make a “go” of community
mental health care we also need agencies

and facilities to handle special problems
such as children, the senile and alcoholics.

We’re going to need rehabilitation facilities,

foster homes, emergency services for such

things as suicide prevention, visiting serv-

ices for people at home and home-maker
help for women who need it. Nevertheless,

says Dr. Felix, all of this can be phased in

with ultimate savings of many millions an-

nually. “With the kind of energized treat-

ment that would become possible, we’re not

going to have the chronic problem of where
to store people who won’t respond because

we didn’t get to them fast enough. We’re

going to be better able to take advantage of

existing volunteer and public supported

services, and we’re going to have more peo-

ple who can pay for mental treatment

through private means and not rely on the

state. You can see this effect already in

medical insurance. A few years ago insur-

ance companies couldn’t afford to cover

mental illness because treatment was so

drawn out. Today several big companies

cover mental illness like any other, and
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more will follow suit. Insurance in itself

will eventually be a tremendous help, be-

cause when a man is covered by insurance

he is not afraid to seek early help when he

needs less care. Indeed, the freedom from

worry over possible financial catastrophe if

he becomes mentally ill, can help relieve a

man’s mental pressures.”

Although the impact of modern psychia-

tric thought is well on the way to shaking

the foundations of mental health care in

this country, the basis for this “new” wave
of thinking is far from new. In surpris-

ingly modern language, the founders of the

Pennsylvania Hospital (including Benjamin

Franklin) expressed the belief that mental

illness should be treated in the community
and should be a part of the care offered by a

general hospital. This hospital, the first in

the United States, was chartered at Phila-

delphia in 1753, nearly 20 years before the

first mental hospital at Williamsburg.

During later decades, however, this policy

got little more than lip service at other than

a few enlightened hospitals, and the gener-

ally deplorable treatment of the mentally

ill led to the reforms and centralization of

the nineteenth century. Despite good in-

tentions, centralization too produced its

faults, principally unwieldiness and deper-

sonalized treatment. And, with the modern
tools of psychiatry, the central hospital lost

many of what advantages it did offer.

“I can’t think of one category of patients

that does better in a centralized institu-

tion,” says Dr. Felix. “Acute psychotics

shouldn’t be treated there. We know they

do better in familiar surroundings. Neither

should the semi-acute. They develop ‘hos-

pitalitis’ and withdraw further into unreal-

ity, thinking that the world has withdrawn
from them. It’s like a dead end for the

chronic psychotic. At Philadelphia Hospi-

tal they took a group of these people whose
average stay had been 13 years, put them in

open, unlocked wards, gave them small re-

sponsibilities and even got them downtown
shopping. Within two years 80 per cent of

these patients were out of the hospital and
half were holding jobs. Furthermore, all

but six or seven per cent stayed out. That’s

what personalized care can do. The same
holds true for neurotics. It has been my ex-

perience that all of these patients need per-

sonalized care, and this you just can’t get in

most big institutions. Children, seniles, al-

coholics, all do better when they retain

their community ties.”

What about the dangerously ill—those

who might harm others or themselves?

There are few of these, replies Dr. Felix,

about one out of every two or three hun-

dred mental patients. This problem is not

so prevalent that it cannot be handled in

general hospitals. “The problem has been,”

he said, “that whole mental hospitals have

been geared to the dangerous patient. This

has resulted in the downgrading of all other

patients. If you make it clear to a patient T

don’t trust you, I am afraid of you,’ the pa-

tient soon gets the message and behaves ac-

cordingly. Besides, we can usually handle

the suicidal patient with drugs. If he’s de-

pressed, for instance, he can be given ener-

gizers and after a period of treatment with

these—even ten days—and some personal-

ized attention, we can pretty well say he’s

not going to commit suicide. Then we can

tackle the rest of his problem in basically

the same manner as the non-suicidal.”

All of this seems to prove that Ben
Franklin started off on the right idea—and

most modern psychiatrists are certain that

he did. “We’ve had centralized hospitals in

various forms for nearly 200 years,” said Dr.

Felix. “Yet at no time during this period

has America had adequate mental health fa-

cilities on a national scale. We can only

conclude that mental illness must be

whipped at the grass roots.”
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The History of Meniere’s Disease*

J. C. GROS, Memphis, Tenn.

Since the times of the Greeks vertigo has

been a well known symptom, and until 1860

it was considered a manifestation of cere-

bral disorder. Because its sudden onset was
similar to that seen in the cerebrovascular

accidents, it was believed to be the symp-

tom of a mild form of a cerebrovascular ac-

cident, the then so-called “apoplectiform

cerebral congestion.”

On January 8, 1861, a paper entitled “Re-

port About Lesions of the Inner Ear Origi-

nating the Symptoms of Apoplectifiorm

Cerebral Congestion” appeared in the pro-

gram of the French Academy of Medicine. 1

In spite of the lack of interest with which

this paper was received as reported by some

of those attending, destiny has appointed it

to become a historic document.

The author was Prosper Meniere, a

60-year old physician who was Attending

Professor of Internal Medicine on the Fac-

ulty and Head of the Imperial Institute for

Deaf-Mutes. This double qualification of

Meniere as an internist and an otologist

made him the right one to give the ap-

propriate interpretation to certain experi-

ments upon the inner ear and vertigo which

had been made and reported earlier by the

physiologist Flourens and neurologist Pur-

kinje. Meniere correlated these experiments

with the symptoms he had observed in his

patients. In his conclusions on that day

Meniere, for the first time in medical his-

tory, stated that:

(1) “Disturbances of function in the

inner ear may give rise to dizziness, stag-

gering and falling, accompanied by vomit-

ing and syncope.

(2) “These symptoms appearing as in-

termittent attacks are followed by deafness

more and more severe, or the hearing may
be completely abolished, and

(3) “Autopsy evidence indicates that the

*Lecture Given in a Postgraduate Course in

Otolaryngology at the University of Tennessee

College of Medicine in October 1966.

fFrom the Department of Otolaryngology, Uni-

versity of Tennessee College of Medicine, Mem-
phis, Tenn.

organic lesion is situated in the semicircular

canals.”

A new disease, to which soon was at-

tached to the name of its discoverer, began
to arouse the interest of otologists, neurolo-

gists and internists. For almost eighty

years, because of the lack of reliable pathol-

ogic reports, they were moving in an em-
piric field, and almost every author had his

own concept of the disease.

During this period, widely varying theo-

ries were advanced to explain the etiology

and pathology of the disease, and many
therapeutic efforts were made to control its

distressing symptoms.

Because a second autopsy, made in 1889,

in a case of leukemia presenting the symp-
toms described by Meniere revealed the

presence of blood in the labyrinth, the hem-
orrhage was considered then and during

subsequent years as the cause of the

disease. 2 But in the initial clinical picture

described by Meniere there was a fluctua-

tion of the hearing, at least after the first at-

tacks. This evolution was not consistent

with an hemorrhage in the labyrinth.

Many other causes were advanced:

Attributed Etiology of Meniere’s Disease 1 '

(1861-1938)

Hemorrhage, leukemia

Toxic impregnation of the labyrinth

Circumscribed angioneurotic edema
Vasospasm
Arteriosclerosis of brain vessels

Arteriosclerosis of internal auditory artery and

vertebral artery

Intracranial hypertension of the lateral cysterna

Troubled water metabolism

Troubled sodium metabolism

Focal infection.

Many of these theories have been of un-

questionable value. In 1919, Lermoyez" ad-

vanced the idea supported by Portmann,0 in

1928, that a spasm of the internal auditory

artery interrupting the blood flow in the

labyrinth originated the symptoms; just as

it occurs in the limb vessels which provokes

the symptoms of the Raynaud’s disease.

The sequence of this theory was that drugs

like pilocarpine and epinephrine known to
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have influence on the autonomic nervous

system began to be used.

The concept by Myging and Dederding, 7

in 1929, that a troubled water metabolism

was the main cause, was modified by

Furstenberg 8 in 1934, who considered the

defect more in the sodium metabolism, was
valuable from a therapeutic point.

Restriction of water, diuretics, physical ex-

ercises and loss of weight recommended by
Myging and Dederding and Furstenberg’s

diet combined with ammonium chloride by

mouth and sodium restriction were reported

as giving good results. In many patients

having the Meniere syndrome, and respond-

ing successfully to a salt-free diet, interrup-

tion of the diet provoked the reappearance

of the vertiginous attacks followed by deaf-

ness, seemingly demonstrating that sodium

retention had an important role in the ori-

gin of the disease.

These treatments represented a positive

advance in comparison with the treatment

used in the days of Meniere when a neurol-

ogist, Charcot, recommended the treatment

with quinine, leading to the death of the

labyrinth and subsequent disappearance of

the symptoms with irreversible deafness.

In the meantime different operations

were proposed to control the symptoms in

instances which did not respond to medical

treatment.

In 1926, Portmann 9 began to drain the en-

dolymph with an incision of the endolym-
phatic sac, made through a trans-mastoid

approach. As one reflects upon later dis-

coveries, this operation seems to have been
the more logical at that time. In 1928,

Dandy 10 proposed section of the eighth cra-

nial nerve through a suboccipital approach

as the treatment of choice in unilateral Me-
niere’s disease; years later he limited the

section to the vestibular branch, and in this

way the most distressing vestibular symp-
toms were cured and the remaining audi-

tory function saved. In 1937, Ombredanne 11

definitely recommended the section of the

vestibular nerve as the best surgical treat-

ment for Meniere’s disease when the patient

had not benefitted from medical treatment.

At the end of this period, the concept of a

“transitory labyrinthine edema” or a sort of

“labyrinthine glaucoma” as the main lesion

in the inner ear causing Meniere’s disease

was gradually gaining the support of re-

searchers.

The second period in the history of this

disease began in 1938 when Hallpike and
Cairns 12 had the opportunity to do autop-

sies on 2 patients who had died after the in-

tracranial section of the eighth nerve.

These 2 autopsies, performed with the latest

achievements in pathologic technic cleared

up the true lesion of Meniere’s disease.

What Hallpike and Cairns found in their

microscopic studies of the temporal bones

was a remarkable distension of the cochlear

duct, with dislocation of the elastic mem-
brane separating it from the scala vestibuli,

damage in the auditory cells and in other

structures of the cochlea; these findings

have also been confirmed in further studies

made by Lindsay and Schucknecht. 13

In this second period new causes, with
treatment based on the concept of endolym-
phatic hydrops, were advanced.

Attributed Etiology of Meniere’s Disease

( 1938 - 1966 )

Sunstroke

Allergy

Nutritional imbalance

Viral infection

Autonomic dysfunction

Stress

Endocrine deficiency

Three new symptoms were added to the

classical symptoms described by Me-
niere,—namely, recruitment, diplacusis and
aural fullness. Recruitment is an imbal-

ance in the hearing of the affected ear, re-

sulting in deafness for sounds with weak
and medial intensity, and normal hearing or

possibly hyperacusia for those with great

intensity. Diplacusia is the perception of

the same sound with different pitches in the

normal and in the affected ear. Aural full-

ness is the sensation felt in the early per-

iods of the disease of a deep pressure into

the affected ear.

The presence of a vascular episode pro-

ducing an increase of the endolymphatic

fluid appears as very possible today.

In the literature we find the association of

Meniere’s symptoms with some forms of

well-known vascular headaches. It has

been said that the evolution of cluster head-

aches is similar to the evolution of attacks

of Meniere’s diseases. 14 Association with
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migraine has been pointed out by

Atkinson, 15 who recommends in the very

onset of Meniere’s attack the administration

of ergotamine tartrate or methysergide

maleate (Sansert)
,
which have proven suc-

cessful in this type of vascular headache.

In 1950, Hilger 16 described the full Me-
niere’s syndrome with the interruption of

the blood supply in the labyrinth at the

level of the internal auditory artery.

Naturally all the structures of the inner ear

were deprived of nutrition, causing all the

symptoms already described. In the same
way he pointed out a special form of the

disease when the auditory symptoms com-

prise most of the manifestations of the dis-

ease and where the interruption was only at

the level of the artery giving the blood sup-

ply to the lateral wall of the cochlear duct.

What is the mechanism by which these

vascular changes produce endolymphatic

hypertension? We need to accept that even

though today we know the pathology of the

disease, its cause is still only hypothesis.

Only recently it seems that Meniere’s dis-

ease has been produced experimentally, and

we are unaware of the systemic disorder

which may be the genesis of the vascular

disturbance or of autonomic imbalance.

If the history of all Meniere’s patients

had always been taken carefully, it might

have been possible to ascertain the fre-

quency with which the symptoms have ap-

peared in relationship to menopause, stress

or hypometabolic syndrome. However,

without this information researchers are in

disagreement in their conclusions relative

to the role of the endocrine system in the

origin of Meniere’s disease. However, if the

history is suggestive, possibly thyroidal,

gonadal or adrenocortical insufficiency

should be investigated.

Allergy has been mentioned by

Williams 17 as a possible cause; he has been

the author of an interesting book on Me-
niere’s disease and those interested in ex-

tending their knowledge on the subject are

referred to this. 18

The conscientious physician will learn ev-

erything possible about his patient, keep

him informed about his disease, and espe-

cially alert him to characteristic exacerba-

tions which may appear regardless of the

treatment used. When there is a good doc-

tor-patient relationship the patient has

more confidence, and the doctor learns more
about the disease. 19

We may summarize the present status of

Meniere’s disease in 1966 as follows:

Symptoms. Attacks of vertigo with deafness,

and nonpulsating tinnitus (Meniere 1861); dipla-

cusis (Shambaugh 1940); recruitment (Fowler

1945); and aural pressure (Hilger 1950).

Etiology. Vascular dysfunction, hormonal in-

sufficiency, and stress (Hilger 1964); autonomic
imbalance traced to the hypothalamus (Lindsay

19 64).
19

Pathology. Endolymphatic hydrops (Hallpike

and Cairns 1938)

.

Diagnosis. History, acoustic tests, and vestibu-

lar examination.

Treatment, (a) Medical: vasodilators, periph-

eral blocking agents (atropine-like drugs), cor-

rection of endocrine deficiency, and salt restric-

tion; (b) surgical

:

Incision of endolymphatic sac

(Portmann 1926); partial destruction of the laby-

rinth with ultrasound (Arslan 1953); shunt of en-

dolymph to arachnoid space (House 1964); or to

epidural space (Shea 1965).

There has not been uniform response to

treatment, suggesting that the disease may
be caused by different influences leading to

autonomic imbalance, the vasomotor disor-

ders and the changes in the labyrinthine

fluids.

This is the present state of our knowledge
of Meniere’s disease. Other operations and
other medical treatments have been pro-

posed, and there is a copious literature cov-

ering the operative procedures and treat-

ments. In this paper, however, only the

procedures and treatments which are pres-

ently in use have been recorded. As one

can see, the original description given by
the physician for whom the disease was
named was accurate enough to be consid-

ered a pattern today.

From his youthful days as a doctor Me-
niere showed great promise in his many
professional achievements. He was the

type of young doctor that any medical stu-

dent would like to become. He was highly

respected by his associates and was the

friend of writers and novelists of his time.

Balzac,20 the well-known author of The

Human Comedy, became acquainted with

Meniere when he was but an intern and

was sufficiently impressed to portray him in

the first editions of one of his more cele-

brated novels.

Describing a physicians’ meeting around
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the bed of a seriously ill patient, Balzac, in

the literary style of his time, described Dr.

Prosper X. who was none other than the

young Dr. Prosper Meniere, as follows:

“The fourth doctor was a man with a great

scientific future; he was perhaps the most distin-

guished among the interns of the Hotel-Dieu Hos-

pital; learned and modest representative of the

hard working youth, who are ready to accept the

heritage of treasures deposited after fifty years by
the Paris school, and who perhaps will build the

monument profiting from the material provided

by the former centuries.”

Five years ago, in 1961, almost all the Ear,

Nose and Throat scientific journals com-
memorated the first centennial of that

paper presented by Meniere before the

French Academy of Medicine in 1861. The
course of medical history has proven that

the prediction of Balzac was surprisingly

correct.
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Lung Surfactant: A Review*
JOE L. WILHITE, M.D, and JOHN NICKLESS, AAIT, Madison, Tenn.

The walls of the alveoli consist of a dense

network of anastomasing capillaries, iso-

lated perivascular cells, which are con-

tained in a thin-wall ground membrane in

which the supporting reticular and elastic

fibers lie. In specialized alveolar epithelical

cells a liproprotein, the chief lipid is alfa di-

palmitoyl-lecthin, is produced in the osmio-

philic lamellar inclusions. 1 This lipopro-

tein is termed the surfactant. Thirty-six

years ago, Neergaard 2 stated that the prop-

erties of pulmonary alveolus surfaces must
influence the function of the lungs. In 1954,

Macklin 3 suggested that the specialized al-

veolar epithelial cells regulated these prop-

erties. This surface acting substance plays

an important role in maintaining stability

of the alveolus by surface tension.

Clements and associates 4 obtained pul-

monary surfactant by rinsing saline

through the lung’s airways and by extract-

ing it from minced lung with saline solu-

tion. They found that surface tension less

than 10 dynes/cm. could be obtained in ex-

tracts from normal lungs. Klaus 5 pointed

out that specific phospholipids must be pres-

ent in lung extracts if surface tension less

than 10 dynes/cm. are to develop. Tierney 0

inactivated lung extracts so that the surface

tensions are always more than 20 dynes/cm.

In experimental animals the surface tension

is reduced one year after bronchopulmo-

nary sympathetic and parasympathetic

denervation. 7 Collier8 showed that there

was a definite loss of surface activity in oxy-

gen poisoning—the exact role of surfactant

in the pathogeneses of oxygen poisoning has

not been determined. The only sponta-

neous disease in which a severe defect of

stability occurs is the respiratory distress of

the newborn. Similar defects have been re-

ported in prolonged pulmonary bypass 9
li-

gation of the pulmonary artery, 10 atelec-

tasis due to pneumothorax, 11 and experi-

mental pulmonary edema. 12 It is interest-

ing to note that the decrease in pulmonary

*From the Inhalation Department, Madison
Hospital, Madison, Tenn.

circulation is present in all of these condi-

tions.

Pulmonary surfactant is a very interest-

ing subject and much more work needs to

be done in this field. In a given abnormal
state; was the surfactant not produced, or

was it inactivated? This creates an impor-

tant medical problem: If the surfactant is

absent then can we introduce it therapeuti-

cally? If it is present and not active, what
attempts can be made to correct this defect?

Summary

Pulmonary surfactant is a lipoprotein

produced by specialized alveolar epithelical

cells. This surface-acting substance plays

an important role in maintaining alveolus

stability. The loss of this stability is dem-

onstrated in respiratory distress syndrome

of the newborn; oxygen poisoning, and in

conditions in which there has been inhibi-

tion to the pulmonary circulation. Much
more work is needed to determine the exact

role of surfactant so that therapeutic meas-

ures may be instituted.
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CASE REPORT

Is Heredity a Factor in Malignant

Melanoma?

Sam B. McFarland, M.D., Lebanon, Tenn.

Having had both a mother and son with

malignant melanoma, a search in a small li-

brary to ascertain a familial tendency to

this disease, revealed only one article 1

Therefore, I thought it might be of interest

to report another such case.

There is no history of any other type of

malignancy affecting other members of this

family.

Case 1. On Nov. 30, 1965, a man entered the

office stating that a black mole had been re-

moved from his face a few days before. The
doctor who removed the mole told him it was ma-
lignant and advised him to have further surgery.

Therefore, under local anesthesia, a much wider

excision of skin and subcutaneous tissue was

done. The pathology report on the second exci-

sion was:

Microscopic: There is focal epithelial ulceration

associated with a diffuse infiltrate of acute and

chronic inflammatory cells, with associated tissue

necrosis. Organisms are not present.

Diagnosis. Abscess, etiology not determined.

There was no mention of any malignant cells.

The incision healed by first intent and he was
advised to return once a month for observation.

The patient returned on July 28, 1966. One of

the cervical lymph nodes was palpable. He was
admitted to the hospital for removal of the node,

which was done under local anesthesia that day.

The node was easily removed; it was dark red or

black in color. No other nodes were palpable at

this time. The pathology report was:

Specimen

:

Cervical lymph gland, (right).

Microscopic: Sections reveal a lymph node al-

most completely replaced by poorly differentiated

cells, with an abundance of mitotic figures and

associated melanin pigment.

Diagnosis: Lymph node with metastatic malig-

nant melanoma.
The patient was advised to immediately have a

radical neck dissection, which was done on Aug.

5, 1966. At this time the pathologist did not find

any evidence of melanoma in either the skeletal

muscles or skin areas of the two previously made
scars. Following is the pathology report on the

4th operation.

Microscopic. Sections of the segment of skin
reveal dermal fibrosis and scattered focal chronic

inflammation. Sections of seven (7) lymph nodes
show no evidence of metastatic malignancy.

Diagnosis. Segment of skin with dermal scar-

ring. Lymph nodes (7) with reactive hyperpla-
sia.

He has been observed frequently in my office,

and to this date shows no evidence of further me-
tastasis.

Case 2. On Nov. 16, 1966, the mother of the

afore mentioned patient, came to my office be-

cause of a “black spot” on the right leg which had
been present for quite some time, but had been
getting darker in the last few months. Fearing it

might be the same type cancer her son had just

had, she had come to have it removed.
Physical examination was negative, except for

the mass, brown in color, at about the middle of

the anterior surface of the right leg. No nodes
were palpable. The mass was excised under local

anesthesia and sent to the pathologist. His report

follows:

Microscopic: Sections reveal a large amount of

melanin pigment, both within the covering epithe-

lium, and within the superficial dermis, associated

with fairly uniform cells arranged in nests and
cords with many of the cells containing the pig-

ment in fine granules. There is extensive junc-

tional activity, and the lesion appears to be multi-

centric. The lesion extends near the lateral mar-
gins of excision.

Diagnosis: Malignant melanoma, superficial

type.

The region has been re-excised and has healed

satisfactorily, with no complications to date.

Summary

Two cases of malignant melanoma are

presented. The patients were mother and

son.

Reference

1. Turkington, Roger W.: Familial Factor in

Malignant Melanoma, J.A.M.A. 192:77, 1965.
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EDICAL

•
J
^uc^ c;^a^ Council of the American Medical Associationadopted on March 12, 1967, a policy statement concerning

the physician ' s ethical responsibilities in prescribing
drugs and devices. s

The Judicial Council determined that it is unethical for
a physician to be influenced in the prescribing of drugs ordevices by. his direct or indirect financial interest in a
pharmaceutical firm or other supplier. It is immaterial
whether the firm manufactures or repackages the products
involved.

It is unethical for a physician to own stock or have adirect or indirect financial interest in a firm that uses
its. relationship with physicians or stockholders as a means
of inducing or influencing them to prescribe the firm's
products. Practicing physicians should divest themselves ofany financial interest in the firms that use this form of
sales promotion. Reputable firms rely upon quality and
efficacy to sell their products under competitive circum-
stances, and not upon appeal to physicians with financial
involvements which might influence them in their prescrib-
ing.

Prescribing for patients involves more than a designa-
tion of drugs or devices which are most likely to prove
efficacious in the treatment of a patient. The physician
has an ethical responsibility to assure that high quality
products will be dispensed to his patient. Obviously, the
benefits of the physician's skill are diminished if the pa-tient receives drugs or devices of inferior quality. Inas-
much as . the physician should also be mindful of the cost tohis patients of drugs or devices, he prescribes, you may
properly discuss with patients both quality and cost.

• As of January 1, 1967, the Tennessee Medical Association
was made up of 2,908 regular dues paying members, 211 vet-
eran members (over age 70), 48 associate members, for a to-
tal of 3, 167. TMA members. Fifty-six deaths occurred among
the membership in the year 1966. The Association also has
3,032 active members of the American Medical Association
and 46 associate members for a total AMA membership of
3,078.

• Each senior high school in the state, public, private,
denominational and governmental - will soon receive a com-
plimentary copy of "Today's Health Guide". This will be a
valuable book on health to all high schools in the state.
The program is being made possible by the Tennessee Medical
Association and the respective county medical societies of
the state.

•. Physicians and providers of service will have some flexi-
bility in deciding how they will meet Medicare's certifica-
tion and recertification requirements. HEW will not re-
quire that a specific form or procedure be used by physi-
cians, but recertification statements should include: (1)
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an adequate written record of the reasons for continued hos-
pitalization; (2) the estimated period of time the patient
will need to remain hospitalized; (3) any plans, where
appropriate, for post-hospital care. Medicine is now on
record with testimony before the House Ways and Means Com-
mittee on the amendments to the Medicare and Social Security
Law, opposing the necessity for continued certification and
recertification other than the usual hospital records con-
taining adequate progress notes.

• The President and President-Elect of the American Medical
Association recently testified before the House Ways and
Means Committee on H.R. 5710, the Social Security Amendments
of 1967. AMA representatives testified that: (1) Medicare
is unwise legislation and is not in the public interest

; (2)
The wisest move that could be taken is to make use of avail-
able funds to give maximum care to those who need help; (3)
Inclusion of the disabled under Medicare was opposed since
Title XIX already provides for them and because the expan-
sion of the Medicare program is unwarranted; (4) Payments
under Medicare to federal facilities for care rendered to
medical patients was not supported since many special pur-
pose installations (VA and PHS hospitals) primary function
would be altered; (5) Inclusion of podiatry services as a
Part B service was opposed on the basis that it would ex-
pand the program and permit podiatrists to perform services
now done by physicians, while excluding routine foot care;
(6) Creation of a new Part C in Title XVIII which would
cover payment for services rendered to hospital outpatients
and for diagnostic specialty services to both inpatients and
outpatients, was opposed since it would separate the serv-
ices of pathologists and radiologists from the services of
all other physicians. The AMA suggested instead that all
diagnostic specialty services to inpatients and all outpa-
tient services should be placed under Part B; (7) Removal of
initial certification for inpatient care by the physician
was strongly supported with the request that the recertifi-
cation requirement also be deleted; (8) Authorization for
the state agency to provide consultative services to labora-
tories was supported; (9) Removal of the limitation on re-
duction of 90 days on inpatient psychiatric and tubercular
hospitals prior to becoming eligible for Medicare benefits
was opposed; (10) Creation of an Advisory Council for Title
XIX was strongly supported on the condition that a majority
of the Council members represent providers of health care
rather than, as provided in H.R. 5710, consumers of health
services; (11) Guarantee of free choice of physician and
facility under Title XIX was strongly supported by the AMA.
There were numerous other recommendations made but the above
covers the most important points.

• A recent newsletter of the First National City Bank of
New York contained two lists of items in the Consumer Price
Index as reported by the U. S. Bureau of Labor Statistics.
Here are a few of the things that have gone up. In relation
to the 1957-59 price index, they are: hospital rooms, 59%

auto insurance, 38% — - postal charges, 37% domestic
services, 36% —— newspapers, 35% -— physician fees, 28%.

• Americans over age 65 are taking advantage of Medicare
by more frequent utilization of medical services. The na-
tional disease and therapeutic index, reports that of 109.2
million visits by private patients last October, 23.5 mil-
lion were by patients over age 65. This is 22% of all
care rendered privately outside a hospital for the month.



Hadley Williams, Assistant Executive Director

Hearings Completed on © The House Ways and Means Committee has completed public
Medicare Amendments hearings on H.R. 5710, "The Social Security Amendments of

1967" and the committee is now in executive session.
Dr. Charles L. Hudson, president of the AMA, testified

before the committee April 4th and outlined medicine’s
position on amendments to both Title XVIII and Title XIX.
Dr. Hudson told the committee that the AMA still believes
medicare "is unwise legislation and is not in the public in-
terest". He cited two major defects: (1) it covers millions
of people who are self-supporting; and (2) it centralizes
the direction of the program in Washington rather than per-
mitting the flexibility and trial-and-error of health care
programs administered by the states.

Several specific amendments were proposed by the AMA to
improve Title XVIII. A provision included in H.R. 5710,
which would delete the requirement for physician certifica-
tion for inpatient hospital care for each medicare patient
is strongly endorsed. AMA further suggests the similar
deletion of the requirement for recertification, saying this
need will be satisfied by utilization review committees.

Also recommended is that Title XVIII be amended to permit
payment of charges for professional services on the basis of
a physician's itemized statement of charges rather than a
receipted bill. Also, that Title XVIII be amended to re-
move the requirement for three days of hospitalization be-
fore qualifying for extended care benefits. AMA is recom-
mending that the 190-day lifetime limit for treatment of the
mentally ill in a psychiatric hospital be eliminated and
that provision for treatment of the psychiatrically ill
under Medicare be on a basis equal to that provided for
other Medicare patients.

Opposed by the AMA is a proposal to expand Title XVIII
to include the disabled of any age. The provisions of Title
XIX will completely care for those disabled who have diffi-
culty in meeting their health care costs and these provi-
sions should be utilized rather than expanding the basic
Medicare program.

Several proposed amendments to Title XIX were supported
by AMA. These included a provision to limit eligibility by
basing a person's need in relation to his income; a provi-
sion calling for a Title XIX advisory committee similar to
that under Title XVIII ; and a provision to guarantee free
choice of physician and facility under Title XIX.

The AMA proposed that Title XIX permit payment to the
patient for services rendered to him by a physician on the
basis of the physician's itemized statement of charges.

Five additional amendments to Title XIX were suggested
by AMA. First, that the program clearly provide for the
payment of physician fees on the basis of usual and cus-
tomary charges using the same approach as that applied un-
der Title XVIII.

Second, that Title XIX encourage the use of insurance
carriers in the implementation of state programs.

Third, that no requirement for certification or recerti-
fication be required in Title XIX Programs.

Fourth, that Title XIX permit all state plans to vary the
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eligibility standards within a state to recognize the very
real differences in the cost of living in a rural area, a
small town, a city or a metropolitan area.

The fifth recommendation relates to the fact that Title
XIX benefits differ for mentally ill patients depending on
whether they are above or below age 65. The AMA feels there
should be no distinction in their services.

• TMA members are being asked to write their Congressmen
NOW to let Medicine's views on H.R. 5710 be known. If any
expansion of Medicare is accomplished after being in exist-
ance less than one year, the stage will be set for further
extensions with each succeeding Congress.

Take time to express your views to your Representative
and encourage other physicians and their wives and allied
members of the health team to do the same. Tomorrow is not
soon enough !

• Tennessee's three medical schools received $39,142 from
contributions made in 1966 to the American Medical Associa-
tion's Education and Research Foundation. The money was
part of more than $1 million distributed by AMA-ERF to the
nation's medical schools this year.

Dr. Thomas J. Ellis, of Johnson City, chairman of the
TMA Committee for AMA-ERF, presented checks in the amount
of $17,118.28 to the Vanderbilt School of Medicine,
$15,754.56 to the University of Tennessee College of Medi-
cine, and $6,269.38 to Meharry Medical College during the
opening session of the TMA House of Delegates at the annual
meeting in Memphis.

Total contributions to AMA-ERF nationally was over $3.8
million and of that amount $652,850 was contributed by
physicians.

Only California and Texas exceeded Tennessee in the num-
ber of loans granted to medical students, interns and resi-
dents. A total of 476 loans totaling $570,000 were made in
Tennessee last year.

The Woman's Auxiliary to TMA continues to work hard for
AMA-ERF, earning national recognition for their efforts.
During 1966 a record amount of $21,881 was contributed
through the TMA Woman's Auxiliary.

• The senior class of Cleveland Day School, Cleveland, Ten-
nessee, was named winner of the 14th Health Project Contest
sponsored annually by the TMA and the Women's Auxiliary.

Topic of the winning entry was "Alcohol and Society:
Four Phases for Study."

Mr. David B. Glenn, class sponsor, and two student repre-
sentatives, Miss Judy Lowe and Miss Cyndy McGee, were given
expense paid trips to the annual meeting in Memphis to
receive their first place award of $500.

Second place prize money of $300 was won by the Ninth
Grade Science Class of Snowden Junior High School in Mem-
phis for their unusual entry entitled "Effects of Music on
Plants and Humans".

Two Chattanooga schools won the third and fourth place
awards of $200 and $150 respectively. The Elbert S. Long
Junior High School's entry of "Water Pollution in South
Chickamauga Creek" was judged third, and Brainerd High
School's Science Club won fourth place with their entry
"Water Pollution in the Chattanooga-Brainerd Creek Area".

The Eleventh Grade Health Classes of Fall Branch High
School won fifth place and an award of $100 for their entry
entitled "Rolling the Ball Toward Physical Fitness".

Entries from across the state were received for judging
by the state chairman, Mrs. John Griffith, of Nashville.
An appropriately enscribed certificate will be presented to
every school or class submitting a project in the contest.
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“George wants to know if it’s okay to take his cold

medicine now, Doctor, instead of seven o'clock ?”
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should help you both get a good night's sleep.

Two tablets in the morning and two in the evening

will usually provide round-the-clock relief by help-

ing clear congested air passages for freer breathing.

Novahistine LP also helps restore normal mucus

secretion and ciliary activity— normal physiologic

defenses against infection of the respiratory tract.

Use cautiously in individuals with severe hyperten-

sion, diabetes mellitus, hyperthyroidism or urinary

retention. Caution ambulatory patients that drowsi-
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tains: phenylephrine hydrochloride, 25 mg., and

chlorpheniramine maleate, 4 mg.
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The Road Ahead

As I begin this year as your President, the road ahead seems
very long, and I am sure at the end of it the passage of time will

seem all too rapid. Perhaps the bumps in the road will seem
smoother since we will pass over them swiftly.

Those of you who will pass over this road with me, both as

members of the Tennessee Medical Association, and as individual

physicians, should realize that we must present a united front as

members of the Association even though we maintain our inde-

pendence as individual practitioners.

After almost a year of Medicare many of our patients are join-

ing with us in criticism of the federal program; a vast jungle of

tangled red tape, confusion as to benefits, and delays in reimburse-

ment. Our hospitals and offices are over-crowded, despite the fact that the program is less

than a year old. Many amendments to the Title XVIII Program and some to the Title XIX
Program are being considered by the House Ways and Means Committee at the present

time and it seems likely that a number of these will be enacted. Two of these amend-
ments which are of particular interest to us, and which are being supported by the AMA,
are those to enable the patient to be paid on the basis of an itemized statement, rather

than a receipted bill; and a discontinuation of the need for official certification and re-

certification of medical need for hospitalization.

The Title XIX Program has not as yet been implemented in Tennessee although it

seems certain that it will be within the next year. The Officers and Board of Trustees of

the Tennessee Medical Association have been exerting all their efforts to help our State

Government design a program that will be of greatest benefit to both the general public

and the physicians of the State of Tennessee. It is imperative that we profit from mis-

takes of the Federal Government and some of the other states in their medical programs, in

developing a program that is realistic and functional. Above all, we must strive to

achieve help for those who NEED it, and for no others; and to maintain our position that

only a physician can determine who NEEDS medical care and what KIND of medical

care is needed.

Let me urge each member of the Association to communicate your thoughts, wishes,

hopes, and criticisms to me, the Board of Trustees or any of the other Officers. Only if

you do so can we effectively represent you in our official actions. To this end we pledge

you our utmost efforts.

Dr. Kressenberg

Sincerely,

President
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EDITORIAL

VIRAL HEPATITIS

It is well recognized that our present safe-

guards against human experimentation may
deter many investigators from carrying out

important controlled epidemiological stud-

ies. Thus, it is exciting to read a report

on viral hepatitis by Krugman, et. al,
1

which appeared in a recent issue of the

Journal of the American Medical Associa-

tion. This study was reviewed and sanc-

tioned by the University Committee on Hu-
man Experimentation, by the New York
State Department of Mental Health and by
the Armed Forces Epidemiological Board.

It was conducted in accordance with the

World Medical Association’s Draft Code of

Ethics on Human Experimentation.

Viral hepatitis continues to be one of our

aKrugman, S., Giles J. P., and Hammond, J.:

Infectious Hepatitis: Evidence for Two Distinctive

Clinical, Epidemiological and Immunological

Types of Infection, J.A.M.A. 200:365 (May 1)

1967.

most important and intriguing problems in

the field of infectious diseases. Since an-
imal experimentation in viral hepatitis has
been unrewarding, and since man is the

only susceptible host, everything we know
about these diseases including the proper-

ties of the viruses, the nature of the diseases

and the effectiveness of gamma globulin has

been learned from man.
The two forms of viral hepatitis are in-

fectious hepatitis (IH hepatitis, virus A hep-

atitis, and in former years, acute catarrhal

jaundice and epidemic jaundice) and serum
hepatitis (homologous serum jaundice, SH
hepatitis, virus B hepatitis, post-transfusion

hepatitis and post-vaccinal). These two dis-

orders have been differentiated by their in-

cubation periods and their modes of trans-

mission. The incubation period for infec-

tious hepatitis has been reported to range

from 15 to 50 days with a mean approxi-

mately 30 to 35 days while the incubation

period for serum hepatitis is much longer,

generally ranging from 43 to 180 days with

most cases occurring between 60 and 90

days. It has also been assumed that the

mode of transmission of infectious hepa-

titis was by the gastrointestinal tract and

that serum hepatitis was transmitted paren-

terally by artificial means, either by needles

or transfusion. In the absence of these lat-

ter means of transmission it was assumed
that the serum hepatitis virus was main-

tained by “vertical” transmission from
mother to child in utero.

Krugman and his associates recovered

viruses from two separate attacks of hepa-

titis and found them to be antigenically dis-

tinct and also varying in their incubation

periods. Their strain MS-1 had an incu-

bation period of 31 to 42 days with a mean
of 37 days and resembled infectious hepa-

titis virus. Strain MS-2 had an incubation

period of 55 to 90 days with a mean of 71

days and resembled the serum hepatitis

virus. The incubation period of MS-1 was
essentially the same whether the virus was
administered orally or parenterally. The

incubation of MS-2 was longer by the oral

route. However, it was significant that in-

fection with MS-2 or serum hepatitis virus

could be achieved by the oral route mak-

ing it unnecessary to postulate “vertical”

transmission from mother to fetus as a
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Eczema of many years...
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cannot be expected to prevent recurrence. The use over

extensive body areas, with or without occlusive non-
permeable dressings, may result in systemic absorption.

Appropriate precautions should be taken. When occlu-

sive nonpermeable dressings are used, miliaria, follic-

ulitis and pyodermas will sometimes develop. Localized
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nonpermeable dressings are used, the physician should
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source of virus in the absence of parenteral

transmission.

Of additional significance were the bio-

chemical changes which differentiated these

two viruses. Infection with the virus of

infectious hepatitis produced a marked ele-

vation in the thymol turbidity test and a

spiking rise in SGOT activity which was of

short duration. In contrast, the virus of

serum hepatitis produced relatively normal
levels in the thymol turbidity tests and a

gradual rise and a prolongation of SGOT
activity. There were no clinical differences

between these two diseases—both enteric

and non-enteric forms were noted. The per-

sistence of abnormal enzyme activity could

not be correlated with the presence of clin-

ical symptoms.

These important contributions to our

knowledge about viral hepatitis by Krug-
man and his associates were made possible

by the judicious use of humans in care-

fully controlled experimental studies. It

is gratifying to know that such experiments

can be conducted in spite of the restrictions

on human experimentation imposed by var-

ious interested agencies.

IN MEMORIAM

Taylor, Finis A., Memphis. Died 2, April, 1967,

Aged 56. Graduate of University of Tennessee

College of Medicine, 1937. Member of the Mem-
phis-Shelby County Medical Society.

McMahan, Robert B., Newport. Died 6, April,

1967, Aged 34. Graduate of University of

Tennessee College of Medicine, 1960. Member of

Cocke County Medical Society.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

West Tennessee Consolidated

Medical Assembly

The West Tennessee Consolidated Medi-

cal Assembly held a joint meeting with the

West Tennessee Bar Association on March
7th at the New Southern Hotel in Jackson.

The program topic was “Medicine and the

Law”. Speakers included Dr. Bland Can-

non, Memphis; Dr. G. Baker Hubbard, Jack-

son; and Mr. John Thomason, Attorney,

Memphis. Dr. Cannon spoke on “Medical
Aspects of Neurosurgical Trauma” and Dr.

Hubbard discussed “The Medical Legal Re-
lationships”. Mr. Thomason’s subject was
“The Doctor as a Witnesss and a Defend-
ant.”

Roane-Anderson County Medical Society

Dr. Harold Collins, associate professor of

surgery in charge of heart surgery at Van-
derbilt University School of Medicine, was
guest speaker at the dinner meeting of the

Roane-Anderson County Medical Society on
March 28th in Oak Ridge. Dr. Collins’ sub-

ject was “Recent Advances in Cardiac Sur-

gery.”

Memphis-Shelby County Medical Society

The Society met in regular session in the

auditorium of the Institute of Pathology,

University of Tennessee, on April 4th. The
scientific program, sponsored by the Local

Unit of the American Cancer Society, waf

entitled “Bone Tumors.” Guest speaker

was Dr. William F. Enneking, professor of

surgery and pathology, chief of orthopedics,

University of Florida. A session of the

House of Delegates followed the scientific

program.

Nashville Academy of Medicine
Davidson County Medical Society

Dr. Louis G. Welt, professor and chair-

man of the department of medicine, Univer-

sity of North Carolina School of Medicine,

discussed “Fluid Balance and Electrolytes”

at the meeting of the Academy on May 9th.

The meeting, held in the auditorium of the

Veterans Administration Hospital, was
preceded with a dinner and business ses-

sion of the Academy members.

NATIONAL NEWS

This Month In Washington

(From the Washington Office, AMA)

The American Medical Association favors

utilizing medicaid instead of expanding-

medicare. Dr. Charles Hudson, AMA presi-

dent, outlined the Association’s position at a
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House Ways & Means Committee hearing

on the Administration’s bill “Social Secur-

ity Amendments of 1967” (H.R. 5710). He
was accompanied by Dr. Milford O. Rouse,

AMA president-elect.

Dr. Hudson said: “Available tax funds

should be used to give maximum health

care to those who need help. Expenditure

of public funds on those who do not need

help limits the resources available to those

who do need it. . . . We believe that a

properly administered Title XIX (medi-

caid) with realistic criteria of eligibility de-

signed for economically disadvantaged per-

sons, plus the encouragement and improve-

ment of voluntary health insurance and

prepayment plans for the solvent, provide

the best approach to health care financing.”

Dr. Hudson said AMA representatives

would be glad to meet with the committee

and other interested parties to hammer out

a workable approach to solving the many
complex problems in the medicare program,

particularly as concerns its Plan B. “Unfor-

tunately, Part B did not receive an amount
of public or congressional debate warranted

by the nature and scope of the proposal.

This Committee is now confronted with

many problems inherent in the vast under-

taking of the federal government in becom-

ing directly involved in the total health

care of almost 20 million persons. We be-

lieve it is possible for the Congress, the

medical profession and others interested in

the subject to develop a new mechanism for

delivering medical care to people over 65

that would be more consistent with existing

private sector mechanism. . .
.” He said

that carriers, physicians, patients, and the

government all are dissatisfied for various

reasons with Part B and that one possible

solution might be to substitute for the Part

B program a subsidy to all eligible persons

for the purchase of private insurance.

Highlights of AMA’s testimony included:

Section 125, to include the disabled.

The adoption of Section 125 . . . could

change the direction of medicare from a

program for older persons to one aimed at

various select categories. . . . We believe

Title XIX should be utilized for that pur-

pose. We urge the Committee to reject this

provision.

Section 127, including podiatry.

While recognizing the usefulness of po-

diatry services, we are impelled to note that

if the amendment is adopted, the podiatrist

could assume responsibility for the care of

some of the more difficult problems in medi-
cine. We believe this to be unsound.

Section 130, creation of Part C. of Title

XVIII.

This section would provide a new Part C
to cover payment for hospital services ren-

dered to hospital outpatient; and for diag-

nostic specialty services to both outpatients

and inpatients of hospitals. The AMA op-

poses Part C. in toto.

Section 131, physician certification.

The AMA endorses Section 131 which
would remove the requirement of a physi-

cian’s certification for inpatient hospital

care for each Medicare patient admitted to

a general hospital. We urge the Committee
to consider this amendment favorably and
remove an unnecessary impediment to the

operation of Part A. We further urge that

the requirement for re-certification be simi-

larly deleted, since this need should be sat-

isfied as a result of the work of utilization

review committees. Until re-certification is

deleted, we suggest that the first certifica-

tion date be the 20th day of hospitalization,

as permitted in the existing law.

Section 220, income maximum under Title

XIX.

The AMA supports the concept of limit-

ing eligibility for Title XIX benefits to per-

sons who genuinely need financial assist-

ance in meeting their health care needs.

Section 226, free choice under Title XIX.

Although free choice is guaranteed for

Title XVIII recipients, a similar privilege

was not extended to Title XIX beneficiaries.

We believe this was an oversight, and we
heartily support this perfecting amendment
to Title XIX.

Additional amendments proposed by the

AMA.
First, the AMA recommends that Title

XVIII be amended to permit payment of

charges for professional services on the

basis of a physician’s itemized statement of

charges rather than a receipted bill.

Second, we recommend that Title XVIII

be amended to remove the requirement for
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At the recommended dosage level

—initially, 150 mg. per day-
gratifying remission of the signs

and symptoms of depression

typically begins in 2-5 days. Its

specificity for depression,

rapidity of action and usually mild
side effects are significant rea-

sons for prescribing NORPRAMIN
(desipramine hydrochloride) in

depression of any type . . . any
degree of severity.

A few patients, sensitive to

central nervous system
stimulants may become restless

as depression is lifted— in such
cases dosage may be reduced
or a tranquilizer added.

LAKESIDE

NORPRAMIN
(desipramine hydrochloride)

ANTIDEPRESSANT FOR RAPID IMPROVEMENT
IN BRIEF:

INDICATIONS: In depression of any kind
— neurotic and psychotic depressive re-

actions; manic-depressive or involutional

psychotic reactions.

CONTRAINDICATIONS: Glaucoma, ure-

thral or ureteral spasm, recent myocar-
dial infarction, severe coronary heart
disease, epilepsy. Should not be given
within two weeks of treatment with a
monoamine oxidase inhibitor.

RELATIVE CONTRAINDICATIONS: (1)

Patients with a history of paroxysmal
tachycardia. (2) Patients receiving con-
comitant therapy with thyroid, anticho-
linergics or sympathomimetics may ex-

perience potentiation of effects of these
drugs. (3) Safety in pregnancy has not
been established.

PRECAUTIONS: (1) Outpatient use of

desipramine hydrochloride should not

be substituted for hospitalization when
risk of suicide or homicide is considered
grave. (2) If serious adverse effects oc-

cur, reduce dosage or alter treatment.

(3) In patients with manic-depressive
illness a hypomanic state may be in-

duced. (4) Discontinue drug as soon as
possible prior to elective surgery.

ADVERSE EFFECTS: Side effects, usually
mild, may include: dry mouth, consti-

pation, dizziness, palpitation, delayed
urination, “bad taste,” sensory illusion,

tinnitus, anxiety, agitation and stimula-
tion, insomnia, sweating, drowsiness,
headache, orthostatic hypotension,
flushing, nausea, cramps, weakness,
blurred vision and mydriasis, rash,
tremor, allergy, agranulocytosis, altered
liver function, ataxia, and extrapyrami-
dal signs.

DOSAGE: Optimal results are obtained
at a dosage of 50 mg., t.i.d. (150 mg./
day). SUPPLIED: NORPRAMIN (desipra-

mine hydrochloride) tablets of 25 mg.;
bottles of 50, 500 and 1000; and tablets

of 50 mg., in bottles of 30, 250 and
1000.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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three days of hospitalization before quali-

fying for extended care benefits.

In addition, we offer a recommendation

relating to psychiatric care under Title

XVIII.

Regarding Title XIX, we offer six amend-

ments. First, that the program permit pay-

ment to the patient for services rendered to

him by a physician on the basis of the phy-

sician’s itemized statement of charges.

Second, that the program clearly provide

for the payment of physician fees on the

basis of his usual and customary charges,

using the same approach as that applied

under Title XVIII. Third, that Title XIX
encourage the use of insurance carriers in

the implementation of state programs.

Fourth, that in the implementation of Title

XIX programs, there be no requirement for

certification or recertification. Fifth, that

Title XIX permit all state plans to vary the

eligibility standards within a state to recog-

nize the very real differences in the cost of

living in a rural area, a small town, a city or

a metropolitan area.

Our sixth recommendation relates to the

fact that Title XIX benefits differ for men-
tally ill patients depending on whether they

are above or below age 65. We believe

there should be no distinction in the serv-

ices available to mentally ill patients.

Physician coverage under Social Security.

We believe that physicians, having been

brought under Social Security coverage,

should be accorded the same privilege and

opportunity for reaching a fully insured sta-

tus as was accorded other professional

groups when they were included in the pro-

gram.

Accordingly, we urge this Committee to

consider the adoption for physicians of an

“alternative insured status” similar to that

permitted by the amendments of 1954 and
1956 which brought into the program many
new groups of people and professional

self-employed persons, including lawyers.

MEDICAL NEWS
IN TENNESSEE

University of Tennessee

College of Medicine

Degrees were awarded to 45 graduates of

the University of Tennessee Medical Units

at the Winter commencement exercises on
March 19th. Dr. Clarence P. Berg, profes-

sor of biochemistry and biophysics at the

University of Iowa, was commencement
speaker and the degrees were conferred by
Dr. Andrew Holt, President of the Univer-

sity. The largest group were graduates of

the College of Dentistry, with 31 candidates.

Also receiving degrees were graduates of

the School of Basic Medical Sciences and
the Graduate School-Medical Sciences.

Certificates were awarded in Dental Hy-
giene and Physical Therapy.

“Government and the Health Sciences”

was the theme for a medical lecture series

at the Medical Units, April 21-22. Speakers

included Dr. Charles L. Hudson, president

of the American Medical Association, as-

sociate clinical professor of medicine at

Western Reserve University, and Dr. Ray E.

Brown, head of the hospital administrative

program of Duke University. Dr. Brown
has been a member of several White House

sponsored medical studies and is a former

president of the American Hospital Associa-

tion. Other speakers were Bernard J. Con-

way, legal adviser to the American Dental

Association; Dr. Andrew Holt, president of

U.T.; Dr. Durward G. Hall, Republican rep-

resentative from Missouri; Dr. Homer F.

Marsh, chancellor of the medical units and

vice president of U.T.; and Frank C. Hollo-

man, executive director of the Mid-South

Medical Center Council.

Dr. Lester Van Middlesworth has been

named recipient of the Alumni Outstanding

Teacher Award for the 1966-67 academic

year. The designation carried with it a $500

award presented by the University of

Tennessee Alumni Association. A selection

committee chose Dr. Van Middlesworth on

the basis of his “record as an outstanding

teacher” during the 21 years he has been at

the Medical Units. Dr. Van Middlesworth,

professor of physiology and biophysics and

also associate professor of medicine, came to

the Units in 1946. In addition to his teach-

ing. he has been recognized internationally

for his research, particularly in thyroid
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Imferon'
(iron dextran injection)

There’s as much iron . . . 250 mg.
. . . in a 5 cc. ampul of Imferon
(iron dextran injection)

as in a pint of whole blood.

When iron deficient

patients are intolerant of oral

iron ... or orally administered
iron proves ineffective or

impractical ... or if the patient

cannot be relied upon to take

oral iron as prescribed, Imferon
(iron dextran injection)

dependably increases

hemoglobin and rapidly

replenishes iron reserves.

Precise dosage is easily

calculated.

LAKESIDE

IN BRIEF: ACTION AND USES: A single dose of

Imferon (iron dextran injection) will measur-
ably begin to raise hemoglobin and a complete
course of therapy will effectively rebuild iron

reserves. The drug is indicated only for specifi-

cally-diagnosed cases of iron deficiency anemia
and then only when oral administration of iron

is ineffective or impractical. Such iron defi-

ciency may include: patients in the last trimester
of pregnancy; patients with gastrointestinal dis-

ease or those recovering from gastrointestinal

surgery; patients with chronic bleeding with
continual and extensive iron losses not rapidly

replenishable with oral iron; patients intolerant

of blood transfusion as a source of iron: infants

with hypochromic anemia; patients who cannot
be relied upon to take oral iron.

COMPOSITION: Imferon (iron dextran injection)

is a well-tolerated solution of iron dextran com-
plex providing an equivalent of 50 mg. in each
cc. The solution contains 0.9% sodium chloride
and has a pH of 5. 2-6.0. The 10 cc. vial contains
0.5% phenol as a preservative.

ADMINISTRATION AND DOSAGE: Dosage, based
upon body weight and Gm. Hb/ 100 cc. of blood,
ranges from 0.5 cc. in infants to 5.0 cc. in

adults, daily, every other day, or weekly. Initial

test doses are advisable. The total iron require-

ment for the individual patient is readily ob-
tainable from the dosage chart in the package
insert. Deep intramuscular injection in the
upper outer quadrant of the buttock, using a
Z-track technique, (with displacement of the
skin laterally prior to injection), insures absorp-
tion and will help avoid staining of the skin. A
2-inch needle is recommended for the adult of

average size.

SIDE EFFECTS: Local and systemic side effects

are few. Staining of the skin may occur. Exces-

sive dosage, beyond the calculated need, may
cause hemosiderosis. Although allergic or ana-
phylactoid reactions are not common, occa-
sional severe reactions have been observed,
including three fatal reactions which may have
been due to Imferon (iron dextran injection).

Urticaria, arthralgia, lymphadenopathy, nau-
sea, headache and fever have occasionally
been reported.

PRECAUTIONS: If sensitivity to test doses is

manifested, the drug should not be given.

Imferon (iron dextran injection) must be ad-
ministered by deep intramuscular injection

only. Inject only in the upper outer quadrant of

the buttock, not in the arm or other exposed
area.

CONTRAINDICATIONS: Imferon (iron dextran in

jection) is contraindicated in patients sensitive

to iron dextran complex. Since its use is in-

tended for the treatment of iron deficiency ane-
mia only it is contraindicated in other anemias.

CARCINOGENICITY POTENTIAL: Using relatively

massive doses, Imferon (Iron dextran injection)

has been shown to produce sarcoma in rats,

mice and rabbits and possibly in hamsters, but
not in guinea pigs. The risk of carcinogenesis,
if any in man, following recommended therapy
with Imferon (iron dextran injection) appears
to be extremely small.

SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc am-
puls, boxes of 4; 10 cc. multiple dose vials.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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physiology and biological importance of ra-

dioiodine fallout resulting from atomic ex-

plosions. Since the early 1950’s he has been

monitoring iodine fallout, a study financed

by the U. S. Atomic Energy Commission.

Since 1962 he has been supported by a Ca-

reer Research Award from the U. S. Public

Health Service. In April of this year, he

will lecture in England at the invitation of

the British Atomic Energy Agency and the

Imperial Cancer Research Fund of Lon-

don.

Dr. Lewis D. Anderson, associate profes-

sor of orthopaedic surgery, has been

awarded a traveling fellowship for 1967.

The award is sponsored jointly by the

American Orthopaedic Association and the

British Orthopaedic Association. Dr. An-
derson departed April 1 for a six-week, ex-

pense-paid tour of the major othopaedic

centers in England and Scotland. Upon
completion of the tour, he will report on his

trip at the annual meeting of the American
Orthopaedic Association to be held in Hot

Springs, Va., June 25.

Memphis Eye, Ear, Nose and Throat

Convention

Six specialists were guest speakers at the

convention of the Memphis Eye, Ear, Nose

and Throat Society, March 11-13. Lectures

on eye diseases covered such topics as glau-

coma, artificial corneas and control of infec-

tions. Speakers on Ophthalmology were:

Dr. Arthur Gerald DeVoe of New York, Dr.

David O. Harrington of San Francisco, and

Dr. Irwing Henry Leopold of New York.

Lectures on ear, nose and throat ailments

dealt with implants in facial surgery, treat-

ment of ear and face injuries, and surgical

techniques for various problems. Otolaryn-

gologists presenting lectures included: Dr.

John T. Dickinson of Pittsburgh, Pa., Dr.

G. S. Fitz-Hugh of Charlottesville, Va., and

Dr. Walter H. Maloney of Cleveland, Ohio.

Dr. William F. Murrah was program chair-

man for the convention.

Meharry Medical College

Dr. William H. Sweet, Chief, Neurosurgi-

cal Service at Harvard Medical School,

Massachusetts General Hospital, presented

the annual Hale-McMillan Lecture held

April 6th in the Public Health Lecture Hall

of Meharry Medical College. Dr. Sweet,

one of America’s most outstanding physi-

cians in the field of neurosurgery, discussed

“The Neurosurgical Control of Pain via

Electrodes.”

Erlanger Hospital

The director of medical education for the

Baroness Erlanger Hospital, Chattanooga,

has announced that the hospital is sched-

uled to institute its first residency program
in plastic surgery in July. Erlanger was
approved for the program by the Review
Committee for Plastic Surgery, a subcom-

mittee of the American Medical Associa-

tion. Plastic surgery residency programs

are limited in the Southeast. Memphis has

the only program in Tennessee and there

are only eight other approved programs in

the eight southeastern medical centers.

One resident will be selected to begin the

program in July. A second will be added in

July, 1968 and the program will ultimately

increase to include four residents.

Financial support for the program will

come from the hospital, as in the case of

other residency programs already in effect.

Addition to Campbell Clinic

The new three-story Campbell General

Hospital, connected to and doubling the ca-

pacity of Campbell Clinic, Chattanooga, of-

ficially opened in April. The 47-bed ad-

junct to the parent hospital was designed to

meet modern day needs for patient care,

and includes the latest equipment used in

surgery and medical treatment. Campbell

Clinic was established in 1939 by Dr. Earl

Campbell, Sr.

Vanderbilt University School of

Medicine

Dr. Richard D. Rowe, international au-

thority on heart disease in infants and chil-

dren, spoke on March 2nd in the amphithea-

ter of Vanderbilt Hospital. Dr. Rowe, pro-

fessor of pediatrics at the Johns Hopkins

University School of Medicine, visited the

Vanderbilt pediatrics department, on a
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MERCUHYDRIN
(meralluride injection)

LAKESIDE

Twenty years ago the publication of “A
System for the Routine Treatment of the Failing

Heart”' established a schedule of diuretic

therapy as a primary factor in the treatment
of acute congestive failure. With emphasis
upon daily injections of Mercuhydrin
(meralluride injection) until dry weight was
obtained, Gold, et al. achieved a 40% increase
in improvement, in V5 the time, over other

methods then current. Today, most medical
texts continue to recommend parenteral

mercurials in acute congestive failure when
prompt diuresis is indicated.

Recently Modell 2 has stated: "The mercurial
diuretics are the injectable diuretics of choice
since they are the most potent as well as the

most dependable. Their toxicity is not an
important consideration either by comparison
with other potent diuretics or in relation to the
seriousness of the conditions in which they
provide such excellent relief.”

IN BRIEF

Mercuhydrin is indicated in edema of cardiac or

hepatic origin and in the nephrotic syndrome; it is

contraindicated in acute nephritis and in anuric or

oliguric states. The usual adult dose is one to two
cc. daily or every other day until "dry weight" is

obtained. Sensitivity is rare but small initial doses
are advised to minimize potential reactions; ver-

tigo, fever, and rash have occurred. Overdosage
may produce electrolyte depletion, muscle cramps,
and G. I. reactions. Supplied: 1 cc. and 2 cc. am-
puls in boxes of 12, 25 and 100; 10 cc. rubber
capped, multiple-dose vials (intramuscular or sub-
cutaneous use only) in boxes of 6 and 100.

1. Gold, Harry, et al. : A System for the Routine Treat-
ment of the Failing Heart, The American Journal of

Medicine, Vol. Ill, No. 6:665-692 (Dec.) 1956.

2. Modell, Walter: Drugs of Choice 1966-1967, p. 97,
1966.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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three-day tour sponsored by the Middle

Tennessee Heart Association and the

Tennessee Department of Public Health.

Dr. A. McGehee Harvey, professor of

medicine and physician in chief at Johns

Hopkins University Medical School spent a

week in March at Vanderbilt University as

the Hugh Jackson Morgan visiting professor

of medicine. Dr. Harvey delivered three

lectures, the principal one concerning the

production of antibodies to normal tissue

which is a factor in a number of diseases.

The Hugh Jackson Morgan visiting profes-

sorship is named for the late chairman of

the department of medicine, who held the

post 28 years until his death in 1959.

St. Jude Children's Hospital

Dr. Martin Morrison of the City of Hope
Medical Research Institute in Duarte, Cali-

fornia, will join St. Jude Children’s Re-

search Hospital this fall as chairman of the

department of biochemistry. Dr. Morrison
has headed the section of respiratory enzy-

mology at the California institute for the

past five years.

PERSONAL NEWS

Dr. John B. Youmans, Nashville, president

emeritus of United Health Foundations, Inc., and
a medical educator with a life-time interest in

human nutrition, has been named recipient of the

1967 Conrad A. Elvehjem Award of the American
Institute of Nutrition. The awTard, comprising a

commemorative plaque and $1,000, is bestowed
annually in recognition of distinguished service

to the public through the science of nutrition and
is sponsored by the Wisconsin Alumni Research
Foundation.

Dr. Arnold M. Meirowsky, Nashville, neurologi-

cal surgeon, participated as invited speaker in the

First Annual Trauma Series, the Management of

Combat Wounds to the Nervous System, which
was held at the U.S. Naval Hospital, Portsmouth,

Virginia. At this one-day meeting on March
10th, Dr. Meirowsky spoke on the management of

penetrating craniocerebral trauma.

Drs. W. Houston Price and Bennett W. Caugh-
ran, Chattanooga, announce the association of Dr.

J. William Henry in the practice of orthopaedic

surgery.

Dr. Merlin L. Trumbull, director of laboratories

at Baptist Hospital, Memphis, was guest speaker
at a meeting of the Union City Rotary Club on
March 10th.

55

1

Dr. Hu A. Blake, former chief of thoracic and
cardiovascular surgery at Brooke General Hospi-
tal, San Antonio, Texas, has been named chief of

surgery and director of the surgical training pro-

gram at University Hospital in Knoxville.

Dr. Robert M. Miles, U.T. professor of surgery

and chief of surgery at Baptist Memorial Hospital,

recently presented a paper on the vena caval

clip at a sectional meeting of the American Col-

lege of Surgeons held in Colorado Springs. Dr.

Miles also participated in a panel discussion on
“Thromboembolism”.

Dr. C. Richard Hughes has joined the partner-

ship of Drs. Hays Mitchell and John Appling, pe-

diatricians, in Cleveland.

Dr. Thayer Wilson, Carthage, has been chosen

“Outstanding Middle Tennessee Physician”. Dr.

Wilson received an engraved plaque from the

Middle Tennessee Medical Association commemo-
rating this honor.

Dr. J. C. Gaw was guest speaker in March at a

meeting of the Parent Teachers Association in

McMinnville. Dr. Gaw’s subject was “Prevention

in Disease and Trauma.”
Dr. John R. Reynolds has joined Dr. James

Davis and Dr. Don Russell in the practice of plas-

tic and reconstructive surgery in Chattanooga.

Dr. Hugh M. A. Smith, Jr., National Consultant

in Orthopaedic Surgery to the U.S. Air Force

Surgeon General, visited Air Force medical facili-

ties in the Philippines, Japan, and Okinawa in

April to review and evaluate professional stand-

ards of assigned personnel, material, and equip-

ment, and conduct teaching sessions. Dr. Smith,

one of 74 civilian national consultants who pro-

vide the Surgeon General with advice and assist-

ance on the professional aspects of the medical,

dental, veterinary, and paramedical specialties, is

associate professor of orthopaedic surgery at the

University of Tennessee, Memphis, and is a mem-
ber of the staff of the Willis C. Campbell Clinic.

Dr. Charles E. Allen. Johnson City, was guest

speaker at a meeting of the local Kiwanis Club on

March 29th.

Dr. Albert M. Jones, chairman of the poison

control center of Lebonheur Children’s Hospital,

Memphis, spoke on “Accidental Poisoning in the

Home” at a joint meeting of the Memphis branch

of the American Pharmaceutical Association and

the Memphis and Shelby County Pharmaceutical

Society on March 14th.

ANNOUNCEMENTS

Calendar of Meetings, 1967

State

June 13-14 Upper Cumberland Medical

Society, Cloyd Hotel, Red Boil-

ing Springs

Oct. 2-3 Tennessee Valley Medical

Assembly, Chattanooga
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National

May 29-June 2 American Urological Associa-

tion, New York Hilton Hotel,

New York
June 12-14 American Neurological As-

sociation, Claridge Hotel, At-

lantic City, N.J.

June 15-19 American College of Chest

Physicians, Atlantic City, N.J.

June 17-18 American Diabetes Association,

Hotel Dennis, Atlantic City,

N.J.

June 18-22 American College of Pre-

ventive Medicine, Atlantic

City, N. J.

June 18-22 American Medical Association,

Atlantic City, N.J.

June 18-24 American Urological As-

sociation, Princess Kaiulan

Hotel, Honolulu

June 26-29 American Orthopaedic Associa-

tion, Homestead, Hot Springs,

Va.

August 21-24 American Hospital Association,

Chicago

Sept. 7-9 American Association of

Obstetricians and Gynecolo-

gists, Homestead, Hot Springs,

Va.

Sept. 14-16 American Thyroid Association,

Michigan Union, Ann Arbor,

Mich.

Sept. 15-23 American Academy of General

Practice, Dallas, Texas

Sept. 22-30 American Society of Clinical

Pathologists, Palmer House,

Chicago

Sept. 29-Oct. 3 American Society of

Anesthesiologists, Las Vegas,
Nev.

Oct. 1-4 Neurosurgical Society of

America, The Biltmore, New
York

Oct. 2-6 American College of Surgeons

(Annual) Conrad Hilton,

Chicago
Oct. 5-7 Association of American Phy-

sicians and Surgeons, Shera-

ton-Lincoln, Houston
Oct. 21-26 American Academy of Pediat-

rics, Washington Hilton Hotel,

Washington, D. C.

Oct. 22-23 American College of Pre-

ventive Medicine, Fontaine-

bleau Hotel, Miami Beach, Fla.

Oct. 25-28 Congress of Neurological Sur-

geons, San Francisco Hilton
Hotel, San Francisco

Oct. 27-30

Oct. 29

Oct. 29-Nov. 1

Oct. 29-Nov. 3

Association of American Med-
ical Colleges, New York Hilton,

New York
American Association of

Ophthalmology, Palmer House,

Chicago

American College of

Gastroenterology, Biltmore
Hotel, Los Angeles

American Academy of

Ophthalmology and Otolaryn-

gology, Palmer House, Chicago

Annual Otolaryngologic Assembly

The annual Otolaryngologic Assembly of 1967

will be held October 14 through 20 in the new Il-

linois Eye and Ear Infirmary at the Medical Cen-
ter, Chicago. The Department of Otolaryngology

of the College of Medicine of the University of Il-

linois offers a condensed postgraduate basic and
clinical program for practicing otolaryngologists

under the direction of Dr. Emanuel M. Skolnik.

It is designed to bring to specialists current infor-

mation in medical and surgical otorhinolaryn-

gology.

A separate, but correlated course entitled “Head
and Neck Radiology Conference” will be conduct-

ed by the Department of Radiology for two full

days just preceding the Assembly, October 12-13.

Interested physicians should direct communica-
tions to: Department of Otolaryngology, P. O. Box
6998, Chicago, Illinois, 60680.

Intensive Coronary Care Nursing Course

The second course in Intensive Coronary Care

Nursing has been scheduled at Baptist Hospital,

Nashville, for the two week period beginning July

10, 1967. The course, supported by the Public

Health Service and the Middle Tennessee Heart

Association, will be open to any graduate nurse in

Tennessee.

The first week of the course will include lec-

tures on the basic anatomy and physiology of the

heart as well as arrhythmias and their electrocar-

diographic interpretation. The second week in-

cludes lectures on coronary artery disease,

myocardial infarction and its complications, and

further instruction in electrocardiographic

interpretation. There will be practice in the use

of the various monitors and defibrillators used in

coronary care units. Individual instruction and

demonstration will be an integral part of the

course.

At a later date, a third week will be spent

gaining practical experience in a coronary care

unit. For further information, write to the Direc-

tor, Coronary Care Unit, Baptist Hospital,

Nashville.
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THE VIEWING BOX
Doctor-Patient Communications*

Physicians firmly believe that one of the

most important factors in good medical

care, is good personal relationship and

communications between doctors and their

patients.

The word, “communication,” in its varied

form is much in vogue today. Webster de-

fines communicate as “to make common to

both parties . . . the knowledge or quality

concerned.” Psychologists put much em-
phasis on the importance of communication.

They described it as one of the most helpful

bases on which satisfactory human relations

can be built—a prerequisite for needed rap-

port. And certainly it is essential for any

patient and his doctor to be able “to make
common to both parties” the knowledge
each has to impart. Proper doctor-patient

relations is today, and always has been a

two-way affair—with mutual responsibili-

ties resting on each.

Unfortunately the best doctor-patient re-

lations are sometimes made more difficult

due to present-day living and working con-

ditions. Factors that work in reverse to the

best adequate relations include vast changes

in community structures, dispersal of fam-

ilies, increased mobility of the population

and rapid trends toward necessary medical

specialization.

It is true that there are those who
sometimes speak slightingly of their own
personal relationship or lack of good com-
munication with a doctor. But such cases

are believed to be the exceptions and not

the general rule. The statement made by
Dr. Francis Peabody many, many years

ago, holds equally true today. He said that

“with the exception of the relationship that

one may have with a member of one’s fam-
ily or with his spiritual leader, there is no
human bond that is closer than that be-

tween physician and patient (or patient’s

family), and any attempts to substitute the

methods of machine or organization, be
they ever so efficient, are bound to fail.”

*From the AMA kit, “Physician-Patient Rela-
tions.”

It must be kept in mind that the type of

doctor-patient relationship that Dr. Pea-

body was speaking of can not be expected

to bloom into full flower in the course of a

single office call, one physical examination
or even a single illness. Strong doctor-

patient relationships develop like strong

friendships; that is, over a period of time.

They mature and grow through the strong

bonds that develop between persons and
families and the doctor who has advised

them in medical matters over a period of

many years—“in sickness and in health.”

The responsibilities for good relationship

rest equally upon each individual patient as

well as with his doctor. For example, when
a family or individual moves to a new town,

one of the first things that should be done is

to select a medical adviser, family doctor or

personal physician. Write or call on him
BEFORE ILLNESS OCCURS, and ask if he

is willing to serve in that capacity.

It may be a wiser idea to visit the phy-

sician of your choice for a routine physical

examination before making a final decision.

If you are not satisfied with the way the

physician conducts the examination, or if

the necessary rapport for a mutual doctor-

patient relationship seems to be missing in

the initial contact, then you would be wise

to search further, keeping in mind what
you are seeking.

Physician and patient relations and

communications should be a two-way ave-

nue of understanding. Doctors are not im-

mune to criticism, nor should they be.

However, the common criticism of doctors

that affect the patient relations so often,

should be objectively analysed. Some of

the more frequently heard ones are:

1. Doctors do not give the patient enough
time to tell his story.

2. Doctors keep patients waiting too long.

3. Doctors do not explain the reasons for

diagnosis and treatment.

4. Doctors will not make house calls.

5. Doctors charge too much.

6. The doctor’s secretary will not let a pa-

tient talk to him on the phone.
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Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete
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Unfortunately, at times there may be jus-

tification for some of these criticisms—but

it surely should help the doctor-patient re-

lationship if the patient could know and un-

derstand more of the doctor’s problems as

well as his point of view. Let’s examine
these enumerated complaints:

1. That a doctor may not give the patient

all the time he wishes to talk and tell his

story. Doctors are human, and when they

know they are far behind schedule and
have many patients waiting to see them,

they are apt to show impatience with undue
wordiness. Some patients repeat their com-
plaints over and over, instead of giving a

clear-cut analysis of their symptoms. It can
require unlimited patience and far too

much time to “get to the heart” of such a

patient’s trouble. One such patient can dis-

rupt a doctor’s schedule to such an extent

that he feels rushed for the rest of the day,

and may fail to give another patient the

sympathetic, unhurried attention he knows
he deserves.

2. That doctors keep patients waiting too

long. Physicians are genuinely concerned

about this and various ways and means to

remedy it are being studied and discussed

and tried. But it is seldom that any two pa-

tients require the same amount of time.

And the doctor who gives all his patients all

the time they would like is sure to get far

behind in his appointments.

About the best a doctor can do is to work
by appointment, allowing a reasonable

amount of time for each patient. Usually

he is required to give new patients more
time than those who are making return vis-

its. The patient, in turn, should cooperate

by being on time for appointments and by
giving his history as clearly and concisely

as possible. Also, occasionally, an emergen-

cy will throw a doctor very far behind in

his appointments, and about all he can do is

to hope that “his patients will have pa-

tience” and understand.

3. That doctors do not explain the reason

for diagnosis and treatment. No matter

how busy a doctor is, he should take time to

explain to his patients, in the simplest

words possible, the nature of their ailments

and the results to be expected of the treat-

ment recommended. Such explanation is

particularly important when the symptoms

are caused by emotional stress. Or the sim-
ple assurance that no cancer or serious or-

ganic trouble is present, is often a big help
in affecting a cure, or at least considerable
improvement.

Sometimes the breakdown in communica-
tions between doctor and his patients is

partly the patients’ fault because they are

unwilling to admit that they don’t un-
derstand medical language and they won’t
ask the physician to translate into “plain

English.” Since doctors are not mind read-

ers, it is the patient’s responsibility to ask
the doctor any question about his problem
that may seem important. This is part of

the “collaberation of candor” that is an es-

sential part of the doctor-patient re-

lationship.

Patients who have a serious organic dis-

ease should be told about it in the least

alarming terms possible. Patients can be
told they have had a stroke or damage to

their heart, without being greatly upset.

Many a patient, in fact, is relieved to know
that the closure of a small artery in his

brain has caused digestive symptoms that

he had feared, perhaps secretly, were due to

cancer. In most cases, it is also important

for the doctor to discuss more frankly and
fully, with some responsible member of the

family, the patient’s condition, the treat-

ment recommended, and the probable out-

look.

4.

That doctors will not make house calls.

In most cases the doctor’s preference for

seeing patients in his office rather than

going to their homes is justified. His office

is much better equipped for making neces-

sary examinations and tests than is the tra-

ditional black bag. In emergencies, treat-

ment can often be obtained more quickly by
taking the patient—in an ambulance, if nec-

essary—to the emergency room of the near-

est hospital than by waiting until the doctor

can be located and can get to a patient’s

home. Treatment can be begun at once by
the doctor on duty in the emergency room
and continued by the family physician

when he arrives.

In cases of acute illness, when the patient

needs to be kept in bed but not necessarily

hospitalized, most family doctors will go to

the home. Before choosing a personal phy-

sician. it is wise to ask him if he is willing
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to make house calls if necessary. Realizing

the value of the doctor’s time, however, pa-

tients should not insist that he come to the

house if they are able to get to his office

without undue hardship.

It must be kept in mind that if modern
doctors were required to make as many
house calls as physicians did a generation

ago, an acute shortage of doctors would re-

sult. The horse-and-buggy doctor spent 70

per cent of his time in going from one pa-

tient to another, leaving only 30 per cent to

be devoted to his patients. The average

doctor today spends only 10 per cent of his

working day in transit, leaving 90 per cent

for his patients.

5. That doctors charge too much. While
it is true that there are a few doctors who
are more commercial-minded than others,

most doctors are reasonable in their fees. A
doctor’s education represents a great deal of

money, time, and energy. The same amount
of cash and brain power invested in some
business would usually bring him greater

financial reward than the practice of medi-

cine.

Perhaps this comparison is pertinent: In

1920 the charge for a house call by a physi-

cian ranged from $3 to $5. Today they vary

from $7 to $10. During the same period the

price of potatoes went from 39 cents a

bushel to $5.40. Yet, we hear few com-
plaints about the present price of potatoes.

In the past 20 years physicians’ fees have

risen about 95 per cent. But per capita in-

comes during this period rose 290 per cent.

The real cost of medical care—in terms of

hours of work to purchase it—is less today

than it was 20 years ago.

6. That doctor’s secretary will not let

one speak to him on the phone. Except
in a real emergency, no thoughtful person

would expect the doctor to interrupt his

interview or examination of a patient to

answer the telephone. Certainly any per-

son who did make such a demand would re-

sent it if the picture were reversed and the

physician were interrupted a number of

times while he himself was a patient in the

office. The secretary has a definite respon-

sibility to try to shield her employer from

as many interruptions as possible while he
is concentrating his attention on a patient,

and will usually ask the caller to leave

his name and number so that the doctor

can phone him later. If a real emergency
arises, however, the experienced secretary

will sense it and put the call through. She
knows most of the patients well enough to

know which ones are considerate and which
ones are not.

Many doctors set aside a period of time

between or after office appointments for re-

turning telephone calls. The person who
has left a message for the doctor to call

should do his best to keep the phone free

during the time the return call might be ex-

pected.

Some patients resent being asked by the

doctor’s secretary about the nature of their

difficulty. Reluctance to discuss intimate

problems with a third party is understand-

able. However, the patient should realize

that the secretary has been instructed by
the doctor to ask for certain information.

And in such cases, it isn’t necessary to give

a detailed report of symptoms, but only to

let the doctor have some idea of what the

trouble is, so that he will be prepared to

deal with it when he returns the call or sees

the patient.

Sir William Osier said that “medicine

should begin with the patient and end with

the patient.” He believed it was important

to know what sort of patient had the disease

as well as what sort of disease the patient

had. Not only does the modern physician

believe this to be equally true today, he also

believes and knows that men are one of the

most complex and sensitive of all organ-

isms; they have emotions, appetites, ambi-

tions, fears, hopes, loves, and passions, all of

which disturb them mightily; if anxiety can

be called a disease, it is probably the most

common of all afflictions. Not even the

most sophisticated techniques in the scien-

tific methods can measure these factors.

They can be evaluated only by an un-

derstanding human being. Good doctor-

patient relations depend today, as they

did yesterday, on mutual understanding and

trust and cooperation by all concerned.
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Abstract of the Proceedings of the House of Delegates

Of the Tennessee Medical Association

Memphis—April 13-15, 1967

The House of Delegates of the Tennessee

Medical Association met at the Sheraton-

Peabody Hotel, Memphis, Tennessee, April

13-15, 1967, in conjunction with the 132nd

Annual Meeting of the Association with Dr.

Tom E. Nesbitt, Speaker of the House and

Dr. R. L. DeSaussure, Vice-Speaker, presid-

ing.

The invocation was rendered by Dr. John
H. Burkhart, Knoxville.

DR. JOHN H. BURKHART: “Almighty

God, our Father, Thou who created man in

Thine own likeness and then entrusted to

him the duty of serving Thee and his fel-

lowmen, we who are further charged as

members of a serving profession acknowl-

edge our call and seek Thy blessing. Keep
us always mindful that the foundation of

our profession rests firmly on ethics as well

as science and education, and that its proper

application is as much art as skill and as

much compassion as either. As we convene

today in this assembly of delegates, repre-

sentative of the physicians of Tennessee, to

hear by reports how well this Association

has carried out its work in the past year, to

enact by resolution and amendment what it

intends for the present and the future, and

to choose from among us those to whom we
will entrust its leadership, we invoke Thy
presence, Thy concern, and Thy inspiration.

As Thou has called us to do thy will enable

us to know it. Amen.”

1966 Minutes Approved

The Speaker announced that the Minutes

of the last regular session were reproduced

in the June, 1966, issue of the Journal of

TMA and requested that a motion be pre-

sented to approve the proceedings as

published. It was moved and duly sec-

onded that the Minutes of the 1966 regular

session be approved as published in the

June, 1966, issue of the Journal. The mo-

tion was adopted.

Reference Committees

The Speaker anounced the personnel of

the Reference Committees to consider re-

ports, resolutions, amendments, and all mat-

ters requiring action by the House of Dele-

gates.

Committee on Credentials

Julian K. Welch, Jr., Chairman, Browns-

ville

James N. Proffitt, Maryville

Sue W. Johnson, Shelbyville

Committee on Amendments to the

Constitution and By-Laws

John H. Burkhart, Chairman, Knoxville

J. O. Williams, Mt. Pleasant

Thomas K. Ballard, Jackson

Committee on Resolutions

W. O. Vaughan, Chairman, Nashville

George G. Young, Chattanooga

J. Malcolm Aste, Memphis

Committee on Reports of Officers

J. J. Range, Chairman, Johnson City

Jos. L. Willoughby, Franklin

Tinnin Martin, Memphis

Committee on Reports of Standing Committees

B. F. Byrd, Jr., Chairman, Nashville

E. Kent Carter, Kingsport

Robert McBurney, Memphis

Committee on Reports of Special Committees

R. A. Calandruccio, Chairman, Memphis
Perry Williamson, Knoxville

Frank Womack, Nashville
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Committee on Outstanding Physician

of the Year

Bland W. Cannon, Chairman, Memphis
R. H. Kampmeier, Nashville

John H. Burkhart, Knoxville

Nominating Committee

As required in the By-Laws, the Board of

Trustees had appointed a Nominating Com-
mittee with representatives from each of

the three grand divisions of the state, with

no two members from the same county

medical society. The Speaker announced

the personnel of the committee:

East Tennessee:

John H. Saffold, Knoxville

E. L. Caudill, Jr., Elizabethton

George G. Young, Chattanooga

West Tennessee:

Harold B. Boyd, Memphis
Charles N. Hickman, Bells

Byron O. Garner, Union City

Middle Tennessee:

Chas. C. Trabue, IV, Nashville

John O. Williams, Mt. Pleasant

Wm. A. Hensley, Jr., Cookeville

ELECTION OF OFFICERS AND
COUNCILORS
April 15, 1967

The report of the Nominating Committee,

Dr. George G. Young, Chattanooga, Chair-

man, was presented in the second session of

the House of Delegates on Saturday, April

15. Nominees submitted by the Committee
were voted upon individually and in each

instance, the Speaker called for additional

nominations from the floor.

President-Elect—Edward T. Newell, Jr.,

Chattanooga

Speaker—House of Delegates—Tom E. Nes-

bitt, Nashville

Vice-Speaker—House of Delegates—R. L.

DeSaussure, Memphis

Vice-President (East Tennessee)—Julian C.

Lentz, Jr., Maryville

Vice-President (Middle Tennessee)—Parker

D. Elrod, Centerville

Vice-President (West Tennessee)—J. How-
ard Ragsdale, Ripley

Secretary—James N. Thomasson, Nashville

AMA Delegate (Middle Tennessee)—W. O.

Vaughan, Nashville (January, 1968-

December, 1969)

AMA Alternate Delegate (Middle Tennes-

see)—Wm. F. Meacham, Nashville (Janu-

ary, 1988-December, 1969)

AMA Delegate (West Tennessee)—Bland
W. Cannon, Memphis (January, 1968-

December, 1969)

AMA Alternate Delegate (West Tennes-

see)—Julian K. Welch, Jr., Brownsville

(January, 1968-December, 1969)

AMA Delegate (State-at-large)—Tom E.

Nesbitt, Nashville (January, 1967-Decem-

ber 1968)

AMA Alternate Delegate (State-at-large)—
A. Roy Tyrer, Jr., Memphis (January,

1967-December, 1968)

TRUSTEES:

Middle Tennessee—Robert L. Chalfant,
Nashville (1970)

East Tennessee—John H. Saffold, Knoxville

(1968) To complete unexpired term of Dr.

Edward T. Newell, Jr., Chattanooga.

COUNCILORS:

Second District—J. Marsh Frere, Knoxville

(1969)

Fourth District—Claude M. Williams,

Cookeville (1969)

Sixth District—B. K. Hibbett, III, Nashville

(1969)

Eighth District—Charles N. Hickman, Bells

(1969)

Tenth District—B. G. Mitchell, Memphis
(1969)

Nominees for Public Health Council: (Three from
Middle Tennessee, one of whom to be subse-

quently appointed by the Governor)

Kirkland W. Todd, Jr., Nashville

Carl E. Adams, Murfreesboro

Edward R. Atkinson, Clarksville

Nominees for Board of Trustees of the State Tu-
berculosis Hospitals— (Three from West Ten-
nessee, one of whom to be subsequently ap-

pointed by the Governor)
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R. David Taylor, Dyersburg
Wm. B. Acree, Ridgely

Joe Campbell, Union City

THE ABOVE NOMINEES WERE
ELECTED BY THE HOUSE OF DELE-
GATES

TENNESSEE’S OUTSTANDING
PHYSICIAN

Dr. Raphael Eustace Semmes, Memphis, was
named Outstanding Physician of the Year
in Tennessee for 1967.

Dr. Semmes is an attending neurosurgeon

at Baptist Memorial Hospital, Memphis,
Tennessee, consulting neurosurgeon for Hos-
pital for Crippled Adults, and consulting

neurosurgeon for Crippled Children’s Hos-
pital, St. Joseph Hospital, and is area con-

sultant in neurosurgery in the Veterans Ad-
ministration, Southeastern States. He is a

member of the Society of Neurologic Sur-
geons, The Harvey Cushing Society (Found-
ers Group) (President 1939-40), Southern
Neurosurgical Society (organizing Presi-

dent 1949-1950)
, Memphis and Shelby County

Medical Society, American Medical As-
sociation, Southern Surgical Association,

Southern Medical Association, The Mem-
phis Neurological Society (organizing Presi-

dent 1959), and honorary member of the

American Academy of Neurological Surgery.

He is a member of the Tennessee Neuro-

surgical Society. He is a member of the

Phi Rho Sigma Medical fraternity and a

Phi Beta Kappa at Johns Hopkins Univer-

sity. He was elected to Alpha Omega Alpha

at the University of Tennessee.

Dr. Semmes has devoted more than fifty

years to the teaching of neurologic surgery

and contributed greatly to the literature in

this field to become internationally re-

nowned as a scholar, a surgeon, and a

gentleman.

DR. RAPHAEL EUSTACE SEMMES,
Memphis, was unanimously elected by the

House of Delegates as Outstanding Physi-

cian of the Year for 1967.

AMENDMENTS TO
CONSTITUTION AND BY-LAWS

Amendment to Constitution

Lying on Table

The Speaker called for action on an

amendment to the Constitution lying on the

table from the last regular session of the

House of Delegates. As required in the

Constitution and By-Laws, a copy of the

Amendment and the recommendation of the

1966 Reference Committee had been for-

warded, sixty days in advance of the meet-

ing, to all county medical societies.

Amendment to Constitution—No. I

(Introduced in 1966)

Amend Article VIII, Section 2 of the Con-
stitution, by deleting the words, “and no
Trustee shall be eligible immediately to

succeed himself” and substituting the

words, “and shall hold office for not more
than two consecutive three-year Terms”;

and by inserting the sentence, “A Trustee

elected to complete an unexpired term shall

be eligible for two additional terms.”

Section 2 of Article VIII would then read:

“The elected Trustees shall serve for a period of

three years, and shall hold office for not more
than two consecutive three-year terms. A
Trustee elected to complete an unexpired term
shall be eligible for two additional terms. The
Board of Trustees will organize by the election

of a Chairman, and a treasurer for the six

elected as Trustees.”

The Reference Committee on Amend-
ments to the Constitution and By-Laws in

1966 recommended that the Amendment not

be adopted since this would offer the oppor-

tunity for the perpetuating of an individual

in this office for a number of years incon-

sistent with the present policy of rotation of

individuals through other offices in the So-

ciety.

ACTION: THE HOUSE APPROVED
THE RECOMMENDATION OF THE
REFERENCE COMMITTEE AND AMEND-
MENT No. 1-66 WAS NOT ADOPTED.

Amendments Introduced in 1967

The Reference Committee on Amend-
ments to the Constitution and By-Laws con-

sidered all proposed amendments to both

the Constitution and By-Laws. Under the

required waiting period, all Constitutional

amendments introduced in 1967 will be pre-

sented for action by the House of Delegates

in 1968. Amendments shown here are in

the form in which they were approved, re-

jected, amended or deferred for action by

the House of Delegates.

Amendment to Constitution—No. I

Be it resolved that Article IX of the Con-

stitution of the Tennessee Medical Associa-
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tion be amended by adding at the end of

such article an additional section as follows:

“Section 7. The Board of Trustees shall have
such powers to invest the funds of the As-
sociation as are granted by law to General
Welfare Corporations as such law from time to

time may be amended.”

The Reference Committee recommended
adoption of Amendment No. 1 to the Consti-

tution.

TO BE ACTED UPON BY THE HOUSE
OF DELEGATES IN THE NEXT REGU-
LAR SESSION IN 1968.

Amendment to By-Laws—No. I

Amend Chapter VIII, Section 8, Item 8, by
changing the word “Grievance” to “Media-

tion.” Amend Chapter VIII, Section 16, by

changing the word “Grievance” to the word
“Mediation.” Amend the Index for the

By-Laws by changing the listing of the

“Grievance Committee.”
(The above amendment would merely change

the name of the Grievance Committee to the

Mediation Committee and with this change

these sections of Chapter VIII would remain as

they appear in the By-Laws.)

The Reference Committee recommended
adoption of Amendment No. 1 to the By-

Laws.

ACTION: ADOPTED

RESOLUTIONS

The Reference Committee on Resolutions

has the option of recommending a resolu-

tion for adoption or rejection, for adoption

as amended or substituted, for referral, or

for no action. The Resolutions shown are

in the form in which the House of Delegates

adopted, referred or rejected them.

RESOLUTION NO. 1-67

Discontinue Nominations to Tennessee Hospital

Service Association Board of Directors

By: Board of Trustees

WHEREAS, in 1964, the TMA House of Dele-

gates adopted a resolution recommending and in-

structing the Nominating Committee to submit to

the House of Delegates, five nominees that would
be submitted to the Tennessee Hospital Service

Association to fill vacancies on the Board of Di-

rectors of the Tennessee Hospital Service Associa-

tion, and
WHEREAS, in previous years, the Tennessee

Medical Association was vitally involved as the

result of sponsoring the “Tennessee Plan” of

health insurance, and
WHEREAS, in 1966, the House of Delegates of

this Association took action to discontinue the

“Tennessee Plan” which resulted in the Associa-

tion ceasing to have any reason for continuing the

policy of the Association to name nominees for

possible appointment of physician members of the

Board of Directors of the Tennessee Hospital

Service Association; now therefoi’e be it

RESOLVED, that policy be adopted by this

House of Delegates to discontinue the submission
of five nominees of the Tennessee Medical Asso-
ciation to fill any vacancies of the physician mem-
bers on the Board of Directors of the Tennessee
Hospital Service Association.

The Reference Committee on Resolu-

tions recommended adoption of Resolution

No. 1-67. The Committee further recom-

mended that the Board of Trustees invite

physicians who are Tennessee Hospital

Service Association Board members to

make, through the chairman of the Medical

Advisory Committee to the THSA Board,

an annual report to the TMA House of

Delegates regarding matters of mutual in-

terest to the Tennessee Medical Association

and the Tennessee Hospital Service Asso-

ciation.

ACTION: ADOPTED

RESOLUTION NO. 2-67

Study Committee of the House of Delegates to

Consider the Permanent Method of Selection of

a Fourth Delegate to AMA

By: Board of Trustees

(An amendment recommended by the

Reference Committee and approved by the

House of Delegates is shown in black-faced

type.)

WHEREAS, since the Tennessee Medical Asso-

ciation’s membership now exceeds 3,001 members
of the American Medical Association, thus making
TMA eligible for a fourth delegate in the House

of Delegates of the American Medical Association

for the year 1967, and
WHEREAS, it is incumbent upon this House to

select a fourth delegate and alternate delegate at

this session for the year 1967, and
WHEREAS, the members of the House have not

had sufficient time to study all facets involved

with the selection of a fourth AMA delegate; now
therefore be it

RESOLVED, that a study committee of this

House of Delegates be approved and appointed by

the Speaker, to make a study of this issue and re-

port at the next regular session of the House for
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the purpose of recommending a permanent policy

to be followed in the selection of a fourth dele-

gate, in order that we might have the most effec-

tive representation for the Tennessee Medical

Association in the House of Delegates of the

American Medical Association.

The Reference Committee recommended
adoption of Resolution No. 2-67 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 3-67

Reiteration of Policy and Definitions of Usual

and Customary Fees as Payment for

Physicians' Services

By: Board of Trustees

(An amendment recommended by the

Reference Committee and approved by the

House of Delegates is shown in black-faced

type.)

WHEREAS, the Tennessee Medical Association

adopted policy, through this House in April, 1966,

regarding the payment of physicians’ services ac-

cording to usual and customary fees, in any gov-

ernment supported health care program, and

WHEREAS, the Council on Medical Service of

the American Medical Association has recom-

mended a definition of “usual, customary and
reasonable charges”, such definition not having

been previously adopted by the Tennessee Medi-
cal Association, and
WHEREAS, Public Law 89-97 (Section 1842-B,

Page 26) states that the customary and reasonable

charges made by physicians shall be paid for

services rendered; now therefore be it

RESOLVED, that the Tennessee Medical Asso-

ciation endorse and support the American Medical

Association’s position that this organization

should resist any effort by any governmental or

other agency to establish fixed fees for physicians’

services and procedures under physician supervi-

sion; and be it further

RESOLVED, that the Tennessee Medical Asso-

ciation reaffirm its position that physicians should

be reimbursed for services rendered in any and
all government supported health care programs,

including that of Title XVIII and Title XIX of

Public Law 89-97 and Title II as it applies to

Crippled Children’s Service, and military depend-
ents medical care programs on the basis of usual

and customary fees; and be it further

RESOLVED, that the definitions of usual, cus-

tomary, and reasonable as recommended by the

Council on Medical Service of the AMA be en-

dorsed by the TMA to the end that: “The usual

charge” being defined as that amount which the

individual physician commonly establishes as fair

recompense for a specific service; “customary
charge” to be considered within the range of

usual charges made by physicians for the same

service within the same geographic or socio-

economic area; “reasonable charge” to be defined

as a charge which meets the criteria of “usual”

and “customary” charges as justified by the spe-

cial circumstances of the particular case in ques-

tion; and be it further

RESOLVED, that the final determination of the

reasonable charge in any event, should be re-

solved by a duly constituted review committee of

a component medical society of the Tennessee
Medical Association, having jurisdiction when
requested to do so. If no such medical society

exists in the area, a review committee of the

Tennessee Medical Association would serve this

function.

The Reference Committee recommended
adoption of Resolution No. 3-67 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 4-67

Reiteration of Policy for Physician

Billing Procedure

By: Board of Trustees

(Amendments recommended by the Ref-

erence Committee and approved by the

House of Delegates is shown in black-faced

type.)

WHEREAS, the personal and venerable doc-

tor-patient relationship, which the medical

profession had endeavored to protect and preserve

through the years now stands in jeopardy, and

WHEREAS, the Federal Government has deter-

mined under Public Law 89-97 to intervene and

to assume responsiblity for financing the medical

care of certain segments of the population, and

WHEREAS, the physician’s particular responsi-

bility is to the patients he serves, regardless of a

third party involved, and
WHEREAS, the Tennessee Medical Association

should approve and endorse the action of the

American Medical Association to the end that

when government assumes financial responsibility

for an individual’s health care, reimbursement for

professional medical services should be on the

same basis as in the case of other indispensable

elements of health care, thus reimbursement for

the services of physicians participating in govern-

ment sponsored programs should be on the basis

of usual and customary fees for their services;

now therefore be it

RESOLVED, that the Tennessee Medical Asso-

ciation again urge its members to study carefully

the several mechanisms available for compensat-

ing physicians for services rendered under P.L.

89-97; and be it further

RESOLVED, that the Tennessee Medical Asso-

ciation hereby specifically endorses the action of

the AMA to the effect that it is recommended that

when government assumes financial responsibility
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for an individual’s health care, reimbursement for

professional services should be on the same basis

as in the case of other indispensable elements of

health care; and be it further

RESOLVED, that inasmuch as the reimburse-

ment provisions of P.L. 89-97 allow the patient to

assume his rightful responsibility, the physicians

of the state be encouraged by this House of Dele-

gates, insofar as possible, to advocate this course

and not elect to employ the assignment mecha-
nism in its present form; and be it further

RESOLVED, that the Tennessee Medical Asso-

ciation encourage its members to present to their

patients their own statements of charges and ac-

cept compensation directly from patients for the

professional medical services rendered.

The Reference Committee recommended
adoption of Resolution No. 4-67 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 5-67

TMA Policy on Title XIX Under Public Law 89-97

By: Board of Trustees

(Amendments recommended by the Refer-

ence Committee and approved by the House

of Delegates are shown in black-faced

type.)

WHEREAS, medical care of all persons in

Tennessee is of great concern to physicians, and

those persons who are unable to pay for such care

are the responsibility of all citizens, and

WHEREAS, medical care for these persons

should be furnished through a program of general

taxation, and

WHEREAS, Title XIX of the Social Security

Amendments of 1965 requires that each state des-

ignate a single state agency to administer medical

assistance provided under this Title, and

WHEREAS, it is desirable that medical assist-

ance programs be administered by medically

trained and experienced personnel at the local

level; now therefore be it

RESOLVED, that the policy of the Tennessee

Medical Association pertaining to Title XIX of

P.L. 89-97 be as follows: (a) that the medical

profession of the state favors full implementation

in Tennessee of Title XIX, insofar as the state is

fiscally able to provide the services of the pro-

gram on a sound basis; (b) that the administra-

tion of Title XIX be placed under the direction of

the Tennessee Department of Public Health or a

designated agency that is headed by a doctor of

medicine; (d) that Title XIX provide the most
simple mechanism for payment to those who pro-

vide services and that one fiscal intermediary be

responsible for making payments under this pro-

gram and that, preferably, this should be the

same intermediary administering similar functions

under Title XVIII, Part B, of P.L. 89-97; (d) that

claims review committees in all county medical

societies in Tennessee be urged to actively pursue

the work and responsibilities of such committees;

and be it further

RESOLVED, that the Tennessee Medical Asso-

ciation support the position adopted by the Amer-
ican Medical Association, wherein physicians

would have the right to bill their own patients,

who in turn shall secure reimbursement from the

state or its agents; and be it further

RESOLVED, that when a physician elects not

to accept an assignment from government agen-
cies or authorized carriers, that he and his patient

alone shall determine the amount of the bill; and
be it further

RESOLVED, that efforts by AMA be endorsed
for amending the Law to provide specifically that

billing under Title XIX can be the same as under
Title XVIII, Part B, of P.L. 89-97 and Title II as

it applies to the Crippled Children’s Service; that

the Tennessee Medical Association endorse the

principle of freedom of choice of physician to all

Title XIX beneficiaries; that the Tennessee Medi-
cal Association approves the option of direct bill-

ing principle to all patients and disapproves of

any attempt where physicians would be forced to

accept assignments in rendering care to welfare

recipients; and that physicians’ services provided
under Title XIX in Tennessee be paid on the

basis of usual and customary fees, the same as

under Title XVIII, Part B, of the Medicare Law.

The Reference Committee recommended
adoption of Resolution No. 5-67 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 6-67

Definition of Medical Indigency

By: Board of Trustees

(An amendment recommended by the Ref-

erence Committee and approved by the

House of Delegates deleted the words “for

physicians” following “for determination of

medical indigency” in the Resolve.)

WHEREAS, the State Government is now study-

ing and considering the establishing and imple-

mentation of a program of health care for persons

that will be included in the Title XIX portion of

Public Law 89-97, wherein these persons will be

eligible for extended health benefits, and
WHEREAS, medical indigency is the inability

to pay for needed medical and related services

without severly curtailing the ability to pay for

other necessities of life, and

WHEREAS, some guidelines need to be adopted

now for the determination of medical indigency,

and

WHEREAS, the American Medical Association

in its official actions of its House of Delegates in

June, 1966, adopted fifteen principles for the de-
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termination of medical indigency; now therefore

be it

RESOLVED, that the Tennessee Medical Asso-

ciation, through action of this House of Delegates,

approve and endorse the principles for the deter-

mination of medical indigency as adopted by the

American Medical Association in June, 1966, and
that these principles become the policy for deter-

mination of medical indigency in Tennessee.

The Reference Committee recommended
adoption of Resolution No. 6-67 as amended.

ACTION; ADOPTED AS AMENDED

RESOLUTION NO. 7-67

Certification and Recertification

Under P.L. 89-97

By: Board of Trustees

(An amendment recommended by the Ref-

erence Committee and approved by the

House of Delegates is shown in black-faced

type.)

WHEREAS, Section 1801, Title XVIII of Public

Law 89-97, clearly states “nothing in this Title

shall be construed to authorize any federal officer

or employee to exercise any supervision or control

over the practice of medicine and the manner in

which medical services are provided, or to exer-

cise any supervision of control over the adminis-

tration or operation of any such institution,

agency or person”, and

WHEREAS, some interpretation has resulted

that the action of the Department of Health, Edu-
cation and Welfare as requiring that certification

and recertification contain the words “medically

necessary” and has so advised the participating

hospitals, and

WHEREAS, some hospitals have adopted by ad-

ministrative action, a specific certification form
and are compelling members of their medical

staffs to sign this form for Medicare patients upon
threat of loss of admitting privileges for all pa-

tients, and

WHEREAS, such requirements of certification

and recertification of “medical necessity” for hos-

pitalization of Medicare patients does deviate

from the ordinary procedure followed in provid-

ing hospital care to all patients, and

WHEREAS, compliance by staff physicians with

such a requirement would establish the preced-

ence of federal bureaucratic control over the indi-

vidual practice of medicine, set the Medicare pa-

tient apart from other regular patients in their

admission procedure for hospitalization, and have

the effect of forcing physicians to participate in

Medicare against their will, and

WHEREAS, all hospitals and health insurance

carriers have always accepted an admitting diag-

nosis, adequate history and physical examination,

periodic progress notes as proper documentation
for need of hospitalization; now therefore be it

RESOLVED, that the Tennessee Medical Asso-

ciation condemn any practice or procedure that

has required special certification and recertifica-

tion forms or statements of “medical necessity”

and demand that any carriers and the various

hospitals accept the usual method of hospitaliza-

tion and/or outpatient treatment for all patients;

and be it further

RESOLVED, that since the American Medical
Association, at its Clinical Meeting in Las Vegas
in December, 1966, took action to advise the De-
partment of Health, Education and Welfare that

the present requirements for certification and re-

certification have proven highly objectionable,

unnecessary, and do not contribute to the quality

of medical care; and be it further

RESOLVED, that the American Medical Asso-

ciation be supported in its endeavor to bring

about repeal of those portions of P.L. 89-97 in

which the requirement for physician certification

of medical necessity appears; and be it further

RESOLVED, that the appropriate fiscal inter-

mediaries or hospital organizations be advised that

AMA will be available to assist in the develop-

ment of appropriate amendments to this legisla-

tion. The purpose of this consultation would be

to discuss the complexities of this requirement
and to invite participation in the development of

amendments to the Law which will be profes-

sionally acceptable and administratively work-
able.

The Reference Committee recommended
adoption of Resolution No. 7-67 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 8-67

Direct Billing of Patients by
Hospital-Based Physicians

By: Board of Trustees

WHEREAS, Title XVIII, Part B of P.L. 89-

97 provides two methods by which a physician

may bill his patients— (1) direct billing to the

patient which permits the patient to deal with

the intermediary; (2) acceptance of an assign-

ment from the patient requiring the physician to

deal with the intermediary for the collection of

his account, and

WHEREAS, any physician may select either

method for billing any patient to whom he renders

care under this portion of the Act, and

WHEREAS, the doctor-patient relationship will

best be preserved if the physician bills his patient

directly under Title XVIII, Part B, as well as

the forthcoming program of Title XIX, and

WHEREAS, hospital-based medical specialists

are engaged in the practice of medicine, the fees

for the services of such specialists should not be

merged with hospital charges, and charges for the
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services of such specialists should be established,

billed and collected by the medical specialist in

the same manner as are the fees of other physi-

cians, and
WHEREAS, the Tennessee Medical Association

intends to continue vigorously in its efforts to

prevent inclusion in the future of the professional

services of any practicing physician in the hospi-

tal service portion of any health care legislation,

and
WHEREAS, it is evident that the ethical ques-

tions arising from such relationships or arrang-

ments can be greatly minimized or entirely elimi-

nated through the regular use by every physician

of the procedure of direct billing; now therefore

be it

RESOLVED, that the term “direct billing”

means and is hereby defined as the preparation of

a separate bill for professional services on the

physician’s own letter head (or billhead), ad-
dressed to the patient, or the member of the pa-
tient’s family legally responsible for payment of

such services, and mailed or delivered to the pa-
tient; and be it further

RESOLVED, that the House of Delegates of the

Tennessee Medical Association recommend to the

physicians comprising its membership the use of

direct billing for patients under Title XVIII, Part
B and the proposed Title XIX of P.L. 89-97; and
be it further

RESOLVED, that members of hospital medical
staffs render their support to hospital-based spe-
cialists and assist them in the dissemination of in-

formation to their patients regarding this new
concept of medical practice.

The Reference Committee recommended
adoption of Resolution No. 8-67.

ACTION: ADOPTED

RESOLUTION NO. 9-67

Physician Representation on Governing
Boards of Hospitals

By: Board of Trustees

(Amendments recommended by The Refer-

ence Committee and approved by the House

of Delegates are shown in black-faced

type.)

WHEREAS, recent legislation and rapidly

changing social and economic factors no longer

permit physicians to remain aloof from the active

supervision and responsibility of hospital affaii’s,

and

WHEREAS, a voting interest in hospital affairs

is essential to full expression of the physician’s

obligations and responsibilities, and
WHEREAS, the hospital medical staff is unable

to meet its full obligation in behalf of the interest

of the entire medical community, including both
patients and physicians, in the absence of a

physician as a voting member of the governing

board of a hospital, and
WHEREAS, the experience, training and re-

sponsibility of a physician are eminent qualifica-

tions for membership on the governing board of a

hospital; now therefore be it

RESOLVED, that the Tennessee Medical Asso-
ciation recommends that each hospital should

have adequate physician representation, or at

least one doctor of medicine, on its governing
board who shall be elected by the hospital medi-
cal staff from its own membership; and be it fur-

ther

RESOLVED, that such representation shall take

place, wherever feasible; and be it further

RESOLVED, that the Tennessee Medical Asso-
ciation be recorded as voting to importune and
request the responsible hospital officials to pro-

vide adequate representation by physicians, duly
elected by the medical staff, on the Board of Di-
rectors of each hospital; and be it further

RESOLVED, that the county medical societies

be urged to seek the cooperation of their respec-

tive hospitals to implement this policy.

The Reference Committee recommended
adoption of Resolution No. 9-67 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 10-67

One Fiscal Intermediary to Make All

Physician Payments Under P.L. 89-97

By: Board of Trustees

(An amendment recommended by the Ref-

erence Committee and approved by the

House of Delegates is shown in black-faced

type.)

WHEREAS, payments made to physicians by
more than one fiscal intermediary creates addi-

tional paper work, records and general misun-
derstanding of fiscal intermediary payments to

physicians, and

WHEREAS, more efficient handling and the ex-

pediting of payments to physicians can be done
more quickly and efficiently where only one fiscal

intermediary is involved; now therefore be it

RESOLVED, that the Tennessee Medical Asso-

ciation, through this House of Delegates, go on

record as preferring that one fiscal intermediary

serve for the payments to physicians in the State

of Tennessee, such fiscal intermediary to handle

payments under P.L. 89-97 for all aspects of the

Law under Title XVIII, Part B, and Title II as it

relates to the Crippled Children’s Service and all

payments under the proposed Title XIX of the

Medicare Law; and be it further

RESOLVED, that the appropriate department of

the State Government of Tennessee be urged to

select one and preferably the same intermediary

for all other payments to physicians under Public
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Law 89-97, to handle payments to physicians

under the “buy-in” program of Title XVIII, Part

B, payments for Old Age Assistance (OAA) bene-

ficiaries.

The Reference Committee recommended
adoption of Resolution No. 10-67 as

amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 11-67

Urging Physicians to Take Active Role in

Areawide Planning Activities

By: Board of Trustees

WHEREAS, physicians should be fully informed

about areawide planning and must be assured

that their interest and viewpoints are taken into

account in the development of new plans, and

WHEREAS, the need for proper and adequate

health facility planning is an important method
for providing hospital and related health facilities,

and
WHEREAS, at the same time planning would

prevent expensive duplication of such facili-

ties—the overall objective being the building of

facilities that would operate at the least cost, con-

sistent with quality care, and

WHEREAS, physicians’ decisions largely deter-

mine when and where patients will go to the hos-

pital, how long they will stay there, what accom-

modations the patients will be given, and what
services the patients will receive; now therefore

be it

RESOLVED, that the Tennessee Medical Asso-

ciation and its component medical societies in the

state and individual physicians be encouraged to

demonstrate cooperation and exert leadership in

the formulation and operation of these regional

hospital planning bodies, and be alerted to resist

the enabling legislation which would convert this

from a voluntary to a compulsory system.

The Reference Committee recommended
adoption of Resolution No. 11-67.

ACTION: ADOPTED

RESOLUTION NO. 12-67

Labeling of Prescriptions

By: Board of Trustees

WHEREAS, the Council on Drugs of the Amer-
ican Medical Association has recommended that

all physicians should adopt the policy of labeling

prescriptions, making an exception only when
such disclosure would be detrimental to the wel-

fare of the patient, and

WHEREAS, the Council on Drugs of the Amer-
ican Medical Association has consulted with the

officers of the national pharmacy organizations

and strongly recommends that in the best interest

of the patient, the prescription container, as a

rule, be labeled with the name and strength of

the drug, and
WHEREAS, to implement this recommendation,

the Council on Drugs of the American Medical
Association suggests that the physician use two
sets of prescription blanks, one which is for rou-

tine use and is imprinted with an order to label,

or, he may write the word “label” on his personal

prescription blank, if desired, and
WHEREAS, in emergency situations, such as

accidental poisoning, overdosage, or attempted
suicide, immediate identification of a prescription

drug from the label may be life-saving, and
WHEREAS, the information is invaluable when

the patient changes physicians, moves to another

locality, or contacts the prescribing physician at a

time when his records are not readily available,

and
WHEREAS, the information on the label would

be of value in group practices, allergic individu-

als, and would help to prevent mix-up between
two or more drugs being taken concurrently, or

between medications being taken by different

members of the family, and
WHEREAS, the Council on Drugs of the Amer-

ican Medical Association has recognized that there

are occasions when such labeling is inadvisable

for psychological or other reasons, and that the

physician is the one to make the decision, there-

fore it is believed that the advantages of labeling

outweigh these objections in almost every inci-

dence; now therefore be it

RESOLVED, by the Tennessee Medical Associa-

tion, that insofar as practicable that all Tennessee

physicians should adopt the policy of labeling

prescriptions; and be it further

RESOLVED that the Board of Trustees of TMA
recommends that the action of the Council on

Drugs of the American Medical Association be

endorsed and that this action become the policy of

the Tennessee Medical Association.

The Reference Committee recommended
that action not be taken on Resolution No.

12-67 and that it be referred to the Inter-

professional Liaison Committee for further

evaluation and consultation with state and

local pharmaceutical associations.

ACTION: THE HOUSE APPROVED THE
RECOMMENDATION OF THE REFER-
ENCE COMMITTEE AND REFERRED
RESOLUTION NO. 12-67 TO THE INTER-
PROFESSIONAL LIAISON COMMITTEE.

RESOLUTION NO. 13-67

Commendation to Television Stations in Tennessee

for Televising the Series "Spotlight on Medicine"

By: O. Morse Kochtitzky, M.D., Chairman

Communications & Public Service

Committee

WHEREAS, television stations WDKI-TV in

Jackson, WATE-TV in Knoxville, WLAC-TV in
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Nashville, WRCB-TV in Chattanooga, WJHL-TV
in Johnson City and WREC-TV in Memphis have

cooperated with the Tennessee Medical Associa-

tion and local county medical societies in present-

ing the television series “Spotlight on Medicine”

by donating air time as a public service, and

WHEREAS, the series appeared during such

time periods so as to reach the greatest number of

persons possible in the viewing areas, and

WHEREAS, two hundred and twenty-two phy-

sician members of the Tennessee Medical Asso-

ciation were afforded the opportunity to impart

sound health information on various medical

problems and surgical procedures via a total of

thirty-nine hours of viewing time made available

by the six stations named, and
WHEREAS, these stations have aided consider-

ably in up-grading the public awareness of good

medical standards as well as helping to create a

greater respect for and a better understanding of

medical tradition; now therefore be it

RESOLVED, that the Tennessee Medical Asso-

ciation hereby expresses its gratitude and appre-

ciation to these television stations for the service

each has rendered to the public and to the medi-

cal profession through the presentation of the

television series “Spotlight on Medicine”, and be

it further

RESOLVED, that an individualized copy of this

resolution be forwarded to the respective televi-

sion station.

The Reference Committee recommended
adoption of Resolution No. 13-67.

ACTION: ADOPTED

RESOLUTION NO. 14-67

Compulsory Prescribing of Drugs by
Generic Names

By: Advisory Committee to the

Department of Public Welfare

WHEREAS, it is the duty of every physician to

prescribe precisely that drug for the patient

which he deems in his best judgment to be most
efficacious, and
WHEREAS, ethically the physician is required

to consider both the quality and the cost of the

drugs prescribed, and
WHEREAS, the use of generic terms in pre-

scribing drugs transfers to the pharmacist the pre-

rogative of deciding which brand or quality of

drug is to be used in filling the prescription, and
WHEREAS, the compulsory use of generic

terms in the prescribing of drugs interferes with

the physician’s right to use his own best judgment
in the prescribing of therapy for his patients; now
therefore be it

RESOLVED, that the Tennessee Medical Asso-

ciation oppose any attempt by any governmental
agency to require the use of generic drugs or ge-

neric terms in the prescribing of drugs by the

physicians of Tennessee in their private practice

of medicine.

The Reference Committee recommended
adoption of Resolution No. 14-67.

ACTION: ADOPTED

RESOLUTION NO. 15-67

Physician Supervision of Facilities Providing

Institutional and Medical Care for the

Mentally Retarded

By: Robert P. McBurney, M.D., Memphis

WHEREAS, the population of the State of

Tennessee is increasing and therefore the total

number of mentally retarded individuals requir-

ing institutional care is also increasing, and
WHEREAS, the State of Tennessee is and will

continue to increase the number of facilities for

the care of the mentally retarded, and
WHEREAS, such facilities for the care of the

mentally retarded will inevitably tend to provide

medical care for their mentally retarded inmates;

now therefore be it

RESOLVED, that such facilities providing the

aforesaid institutional and medical care for the

mentally retarded be under the direction and su-

pervision of a qualified and duly licensed M.D.

The Reference Committee recommended
adoption of Resolution No. 15-67.

ACTION: ADOPTED

RESOLUTION NO. 16-67

Signature Requirements on Commitment Papers

for the Mentally III Requiring

Institutional Treatment

By: Robert P. McBurney, M.D., Memphis

WHEREAS, the proper institutional care and
treatment of the mentally ill is the responsibility

of physicians, and
WHEREAS, the identification and diagnosis of

mental illness is likewise the responsibility of

physicians; now therefore be it

RESOLVED, that the laws of the State of

Tennessee remain such as to require and allow

only the signatures of duly licensed medical doc-

tors as examiners on the commitment papers for

the mentally ill requiring institutional treatment.

The Reference Committee recommended
adoption of Resolution No. 16-67.

ACTION: ADOPTED

RESOLUTION NO. 17-67

Revision of Tennessee Criminal Abortion Statute

By: Nashville Academy of Medicine
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Delegation

(An amendment recommended by the Ref-

erence Committee and approved by the

House of Delegates is shown in black-faced

type.)

WHEREAS, the General Assembly for the State

of Tennessee in the year 1883 adopted an act

which remains the law in this state at this time

and which provides:

“T.C.A. 39-301. Criminal Abortion—Penalty.

Every person who shall administer to any

woman pregnant with child, whether such

child be quick or not, any medicine, drug, or

substance whatever, or shall use or employ
any instrument or other means whatever,

with intent to destroy such child, and shall

thereby destroy such child before its birth,

unless the same shall have been done with a

view to preserve the life of the mother, shall

be punished by imprisonment in the peniten-

tiary not less than one (1) nor more than five

(5) years.”, and
WHEREAS, advancements in medical science

have developed since 1883 to a point that recogni-

tion of indications tending to justify the interrup-

tion of pregnancy, other than “with a view to

preserve the life of the mother”, to wit: abnormal
birth, incest and its consequences, mentally re-

tarded parents and its consequences, as well as

others, and
WHEREAS, severe penalties, civil and criminal,

can be imposed if the aforesaid statute remains

unchanged if pregnancy is interrupted except as

provided therein, and
WHEREAS, serious problems have arisen in

many states, though not Tennessee as yet, and
WHEREAS, many medical societies, including

the American Medical Association, are currently

concerning themselves with this problem, and
WHEREAS, the Nashville Obstetrical and Gy-

necological Society at its regular meeting assem-

bled on January 24, 1967, concluded that the sub-

ject matter should be submitted to the House of

Delegates of the Tennessee Medical Association

for consideration and action; now therefore be it

RESOLVED, that the Tennessee Medical Asso-

ciation will study the existing law, explore appar-

ent needs for its revision, and recommend suitable

modifications for consideration by an appropriate

session of the Tennessee General Assembly, in rec-

ognition of advancements in medical science

since the original adoption of the criminal abor-

tion statute in 1883, and be it further

RESOLVED that the Board of Trustees of the

Tennessee Medical Association shall appoint a

committee composed of members of the Tennessee

State Obstetrical and Gynecological Society and
representatives of the Tennessee Academy of

General Practice for assignment to study, recom-

mend and report its findings regarding this stat-

ute and possible revisions of it.

The Reference Committee recommended

adoption of Resolution No. 17-67 as

amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 18-67

Insurance Reimbursement

By: Carl E. Adams, M.D., Delegate

Rutherford County Medical Society

(One amendment which changed a sentence

of the Resolve to a Whereas, as recom-

mended by the Reference Committee, is

shown in black-faced type. A second amend-
ment recommended by the Committee de-

leted words following “clinic or physician’s

office” in the Resolve.)

WHEREAS, the great majority of health insur-

ance policies are written so as to specifically ex-

clude payments for many services rendered in a

physician’s office or clinic but will pay for these

same services when rendered in the emergency

room or on an outpatient basis in a hospital; thus

serving as an inducement to patients to seek these

services at the hospital facility, and

WHEREAS, for the most part hospital emer-

gency facilities are constructed and operated for

the care of emergency conditions and do not have

the personnel or facilities for caring for a large

non-emergency group, and
WHEREAS, the infringment of this non-

emergency group of patients creates an overload

and leads to crowded conditions to the extent that

the emergency group of patients may not receive

the optimal care and immediate attention that is

often times desirable, and
WHEREAS, it is held that the health insurance

policies should provide benefits for a service ren-

dered and should not so specify that this service

must be rendered at some specific place, as the

hospital, in order for the benefits to be collecta-

ble; and
WHEREAS, this might conceivably lead to

fewer and shorter hospitalizations; now therefore

be it

RESOLVED that steps be taken to encourage

and negotiate with the health insurance compa-

nies to provide to the policyholder a policy cover-

ing services rendered regardless of where ren-

dered as regards, hospital, emergency room, clinic

or physician’s office.

The Reference Committee recommended
adoption of Resolution No. 18-67 as

amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 19-67

Endorsement of Alvin J. Ingram, M.D., for

Election to a Second Term as Trustee of the



620 ABSTRACT OF THE PROCEEDINGS OF THE HOUSE OF DELEGATES June, 1967

American Medical Association

By: Memphis-Shelby County Delegation

WHEREAS, Alvin J. Ingram, M.D., Memphis,
has served with distinction for the past three

years as a member of the Board of Trustees of

the American Medical Association, and in June,

will be eligible for re-election to a second term,

and

WHEREAS, Dr. Ingram’s service has equipped

him with a depth of knowledge about important

issues faced by medicine as the result of his ex-

perience, contacts, assignments and wide acquain-

tances, and

WHEREAS, his experience and assignments

have included: service on the original AMA
Speakers Bureau; several important Reference

Committees of the House of Delegates; service on

the Gundersen Committee to review the organiza-

tion of the AMA House of Delegates; service pres-

ently as a member of the “Health Manpower
Committee” and the Board of Trustees’ Commit-
tee on Planning and Development; service on the

Board Committee to study the reorganization of

the Board; serves as Chairman of a Review Com-
mittee which has made studies and recommenda-
tions to the Council on Drugs, Food and Nutrition,

Postgraduate Assembly, Continuing Medical Edu-
cation; and is completing a year as Chairman of

the Board’s Nominating Committee, and

WHEREAS, Dr. Ingram has attended every ses-

sion of the Board of Trustees and has generously

contributed of his time, talents, abilities and in-

terest to medicine and the business of the Ameri-
can Medical Association, and

WHEREAS, Dr. Ingram is the first Tennessee
physician to serve as an elected member of the

AMA Board, and has conducted himself in a

manner which reflects great credit upon the

Tennessee Medical Association and justifies the

high esteem and confidence in which he is held by
the physicians of Tennessee and of this Nation;

now therefore be it

RESOLVED, that the House of Delegates of the

Tennessee Medical Association, representing the

physicians of this State, express grateful appre-

ciation to Dr. Ingram for his service and leader-

ship as a member of the AMA Board; and be it

further

RESOLVED, that he be unanimously endorsed
and strongly supported by this Association for

election to a second term on the Board and be it

further

RESOLVED, that a copy of this resolution be

forwarded to all delegates to the House of Dele-

gates of the American Medical Association, urging

their support of Dr. Ingram for a second term as

a member of the Board of Trustees of the

American Medical Association.

The Reference Committee recommended
adoption of Resolution No, 19-67.

ACTION: ADOPTED

RESOLUTION NO. 20-67

Retention of Career Physicians in the

Armed Forces

By: Memphis and Shelby County
Delegation

(Amendments recommended by the Refer-

ence Committee and approved by the House

of Delegates are shown in black-faced

type.)

WHEREAS, the quality of medical care in the

Armed Services is the interest and responsibility

of every American, and

WHEREAS, providing quality medical care in

the Armed Services requires a corps of physicians

specially qualified and trained, both militarily and
medically, and
WHEREAS, attracting and maintaining such ca-

reer medical officers in the Armed Services is at

this time both difficult and critical, due in large

measure to ( 1 ) marked disparity between civilian

income opportunities and present military pay
standards, and (2) limited number of available

appointments to Colonel/Captain and General/

Admiral ranks in the regular Medical Corps; now
therefore be it

RESOLVED that this is l’ecognized as an

immediate and urgent problem by the Tennessee

Medical Association; and be it further

RESOLVED, that this resolution be introduced

to the House of Delegates of the American Med-
ical Association with the request that its Council

on National Security and its Committee on Health

Manpower give immediate study to the problem
for the purpose of establishing a prompt, effective,

and continuing solution; and be it further

RESOLVED, that the Board of Trustees of the

American Medical Association be urged to ex-

ercise all reasonable influence and authority to-

ward the accomplishment of this objective.

The Reference Committee recommended
adoption of Resolution No. 20-67 as

amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 21-67

Medico-Legal Liaison Committee

By: B. G. Mitchell, M.D.

(Amendments recommended by the Refer-

ence Committee and approved by the House

of Delegates are shown in black-faced

type.)

WHEREAS, attorneys and physicians in the

State of Tennessee have enjojred an interprofes-

sional relationship of the highest order, and



June, 1967 ABSTRACT OF THE PROCEEDINGS OF THE HOUSE OF DELEGATES 621

WHEREAS, testimony of physicians in med-
ical-legal matters either in court or by deposition

has in the past been obtained in a cooperative

spirit on the part of both professions without the

need of a subpoena, and

WHEREAS, a breakdown in communications

between the two professions along with a lack of

cooperation and understanding in isolated in-

stances has now produced problems of a mag-
nitude sufficient to affect this voluntary system;

now therefore be it

RESOLVED, that the House of Delegates of the

Tennessee Medical Association does hereby re-

quest each component county medical society to

establish or reactivate a medico-legal liaison

committee whose prime function would be ori-

entation of the membership as to individual re-

sponsibility, and to serve as intermediary in any
dispute involving the two professions; and be it

further

RESOLVED, that the Interprofessional Liaison

Committee of the Tennessee Medical Association

continue its effort to coordinate the activities of

the two professions at the state level.

The Reference Committee recommended
adoption of Resolution No. 21-67 as

amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 22-67

Three-Day Hospitalization Provisions

Under P.L. 89-97

By: John O. Williams, M.D., Delegate

Maury County Medical Society

(Amendments recommended by the Refer-

ence Committee and approved by the House

of Delegates are shown in black-faced

type.)

WHEREAS, under Title XVIII, P.L. 89-97,

there is a provision that three days of hospitaliza-

tion are required for diagnosis prior to a patient’s

being transferred to an extended medical care

facility, and

WHEREAS, most patients already in nursing

homes are there for domiciliary care and not ex-

tended medical care, and

WHEREAS, hospitals in our State are already

over-burdened with the increased patient load

caused by the implementation of Title XVIII; now
therefore be it

RESOLVED, that the Tennessee Medical As-

sociation encourages all of its members to abide

by the Law in that patients will not be trans-

ferred from nursing homes to hospitals and then

returned to an extended care facility purely to at-

tempt to meet the requirements of the Law when
the patient’s only need is domiciliary care.

The Reference Committee recommended

adoption of Resolution No. 22-67 as

amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 23-67

University of Tennessee College of Medicine

By: Memphis and Shelby County
Delegation

WHEREAS, The University of Tennessee Col-

lege of Medicine is to be revisited by the ac-

creditation body in 1969, and
WHEREAS, its educational program has been

the subject of criticism by the accreditation body
in the past, and
WHEREAS, the accreditation body has com-

mended recent progress by the Medical College

but strongly urges fui'ther improvements in its

educational program, and
WHEREAS, the standing of the State’s Medical

College is vital to the health of the people of

Tennessee, and
WHEREAS, the TMA passed a resolution at its

1966 meeting strongly urging adequate support of

the College of Medicine; now therefore be it

RESOLVED, that the House of Delegates of

the TMA reaffirm its concern for the welfare of

the College of Medicine and emphasize its 1966

stand with respect to support of said college; and
be it further

RESOLVED, that a copy of this resolution be

forwarded to the Governor of the State of

Tennessee, the Vice-Chairman of the Board of

Trustees of the University of Tennessee, and the

President of the University of Tennessee.

The Reference Committee recommended
adoption of Resolution No. 23-67.

ACTION: ADOPTED

RESOLUTION NO. 24-67

Support of Diploma Schools of Nursing

By: Chattanooga-Hamilton County
Delegation

(Amendments recommended by the Refer-

ence Committee and approved by the House

of Delegates are shown in black-faced

type.)

WHEREAS, the majority of nurses employed by

our hospitals come from Hospital Diploma Pro-

grams, and the diploma school graduate has dem-

onstrated her ability to render the best possible

care to the sick which is the primary aim of nurs-

ing education, and

WHEREAS, the Surgeon General’s consultant

group on nursing finds a need for approximately

850,000 professional nurses by 1970, and to reach
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this goal schools of nursing must produce 53,000

graduates per year, by 1969, and they estimate

our need for diploma school graduates to be

40,000, an increase of 13,722 over the past year,

and

WHEREAS, there were 821 Diploma School Pro-

grams as of October 15, 1966, this being 53 less

than on October 15, 1963, and an additional 59

schools have notified the National League for

Nursing that they will be closing their programs

by 1968, and

WHEREAS, there were 563 fewer nurses

graduated in 1964-65 than the previous year from

all three basic nursing programs (Baccalaureate,

Diploma, and Associate Degree), and several

hospitals in Tennessee have been forced recently

to close parts of their hospital due to lack of

nursing personnel, and

WHEREAS, the demand for the diploma grad-

uate continues to exceed the supply and probably

will for the foreseeable future, and the Diploma

School Programs in nursing will be essential to

provide the nursing needs of our people for the

next several years, and

WHEREAS, the trend seems to be nationally

and supported by the Tennessee Nurses’ As-

sociation to phase out the diploma schools of

nursing during the next few years and transfer

all nursing education to institutions of higher

learning, and the Tennessee Nurses Association

recommends that no new hospital diploma pro-

grams in nursing be established in Tennessee;

now therefore be it

RESOLVED, that the Tennessee Medical As-

sociation affirms its support of all nursing ed-

ucation programs in Tennessee including

Baccalaui'eate, Diploma, Associate Degree and
practical nurse education programs; and be it fur-

ther

RESOLVED, that the Tennessee Medical As-
sociation acknowledge the great contribution

being made to our communities in the care of the

sick by the hospitals that carry on diploma

schools of nursing education, and that these

institutions be commended by our Association and
urged to continue their schools and increase their

enrollment to the fullest extent, always giving an

individual the choice of the type of nursing ed-

ucation which he or she desires; and be it further

RESOLVED, that a copy of this resolution be

presented to the AMA House of Delegates in its

annual meeting for consideration so that the

transfer of all nursing education to institutions of

higher learning will be more gradual and will not

contribute to an even greater crisis in the supply

of available nurses.

The Reference Committee recommended
adoption of Resolution No. 24-67 as

amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 25-67

Payment of Medicare Benefits for

Physicians' Services

By; A. Roy Tyrer, Jr., M.D.

WHEREAS, there has existed confusion, an-

noyance, and frustration on the paid of all parties

regarding the payment of Medicare benefits for

physicians’ services under Public Law 89-97, since

the law prohibits assignment of benefit without

concurrent agreement on the part of the physician

to accept blindly, in advance, as payment in full,

whatever payment, less deductibles, is deemed
appropriate by the fiscal intermediary, acting as

agent for the government, yet

WHEREAS, in the everyday practice of med-
icine, it is commonplace, routine, and customary

to have patients assign prepaid insurance benefits

to their physicians for medical services rendered,

which payment arrangement by experience and
custom is understood and generally accepted, and

has proven practical to all parties, including the

insured, the insuror, and provider of services, and
WHEREAS, this payment arrangment has no

relationship with the fee charged, or has any di-

rect or indirect bearing on the fee, which is es-

tablished solely on the basis of the medical ser-

vice rendered, and
WHEREAS, any patient or third party dis-

satisfied with a professional fee has the right and
privilege to request its review by a Grievance

Committee of the Local or State Medical Society;

now therefore be it

RESOLVED, that payment of Medicare benefits

for physicians’ services constitute no difference

from benefit payments of prepaid medical insur-

ance, and should be paid in the simplest manner
possible, including the assignment of benefits if

this method be chosen; and be it further

RESOLVED, there should exist no x'elationship

of any type between the assignment of Medicare

benefits and the medical fee charged; and be it

further

RESOLVED, that the American Medical As-

sociation take immediate steps through its Ad-
visory Committee to the Department of HE&W,
and its Council on Legislative Activities to seek

amendment to Public Law 89-97 so that this ex-

isting deprivation with its attendant frustration

and confusion can be corrected; and be it further

RESOLVED, that the Board of Trustees of the

American Medical Association exercise all pos-

sible influence and authority toward ac-

complishing the objective of this resolution.

The Reference Committee recommended
the following substitute resolution.

SUBSTITUTE RESOLUTION NO. 25-67

WHEREAS, there has existed confusion, an-

noyance, and frustration on the part of all parties
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regarding the payment of Medicare benefits for

physicians’ services under Public Law 89-97, since

the law prohibits assignment of benefit without

concurrent agreement on the part of the physician

to accept blindly, in advance, as payment in full,

whatever payment, less deductibles, is deemed a

reasonable charge by the fiscal intermediary, act-

ing as agent for the government, yet

WHEREAS, in the everyday practice of med-
icine, it is commonplace, routine, and customary to

have patients assign prepaid insurance benefits to

their physicians for medical services rendered,

which payment arrangement by experience and
custom is understood and generally accepted, and
has proven practical to all parties, including the

insured, the insuror, and provider of services, and

WHEREAS, this payment arrangment has no
relationship with the fee charged, or has any di-

rect or indirect bearing on the fee, which is es-

tablished solely on the basis of the medical ser-

vice rendered, and

WHEREAS, any patient or third party dis-

satisfied with a professional fee has the right and
privilege to request its review by a Mediation

Committee of the Local or State Medical Society;

now therefore be it

RESOLVED, that payment of Medicare benefits

for physicians’ services constitute no difference

from benefit payments of prepaid medical insur-

ance, and should be paid in the simplest manner
possible, and be it further

RESOLVED, that the present assignment

arrangment for Medicare benefits is completely

unacceptable to the medical profession, and be it

further

RESOLVED, there should exist no relationship

of any type between the assignment of Medicare

benefits and the medical fee charged, and be it

further

RESOLVED, that utilization of the assignment

mechanism for reimbursement of physician ser-

vices as it is commonly and regularly utilized

under prepaid insurance plans should be available

for Medicare benefits, and be it further

RESOLVED, that the American Medical As-

sociation take immediate steps through its Ad-

visory Committee to the Department of HE&W,
and its Council on Legislative Activities to seek

amendment to Public Law 89-97 so that this ex-

isting condition be corrected, and be it further

RESOLVED, that the Board of Trustees of the

American Medical Association exercise all pos-

sible influence and authority toward accomplish-

ing the objective of this resolution.

ACTION: THE HOUSE OF DELEGATES
DID NOT ADOPT THE SUBSTITUTE
RESOLUTION AS RECOMMENDED BY
THE REFERENCE COMMITTEE AND TA-

BLED THE ORIGINAL RESOLUTION NO.
25-67.

RESOLUTION NO. 26-67

Political and Socio-Economic Education in

Undergraduate and Postgraduate
Medical Education

By: Board of Trustees

(An additional resolve recommended by the

Reference Committee is shown in black-

faced type.)

WHEREAS, political education is essential to an
understanding of and participation in the elective

and legislative processes, and
WHEREAS, the survival of our free enterprise

economic system and of our free enterprise sys-

tem of medical practice in particular, is de-

pendent on an effective understanding of the

elective and legislative processes which char-

acterize our political heritage and our system of

governing, and
WHEREAS, political education is not a part of

the curriculum in medical education today; now
therefore be it

RESOLVED, that the Board of Trustees of

AMA designate knowledgeable members or elect-

ed officials to visit the entire student body of each

medical school in the United States; and be it

further

RESOLVED, that these individuals discuss

AMA perspectives as they relate to the socio-

economic aspects of medical practice and the po-

litical milieu which nurtures our free enterprise

system of medical practice; and be it further

RESOLVED, that the AMA Board of Trustees,

or other appropriate group within AMA, study

the feasibility of creating a mechanism by way of

which AMA perspectives on socio-economic mat-
ters and political education, as they pertain to

medical practice, can be presented on a contin-

uing basis to medical student groups and other

student groups as the opportunity permits; and be

it further

RESOLVED, that the TMA delegation be re-

quested to introduce a similar resolution at the

annual session of the AMA in June, 1967.

The Reference Committee recommended
adoption of Resolution No. 26-67 as

amended.

ACTION: ADOPTED AS AMENDED
The Reference Committee recommended

adoption of the report of the Reference

Committee on Resolutions.

ACTION: THE HOUSE ACCEPTED THE
REPORT OF THE COMMITTEE.

REPORTS OF OFFICERS
Report of the President

G. Baker Hubbard, M.D.

“As one concludes a year as President of this

organization, its members have come to expect a
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report of his stewardship. A politician would give

a report of the ‘State of the Union’. A candidate

‘points with pride’ or ‘views with alarm’.

However, one who has completed all these has a

little more liberty, and I hope I can be a little

more objective than the candidate or politician.

“It has been a privilege and a pleasure to serve

as your President during the past twelve months.

It has been the most rewarding experience of my
life. I am proud to stand before you today and

state to the hand-wringing prophets of gloom and

doom that never has our Association been strong-

er—never has our Association been more involved

in issues—never has our Association displayed

more leadership on both a state and national lev-

el—never have so many of our Officers, Counci-

lors, Committees, AMA Delegates and county

society leaders worked so hard. The scope of

medical association responsibility, activity and in-

fluence is almost beyond comprehension. It is not

until one becomes involved in the work of med-
icine that its true accomplishments, as well as the

benefits it provides to the profession and to the

public, become readily apparent.”

Pointing out that in 1967, the Tennessee

Medical Association became eligible for a

fourth AMA Delegate, Dr. Hubbard urged

that serious consideration be given to the

qualifications that these representatives

should possess. He stated that these quali-

fications should include an understanding of

the basic principles of organized medicine,

knowledge of the problems, actions, policies

and intent of the members of the TMA, and

an ability to express himself forcefully in

an understandable and explicit manner.

Dr. Hubbard’s review of his activities re-

vealed that a considerable amount of time

had been spent in trying to improve and

maintain rapport with other professional

people and organizations, and intensive

efforts had been made to improve relations

and medicine’s image with Legislators in

the Tennessee General Assembly and in the

U. S. Congress.

As required of the titular head of the As-

sociation, Dr. Hubbard spoke before many
of the county medical societies, ancillary

and para-medical organizations; attended

innumerable state, regional and national

meetings; and participated in frequent

meetings to discuss Title XVIII and Title

XIV under P.L. 89-97. He stated that meet-

ings had been held with representatives of

every facet of government agencies, includ-

ing advisory committees, counseling firms,

the Governor, and the Commissioners of the

various state departments.

The President emphasized his belief that

the medical profession must assert itself

strongly as the authority and leader in all

matters relating to health.

“We cannot keep our heads in the sand and ig-

nore the socio-economic changes that have taken

place in our Country over the past ten years

—

changes that have already affected the practice of

medicine and which could, in the future, alter our

established traditions and concepts even more
drastically. We must be astute enough to recog-

nize the obvious—and the not so obvious—threats

to our profession. And we must be courageous

and firm in our efforts to thwart those threats.”

“We are truly in a socio-economic revolution.

Comprehensive health care is a phrase that has

become so popular that anyone who is developing

a program always entitles it ‘comprehensive

health care’. This word comprehensive means all

inclusive, thorough, without limitation, and this is

especially true when applied to health care. We
are moving rapidly on the path to total health

care by the federal government.

“Our hope lies in physicians being fully in-

formed and to actively participate in planning

and stressing the voluntary aspects of community
health facilities, urging physicians to exert lead-

ership in the formation and operation of the re-

gional hospital planning bodies and to be alerted

to fight enabling legislation which would convert

this from a voluntary to a compulsory system.

Through the Tennessee Medical Association, we
still can freely express our views. Let’s preserve

our freedom. Let not apathy prevail among any
of us but each one work his hardest to maintain

those principles that we know are right to have
the outstanding and best medical care in the

world in Tennessee and in the United States.

What does the future hold for physicians and
their pi'ofessional organizations? Unlimited

opportunities to build a new tomorrow for

American medicine.”

THE REFERENCE COMMITTEE on Reports of Officers, J. J.

Range, M.D., Chairman, commented on the report: "A report

of a dedicated physician is given outlining his activities on

behalf of the Tennessee Medical Association. This covered all

facets of state and part of national medicine. He is par-

ticularly interested in our fourth AMA delegate. His insight

into the necessity of our exerting major leadership in all

phases of medicine is a striking thought. His analysis of

governmental medicine shows our need to take the lead in

helping formulate enabling legislation to these Acts. He
recognizes our Country's socio-economic revolution and
speaks of its implications. He acknowledges the help of his

fellow members and the administrative staff of TMA."
THE HOUSE accepted the report

Report of the Secretary

Robert M. Finks, M.D.

As a member of the Board of Trustees,

the Secretary met with the Board in its reg-
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ular meetings and participated in the deter-

minations and policy decisions of the Board.

In addition, the Secretary frequently repre-

sented the Association in special meetings

and discussions with related medical organ-

izations.

A detailed report was not presented since

the Secretary of the Association is prima-

rily a constitutional officer and his duties

are commonly associated with the office of

secretary in similar organizations. Other

than signing official documents, his duties

are mainly administered by the Executive

Director and the headquarters staff.

THE REFERENCE COMMITTEE on Reports of Officers rec-

ommended acceptance of the report as presented.

THE HOUSE accepted the report.

Report of the Board of Trustees

John C. Burch, M.D., Chairman

The Board of Trustees held four regular

meetings in April, July and October, 1966,

and in January, 1967. Since it is necessary

for the Trustees to have a thorough knowl-

edge of the actions and policies adopted by
the American Medical Association, the

Chairman of the AMA Delegation, as well

as the AMA field representative for Tennes-

see, were invited to attend all meetings.

Minutes of the meetings were abstracted

and published in the JOURNAL in the ear-

liest issue available following each meeting.

The report of the Chairman outlined actions

and decisions of the Board during the year:

—Appointed the personnel of all standing and
special committees; members of the Board of

Directors of IMPACT; recommended apointments

to the Board of Directors of TMA’s Student Ed-
ucation Fund; selected delegates from the three

grand divisions of the State to compose the 1967

Nominating Committee; and directed that a mem-
ber of the Board attend each of the Reference

Committee meetings of the House of Delegates.

—Established a Committee on Governmental
Medical Services to deal with the overall facets of

all state and federal health care programs.

—Followed the activities of all committees during

the year. Committee chairmen frequently ap-

peared to request directives and, in some in-

stances, funds for proposed programs. Written re-

ports were also received and evaluated on
completed programs and activities.

—Considered the year’s financial audit and
quartei’lv financial statements. Approved the

budget for 1967. Allocated funds for I'eim-

bursement of travel expenses to physicians

volunteering their services in the First Aid Sta-

tion established in the Capitol during the legisla-

tive sessions. Approved employment of Mr. Jerry
Flippin of Milan, Tennessee, to assist TMA during
this session of the Legislature. Approved funds
for meetings to be held over the state with
legislators pi'ior to the General Assembly.
Approved a loan of $17,000 to the TMA Student
Education Fund. Established a headquarters
building fund; approved expenditures for repairs

to the headquarters building; and authorized the

expenditure of funds to revise the method of

keeping the TMA membership records.

—Approved an amendment to the Constitution to

remove the present restrictions on the investment

of TMA funds and bring the Constitution into

conformity with the State Laws for all general

welfare corporations.

—Approved the format for the 1967 annual meet-
ing program, as developed by the Committee on
Scientific Work. Recommended and approved the

general scientific and socio-economic sessions to

be presented by the TMA.
—Approved resolutions for presentation and
consideration by the House of Delegates stating

and reiterating TMA’s policies on Public Law
89-97; physician representation on governing

boards of hospitals; nominations to the Tennessee

Hospital Service Association Board of Directors;

method of selecting a fourth delegate to AMA;
and recommending that insofar as practicable the

physicians of Tennessee adopt the policy of la-

beling prescriptions.

—Selected five physicians to be appointed to the

Medical Advisory Committee of the State for

Title XIX. Endorsed the principle of individual

responsibility in selection of the method of billing

patients under Public Law 89-97. Recommended
that TMA members be urged to study carefully

the mechanisms available for compensating phy-

sicians and encouraged insofar as possible to ad-

vocate direct billing and not elect to employ the

assignment method unless it is found to be most

feasible to do so.

—Heard a report from the Chairman of the Board

of Directors of IMPACT on its activities and ac-

complishments in 1966.—Accepted a report from
the Acting Chairman of the Council re progress

being made in resolving the problem of corporate

practice of medicine in Tennessee.

In concluding his report, the Chairman

emphasized the need for physicians to stand

in support of their traditions and ethics in

growing unity, and commended the Officers,

Board of Trustees, Council, AMA Delega-

tion, Committee Members, and others who
devoted their time, efforts and talents to the

complex responsibilities of the Tennessee

Medical Association during the year.

THE REFERENCE COMMITTEE on Reports of Officers, J. J.

Range, M.D., Chairman, commented on the report: "The

Chairman gave a detailed report of the activities of the

Board during the year. He dwelled on the progress made
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in concluding the corporate practice of medicine, however,

it was brought out in the Reference Committee meeting that

this is mainly true of the radiologists, anethesiologists, and

physiatrists, but not nearly so of the pathologists. He

treated in similar fashion to the President, the question of a

fourth AMA delegate and all that this entails."

THE HOUSE accepted the report.

TENNESSEE MEDICAL ASSOCIATION
Nashville, Tennessee

OPERATING STATEMENT
Year Ended December 31, 1966

(Consolidated Financial Statement—January 1-

December 31, 1966)

Report of the Treasurer
INCOME

1966 1965

John C. Burch, M.D.

Control of present financial resources, as

well as anticipation of future needs is the

responsibility of the Board of Trustees.

The Association operates its fiscal affairs on

a budget system, the budget being annually

approved in the October meeting of the

Board, and becomes effective on the first

day of the following calendar year.

The Treasurer reported that the budget

for 1966 was exceeded, however it was
known in advance that a deficit would occur

and it was met with reserves. The budget

for the year 1967 is $213,900.00. Anticipated

income from all sources is $213,900.00.

The customary examination of the Asso-

ciation’s accounts as of December 31, 1966

was made by Grannis, Jones, Bond, Young
& Foust, certified public accountants of

Nashville.

The following is a consolidated financial

operating statement for 1966 with a compar-

ison to 1965.

Report of the Council

John H. Saffold, M.D., Acting Chairman

The annual reports from County Societies

revealed very few individual violations of

medical ethics. The most significant one in-

volved improper relationship between a

practicing physician and an osteopath. It

was the opinion of the Council that a proper

approach in establishing relationships with

practicing osteopaths should be based on in-

vestigation of individuals; that these indi-

viduals must, first, on the basis of their rec-

ords and activities, be practicing scientific

and not cult medicine; and second, must be

conforming in every respect to the Code of

Ethics of the AMA in order to warrant an

ethical relationship with practicing doctors

of medicine; and that these two tests should

be established as a trial or a probation pe-

riod of agreement between the County

Exhibits and Annual
Meeting $ 9,505.00 $ 8,113.00

TMA Dues 115,565.00 114,720.00

Journal Advertising 30,918.93 23,129.03

Investment Income 10,525.12 9,155.65

Miscellaneous Income 3,821.11
-

5,017.93

TOTAL $170,335.16 $160,135.61

DISBURSEMENTS
AMA Delegates $ 3,717.42 $ 4,324.68

Annual Meeting 12,167.72 13,480.89

Attorney and Auditing

Board of Trustees

—

7,700.00 5,150.00

Committees—Council 5,814.63 4,275.92

Headquarters Building 4,164.82 4,130.21

Journal TMA
Journal Overhead

42,507.57 33,618.91

Allocated ( 10,122.38) ( 9,057.25)

Legislative Expense
Postage—Printing

—

4,545.55 9,193.03

Supplies 6,346.74 5,452.06

Payroll and Property Tax 2,661.50 2,610.33

Telephone & Telegraph 2,972.93 3,413.70

Staff Salaries 58,134.26 51,985.02

Staff Travel 5,843.66 4,850.64

IMPACT
Education Campaign

1,000.00 1,000.00

(Eldercare)

Conferences—Officers,

Rural Health, Mental

7,034.77

Health, Medicare 4,480.25 640.97

Student Education Fund 17,000.00 —
TV Health Presentations

Miscellaneous and Other

2,795.82 437.46

Expenses 13,102.29 4,806.07

Excess of Income
$184,832.78 $147,347.41

over Expenses ( 14,497.62) 12,788.20

BALANCE SHEET
December 31, 1966

ASSETS 1966 1965

Current Assets

Reserves (Savings, In-
$ 70,283.47 $ 91,456.66

vestments & Bonds)
Fixed Assets (Land,

Headquarters Building

225,456.59 216,240.09

& Equipment)
Liabilities (Accrued

70,871.65 72,762.82

Payroll Taxes) 1,536.35 886.59

THE REFERENCE COMMITTEE on Reports of Officers rec-

omended the acceptance of the report as submitted.

THE HOUSE accepted the report.
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Medical Society and the individual osteo-

path.

The report outlined the progress made to-

ward conclusion of the corporate practice of

medicine. The Chairman stated that on

February 1st, the Tennessee Hospital Ser-

vice Association began paying radiologists

by direct billing which in the opinion of the

Council removed the last real obstacle to

the implementation of the directive of the

1965 House of Delegates as it pertained to

radiologists.

The Council, in December, 1966, in an

effort to assist compliance by the patholo-

gists took action to establish as minimal
ethical standards that the pathologists will

bill the patient directly for such services as

the pathologist himself provides—namely,

pathology, frozen sections, out-patient labo-

ratory work, bone marrow studies, and such

special laboratory and pathological exami-

nations as may require his direct involve-

ment. It will be acceptable that certain

other arrangements such as salaries or per-

centages may be made with the hospital for

the supervision of the clinical laboratory,

training and supervision of personnel. It is

to be understood that this is a minimal ac-

ceptable standard and that those patholo-

gists who wish to go further in the matter

of separate billing are to have complete

support of the TMA and the Council in such

arrangements as they work out above and

beyond this minimum.
The Council believes that ethical stand-

ards have been established for hospital-

based specialists; that the major obstacles

to conclusion have been removed; and that

this should now become a matter primarily

for attention as an ethical problem for the

appropriate committees or the Judicial

Councils at the county level with the Coun-

cil of TMA maintaining attention and ad-

vice in this area.

Other problems of ethics will demand
constant attention and action by the Coun-
cil.

“Reassessment, re-evaluation, and recommit-
ment to our standard of ethics throughout med-
icine in this state is essential to the welfare of the

Tennessee Medical Association, of all physicians

in this state, and to the interest of the public

which depends for its welfare upon our per-

formance. Ethics may well be the sole and
unique component of the organization of medicine

today which can make for medicine a great im-
pact in today’s society. It is essential that our
ethical standards must be maintained.”

THE REFERENCE COMMITTEE on Reports of Officers, J. J.

Range, M.D., Chairman, commented on the report: The spe-

cial problems of the Council were reviewed. Some of these

were: Relations of physicians with osteopaths. Again, the

corporate practice of medicine was thoroughly outlined and
again it was pointed out that the only stumbling block now
to conclusion is the individual physician taking the initiative

to step out into separate billing. In the Reference Committee
meeting, it was again pointed out that as yet, most of the

pathologists had not complied with the directives of the

House of Delegates. This group will be helped further.

Minimum standards of compliance were outlined."

THE HOUSE accepted the report.

Report of Executive Director

J. E. Ballentine

It was the intent in the report of the Ex-
ecutive Director to present a comprehensive
picture of the activities conducted by the

Tennessee Medical Association during the

past year. The report outlined the specific

business of the Association, described the

various activities and projects in which
TMA was engaged, and listed the major ac-

complishments achieved since the 1966

meeting of the House of Delegates.

The Executive Director and the head-

quarters staff are vitally involved in every

phase of the Association’s activities.

Regardless of the accomplishments of the

Association during the year, it was under-

standably overshadowed by one of the most
far-reaching events in the history of the na-

tion—namely, the implementation of Medi-

care. As the result of this new program,

medicine had to adjust to new problems,

new regulations and new procedures.

The report pointed out that the Tennessee

Medical Association is an expanding organi-

zation with many projects and pro-

grams—the range of its interest is a con-

stantly growing process—it is acting and

reacting in many ways to the socio-

economic development, changing laws, fed-

eral programs, legislative issues and

changes in the environment of medicine.

The 1966 House of Delegates, the Board of

Trustees, the Council and Committees of

the Association took action on more than

150 separate matters that required definite

implementation and staff processing during

the past year.

TMA pursues a multitude of activities
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with a budget of $213,900.00 for the fiscal

year 1967—it employs eight full-time staff

persons and nearly 3,200 physicians are in-

cluded on its membership roster. TMA is

involved in health programs on the state

and national level, as well as other health

and welfare activities in Tennessee.

Under the heading of Major Activities,

the report of the Executive Director re-

vealed eighteen major activities and accom-

plishments for the year. In addition, the

executive staff had administrative responsi-

bility for the publication of a 72 to 100 page

per month Journal; the organization, pro-

motion and management of several state-

wide conferences each year, in addition to

the annual meeting; the representation of

the Association to an infinite variety of or-

ganizations and individuals in relationship

to an infinite variety of problems; the pro-

cessing and handling of a tremendous vol-

ume of daily correspondence, telephone and

personal inquiries directed to the headquar-

ters office; field work involving travel

throughout the state and an ever-increasing

requirement for out-of-state travel to re-

gional and national conferences; liaison

with all departments of the American Medi-

cal Association and other medical groups;

personnel management, building mainte-

nance and countless other administrative

duties; and innumerable services to physi-

cian members.
Administration: The responsibility of the

Executive Director and the TMA staff is as

broad as the interest of the Association.

The staff is required to carry out with maxi-

mum effectiveness many of the programs

inaugurated by the House of Delegates,

Board of Trustees, officers and the Associa-

tion’s committees.

Included as an addendum with the report

was a staff organizational chart together

with a descriptive outline of staff assign-

ments and responsibilities.

Implementing: Business activities,

finance, correspondence, records and re-

search, planning, preparation and producing

of materials are requirements of the head-

quarters staff. Legislation on the state and

national level required much executive and

committee time. The Association’s field

service activities were stepped up during

the year. The “Spotlight on Medicine” TV

programs required considerable field work
in the development of this activity. The
entire area of cost and expenditures is im-

portant. The Executive Director receives

and disburses all funds, subject to approval

of the Treasurer; arranges for the annual

audit; prepares quarterly financial state-

ments for the Board of Trustees; and

monthly statements are submitted to the

Treasurer.

TMA MEMBERSHIP REPORT
As of January 1, 1967

1966 1965 1964

Regular Dues Paying Members 2908 2880 2838

Veteran Members 211 199 200

Associate Members 48 51 52

TOTAL 3167 3130 3090

Deaths 56 53 60

AMA Members from Tennessee Medical Asso-

ciation:

Dues Paying 2786

Dues Exempt 246

TOTAL ACTIVE 3032

Associate 46

TOTAL MEMBERS 3078

Future Needs: The report contained three

recommendations dealing with communica-
tion between physicians and their patients.

In the years ahead, to cope successfully

with government, physicians will be forced

to rely more and more on their professional

associations.

The report pointed out the increasing

workload of the Association. The head-

quarters staff must be of a size which can

assimilate new activities and assignments

and handle them with skill. There is no

room for an inefficient organizational struc-

ture to handle peak loads of activity and re-

main inactive during slack periods. The

staff of eight full-time persons appears to be

of a size where new or larger programs can-

not be undertaken without additional per-

sonnel.

The report concluded with appreciation

expressed to the Officers, Board of Trustees,

Committees and hard-working physicians

for their assistance in carrying out the work

of the Tennessee Medical Association.

THE REFERENCE COMMITTEE on Reports of Officers, J. J.

Range, M.D., Chairman, commented on the report: "Mr. Bal-

lentine's report shows that this Association is enlarging at

a considerable rate and is far more encompassing in its

scope. He is great in his praise of those who work with
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him and his detail of the work done is enlightening to all

of us."

THE HOUSE accepted the report.

REPORTS OF STANDING COMMITTEES

Report of Committee on Scientific Work
and Editor of the Journal

R. H. Kampmeier, M.D.

The Editor called attention to the change
in the format of the Journal in 1966 by in-

terleafing of advertising pages with the

scientific and other copy. This format re-

sulted in improved support by advertisers

and has been adopted by many of the state

Journals as part of a more successful cam-
paign of the Journal Advertising Bureau in

selling advertisements.

Total pages for Volume 59 (1966) were

1,318, with the ratio of advertising to text

pages still standing at about 60% and 40%
respectively.

Dr. Kampmeier again reminded the mem-
bership that the Yellow Pages, President’s

Page and Editorial Pages continuously

strive to promote better communication be-

tween the members and the officers of the

TMA.
Scientific Program: The scientific pro-

gram was altered from the pattern of recent

years as the result of action taken by the

Board of Trustees upon the recommenda-
tion of the Long-Range Planning Commit-
tee. Instead of devoting the scientific ses-

sions entirely to the specialty societies, the

morning programs again became the re-

sponsibility of the Committee on Scientific

Work, with the afternoons assigned to pro-

grams of the specialty societies. The Com-
mittee met on August 14th with representa-

tives of the specialty societies to arrange

the time schedule for the various programs.

THE REFERENCE COMMITTEE on Reports of Standing Com-
mittees, B. F. Byrd, Jr., M.D., Chairman, commented on the

report: "The Committee wishes to make a special note of the

change in the format of the Journal of the Tennessee Medi-

cal Association which has, together with various other

changes, resulted in an increase in revenue from advertising

for the Journal. This has not materially affected the read-

ability of the Journal and certainly is a praise-worthy im-

provement which deserves the special appreciation of the

Tennessee Medical Association. The change in the scientific

program must be evaluated on the basis of the reports aris-

ing from this meeting."

THE HOUSE accepted the report.

Report of Committee on Hospitals

A. Roy Tyrer, M.D., Chairman

The principal concern of the Committee
during the year had been to establish and
maintain improved liaison with the Tennes-

see Hospital Association, and through this

medium closer relations with the individual

hospitals, their policies and their problems.

To accomplish this, an Executive Commit-
tee of the Hospital Committee was es-

tablished and an invitation was extended to

THA to meet with this group on a regular

quarterly basis. The invitation was ac-

cepted and regular meetings were held

throughout the year with the leadership of

THA and their Executive Director.

The Chairman stated that these meetings

were exceedingly productive and fruitful

and would be continued. Subjects dis-

cussed in these meetings included: the first

aid station in the State Capitol during the

legislative session; professional fees for hos-

pital-based specialists; legislative issues;

implementation of Title XIX; health man-
power shortages and the support of the

Health Careers Development Council; spi-

raling hospital costs; and increased hospital-

ization resulting from Medicare.

Two subjects which will be considered in

depth with the Hospital Association at fu-

ture meetings include the management and

operation of emergency room facilities, and

proper physician representation on the

Board of Trustees of hospitals.

It was the opinion of the Chairman that

significant strides had been made during the

year in developing a closer and more cor-

dial working relationship with the Tennes-

see Hospital Association, a relationship

which is considered imperative to the best

interests of the two organizations, and the

many individuals each represents.

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, B. F. Byrd, Jr., M.D., Chairman, commented: "This

committee represents the appropriate bridge between the

Tennessee Medical Association and the Tennessee Hospital

Association for handling mutual problems and is to be com-

mended for its exceedingly fine activities during the year."

The Reference Committee recommended: "that this Com-

mittee continue its activity in the Health Careers Development

Council and that it study the advisability of the Tennessee

Medical Association seeking increased representation on the

Board of this Council. This good work maintains the posi-

tion of the physician as a leader on the health team."

THE HOUSE accepted the report and approved the recom-

mendation of the Reference Committee.
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Report of Committee on Legislation

and Public Policy

A. Roy Tyrer, Jr., M.D., Chairman

With the Tennessee General Assembly in

session in 1967, the Committee had been

very active during the year. Legislative

bills which were prepared included: (a)

Permissive legislation for Phenylketonuria

testing; (b) Immunity for physicians serv-

ing on Hospital Utilization Review Commit-
tees; (c) Increase in the age of licensure for

the operation of motor vehicle cycles; (d)

Requirement to wear protective crash hel-

mets when operating motor vehicle cycles;

and (e) Amendment to the Mental Health

Law enabling physicians to give depositions

in lieu of appearing in court on commit-

ment cases.

Legislative issues that were carefully studied

and supported by TMA:
1. Licensure and regulation of medical lab-

oratories by the Department of Public

Health.

2. Amendment to the Post-Mortem Examination
Law.

3. Required use of eye protecting devices in cer-

tain laboratories and training courses as

proposed by the Tennessee Society of

Ophthalmologists.

4. Legislation increasing the medical benefits

under Workmen’s Compensation Law.

5. Proposed Nurse Practice Act.

6. Legislation providing that the administration

of Title XIX of Medicare be under the

Department of Public Health.

Two bills opposed by TMA: (1) Legisla-

tion which would exclude doctors from

their present subpoena immunity; and (2)

Proposed fair pricing for certain types of in-

surance which would result in increased

malpractice insurance rates.

With the lengthened term of the legisla-

ture and its continuing in session at the

present time, it was pointed out that there

would in all probability be additional legis-

lative issues of concern to TMA.
Prior to the General Assembly, the Com-

mittee met with representatives of the

Tennessee Hospital Association, Tennessee

Nurses’ Association and Tennessee Licensed

Practical Nurses’ Association to discuss the

Nurse Practice Act; met with the Legisla-

tive Committee of the Hospital Association

to discuss legislative programs of both or-

ganizations; and met with representatives

of the Department of Public Health to dis-

cuss their legislative program. Thirteen

dinner meetings were held across the state

with the newly elected legislators. The an-

nual trip to Washington to meet with the

Tennessee delegation was held in March. It

was reported that the trip was considered

highly successful with more participating

than in any previous year.

The Chairman acknowledged the vital

role of the TMA staff in the Committee’s ac-

tivities and the invaluable counsel and lead-

ership provided by Mr. Charles L. Corne-

lius, Jr., and Mr. Jerry Flippin, TMA’s legis-

lative advisors. The report concluded with

the following statement:

“Legislative issues are the concern of every phy-
sician today, for we are each practicing in part-

nership with the government and third parties,

and I would, therefore, admonish every member
of TMA to develop and maintain a keen and ac-

tive interest in these matters. It is vital to you.

If you do not participate in the decisions, someone
else will make them for you, and odds are they

will not be in your best interest.”

THE REFERENCE COMMITTEE on Reports of Standing Com-
mittees, B. F. Byrd, Jr., M.D., Chairman, commented: "This

Committee has been most active during the past year and

its actions are highly commendable. The actions of the

Committee have resulted in the withdrawal of legislation

which would exclude doctors from their present subpoena

immunity. The Committee has established through the vari-

ous carriers that legislation concerning fair pricing for cer-

tain types of insurance would not affect existing groups,

nor specifically would it affect the existing arrangements for

malpractice insurance which are satisfactory to the Tennessee

Medical Association."

THE REFERENCE COMMITTEE recommended that this Com-
mittee review, with an eye to simplifying, a bill concerning

the licensure and regulation of medical laboratories and
that it advise with those physicians who are at present

operating such medical laboratories to determine methods of

simplifying this bill.

THE HOUSE accepted the report and approved the recom-

mendation of the Reference Committee.

Report of the Liaison Committee to the

Public Health Department

Wm. A. Hensley, M.D., Chairman

The Chairman and members of the Com-
mittee attended two semiannual meetings

of the Public Health Council in April and
November, 1966. Items of particular signif-

icance discussed by the Council in the April

meeting and concurred in by members of

the Liaison Committee concerned oral po-

liomyelitis vaccine to pre-school children;

continued participation of the Department
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of Public Health in the Postgraduate Dental

Seminar in the state; increase in the fee to

the radiologist for treatment of cancer to

patients; the approval of standardized state-

wide camping regulations; concern over the

dangers of motorcycles and their particular

hazards to the safety of youngsters under 21

years of age; and increasing the fees being

paid by the Health Department for Pap
Smears.

A motion adopted in this meeting di-

rected that the Tennessee Medical Associa-

tion be advised that the Public Health

Council had accepted the report of the Ad-
visory Committee of Crippled Children’s

Service to pay the physicians who are doing

Crippled Children’s Service work the usual

and customary fee.

Several items of importance were pre-

sented, discussed and voted upon by the

Council in the November meeting. The
most significant of these included the obser-

vation by members of the Council that the

fee being paid by some of the county health

departments to physicians to staff prenatal

clinics and family planning clinics under

the Maternal and Child Health Programs

were inadequate and recommended an in-

crease in the fee to be paid and in no in-

stance less than $12.00 an hour.

Considerable discussion concerned the oper-

ation of the Crippled Children’s Service, re-

lating particularly to the plastic and ENT
surgeons, and pertinent motions were made
to insure the continuity of treatment

throughout its entirety by the staff member
to whom the case was initially assigned.

Also in the November meeting, the Com-
missioner of the Department of Public

Health, outlined proposed legislation

deemed necessary and advisable by the De-

partment and explained briefly what each

bill would do. Copies of the proposed legis-

lation, in addition to legislation drafted

after the November meeting, had been fur-

nished to the Liaison Committee and re-

ferred to the Legislative and Public Policy

Committee of TMA. This proposed legisla-

tion included an Act to create a State

Health Planning Council to comply with

the federal act on this subject.

It was the opinion of the Committee and

stated by the Commissioner of Public Wel-

fare, “that the relationship between the De-

partment of Public Health and the TMA
Liaison Committee had steadily improved
over the years.”

THE REFERENCE COMMITTEE on Reports of Standing Com-
mittees, B. F. Byrd, Jr., M.D., Chairman, complimented the

Commissioner of Public Health and the Chairman of the TMA
Liaison Committee for the excellent cooperation which exists

between TMA and the Public Health Department of the State

of Tennessee.

THE REFERENCE COMMITTEE recommended "that the Presi-

dent of TMA be empowered by the Board of Trustees to

submit to the Commissioner of Public Health, a list of names
of physicians who will be willing to work with the Health

Department on a Comprehensive Health Planning Program,
and that this would effectively assist the implementation of

the creation of a State Health Planning Council as required

by Federal Law."

THE HOUSE accepted the report and approved the recom-

mendation of the Reference Committee.

Report of Committee on Insurance

Wm. T. Satterfield, M.D., Chairman

Satisfactory progress on all TMA spon-

sored group insurance plans was reported

for the past fiscal year. Enrollment of par-

ticipating members had increased and
claims were paid promptly and efficiently.

It was pointed out that 1967 marks the

25th anniversary of the Disability Plan. To
commemorate the anniversary, the adminis-

trator of the plan, Smith, Reed, Thompson &
Ellis Company, had offered a memorial type

of gift to TMA. The Committee recom-

mended that the Board of Trustees accept

the gift with proper recognition.

In September, 1966, the administrator of

the Major Hospital Plan was changed to

Smith, Reed, Thompson & Ellis and the

Committee reported that improvement in

efficiency of its administration had resulted

with this change.

Notice had been received by the Commit-

tee that major hospital coverage at 65 years

of age will be modified because of Medicare.

The Committee ascertained that this policy

is, or will be, universal among carriers of

over 65 which will pay $100 a week for 52

weeks on hospital expenditures only. It

was the opinion of the Committee that the

major hospital benefits of the present plan

are as attractive as those of any similar

group and more attractive than most, how-

ever alertness to change is necessary.

Over 1,150 Tennessee physicians and den-

tists participate in the Investment Retire-

ment Trust Plan. The regulated mutual in-
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vestment fund has assets of over five mil-

lion dollars and there is a death value in the

pension life retirement insurance of over

$17,000,000. The estates of 17 deceased par-

ticipants have benefited by over a quarter

million dollars.

In concluding his report, the Chairman

urged TMA members to utilize the spon-

sored plans and it was pointed out that

greater benefits accrue in group insurance

coverage as more members participate.

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, B. F. Byrd, Jr., M.D., Chairman, recommended: "that

the gift from the Smith, Reed, Thompson & Ellis Company

be accepted by the Board of Trustees, and that special care

be taken that this be put to some praise-worthy use by the

Board of Trustees in a suitable activity and that acknowledg-

ment of the gift be made to Smith, Reed, Thompson & Ellis."

THE REFERENCE COMMITTEE further recommended that lo-

cal medical societies be encouraged to appoint a Liability

Insurance Committee for the specific purpose of facilitating

the fighting of nuisance claims at a community level.

THE HOUSE accepted the report and approved the recom-

mendations of the Reference Committee.

Report of the Committee on Cancer

B. F. Byrd, Jr., M.D., Chairman

There had been no occasion for a formal

meeting of the Committee during the year,

however, various members of the Commit-

tee had been involved in postgraduate edu-

cation on cancer and cancer research and

had been active in cancer control programs

throughout the state in cooperation with

the American Cancer Society. The Chair-

man expressed appreciation to the members
of the Committee for their willingness and

availability in connection with the cancer

program of the Tennessee Medical Associa-

tion.

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees recognized the standby capacity of the Committee

on Cancer and commended the activities of the various com-

mittee members.

THE HOUSE accepted the report.

Report of Memoirs Committee

Henry L. Douglass, M.D., Chairman

The Memoirs Committee reported that

fifty-six members of the Association died

during the Calendar year, 1966. The names

of the deceased physicians were listed in

the prepared report.

“The gravity of this report, one of the longest

in recent years, gives pause for thought. In many
ways their lives were similar. Their over-lapping

careers covered a little more than the first half of

this century. It was a turbulent period in human
affairs when global war twice ran rife among the

major powers with a brief interlude of uneasy

peace. It was also a time when research, coordi-

nated on a national scale, changed the face of

things and revolutionized the technology of medi-
cal practice in less than a lifetime. Adaptation to

rapid and far-reaching changes and dedication to

the ancient precepts of the medical profession was
their remarkable achievement. Patriotic in war,

magnanimous in peace, they lived through two
worlds of old and the new and combined the best

in both. When some future generation writes the

history of that epoch, they will say their contri-

butions to human welfare, although equaled by
others, were excelled by none.”

THE REFERENCE COMMITTEE on Reports of Standing Com-
mittees acknowledged with regret the death of 56 members
of the Association. "The years of service of these members
represent an astonishing total and their loss will be deeply

felt."

THE HOUSE accepted the report.

Report of Committee on Health Insurance

B. K. Hibbett, III, M.D., Chairman

Activities concerning the Tennessee Plan

were limited since this plan was discontin-

ued as of April, 1967, by action of the House
of Delegates in 1966.

The Health Insurance Committee met on

several occasions to consider the possible

development of a comprehensive non-

service insurance plan that would pay phy-

sicians their usual and customary fees. The
Committee met with representatives of the

Tennessee Hospital Service Association to

discuss the matter and though no definite

plan has been devised, efforts will be con-

tinued to determine the feasibility and pos-

sibility of such a plan.

Committee on

Dependents' Medical Care Program

Members of the Executive Sub-

Committee of the Health Insurance Com-
mittee have composed the Committee on

the Dependents Medical Care Program;

however the Tennessee Medical Association

and the Office of Dependents’ Medical Care

terminated their contract as of May 1, 1966

and no claims were submitted to the Com-
mittee after the termination date.



June, 1967 ABSTRACT OF THE PROCEEDINGS OF THE HOUSE OF DELEGATES 633

THE REFERENCE COMMITTEE on Reports of Standing Com-
mittees, B. F. Byrd, Jr., M.D., Chairman, commented on the

report: "The Committee is encouraged to continue its efforts

to develop a comprehensive non-service insurance plan with

the usual and customary fee arrangement. The Committee

is commended for its continuing fine work and since this

represents the last year of the Committee's present Chair-

man, Dr. B. K. Hibbett, III, he is especially noted for his

contributions during years past."

THE HOUSE accepted the report.

Report of Advisory Committee to the State

Department of Public Welfare

K. M. Kressenberg, M.D., Chairman

Since the onset of Medicare, July 1st, the

Medical Assistance to the Aged Program in

Tennessee has consisted almost entirely of

the welfare drug program. The Advisory

Committee met with the Commissioner of

Public Welfare and his associates on Sep-

tember 22nd, at which time a number of ad-

ditional drugs were added to the MAA drug

formulary. It was pointed out, however,

that many drugs proposed by the Commit-
tee to the Department of Public Welfare

were not subsequently added to the formu-

lary.

The Chairman of the Advisory Committee

is also a member of the Committee on Gov-

ernmental Medical Services and attended a

number of meetings with the Commissioner

of Welfare as well as with the Governor of

Tennessee and other state officials, and Blue

Cross-Blue Shield officials, in relation to the

many problems associated with the initia-

tion of the Title XIX program in Tennessee.

If, as recommended by the TMA, this pro-

gram is placed under the Department of

Public Health, the work of the Advisory

Committee will consist, primarily, of con-

sultation with the Department of Public

Welfare on the drug formulary and as a

standby committee to the Department of

Public Welfare on any matters related to

the Tennessee Medical Association.

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, B. F. Byrd, Jr., M.D., Chairman, commented on the

report: "Particular note is made of the fact that the MAA
drug formulary is still inadequate and the Department of

Public Welfare should be urged to expand this. This is the

major remaining portion of the MAA program and is an

exceedingly important one to beneficiaries of this program.

It is noted that this Committee also recommends that Title

XIX be placed under the Department of Public Health. The

unanimity of this opinion deserves special note."

THE HOUSE accepted the report.

Report of Communications and Public

Service Committee

O. Morse Kochtitzky, M.D., Chairman

A meeting of the Committee was held to

discuss several projects and programs
which had come to its attention. It was the

opinion of the Committee that many of the

proposed projects would be of great value

in strengthening and improving the public

relations of TMA and its members. These

programs included:

“Spotlight on Medicine” TV Series—This series

was successfully televised in six different cities in

Tennessee. A total of thirty-nine hours of view-
ing time was allotted by the six participating

television stations, requiring the use of seventy-

eight films on thirty diverse phases of medicine.

Two hundred and twenty-two physician members
of TMA, representing the co-sponsoring county

medical societies, participated in the live panel

portions of the series. It was reported that in

many areas “Spotlight on Medicine” received such

high public acclaim that the physicians and tele-

vision stations participating in its presentation

have expressed a desire to continue this type of

program. It was the unanimous opinion of the

Committee that the series should be kept in mind
for use at a future time.

“The World of Medicine”—The Committee is cur-

rently implementing a public service feature enti-

tled “The World of Medicine,” through fifty

weekly newspapers across the state. This is a

picture panel feature designed to be both interest-

ing and informative to the public. The Chairman
urged members of the House of Delegates and/or

their respective county medical societies, to con-

tact the editor of the local newspaper and encour-

age the use of the feature as a public service.

“Today’s Health Guide”—Another project of the

Committee is the placement of a copy of AMA’s
600 page publication, “Today’s Health Guide” in

the libraries of all accredited senior high schools

in Tennessee, both public and private. The proj-

ect received the endorsement of the State Board
of Education and is financed on a fifty-fifty basis

by the Tennessee Medical Association and the

local county medical societies.

The report of the Committee emphasized

the importance of the medical assistant and

urged members of TMA to encourage his

medical assistant or medical assistants to

take active roles in the Medical Assistants

Society and to urge the county medical so-

cieties to stimulate interest in the formation

of a local medical assistants chapter. In a

letter to county societies, the Chairman sug-

gested that a meeting of the society be de-

voted to a joint meeting with the local
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chapter of medical assistants to discuss with

them any projects or problems affecting

public relations.

As in past years, the Chairman encour-

aged county societies to participate in the

annual observance of Community Health

Week in November, since this activity offers

local medical societies an excellent oppor-

tunity to improve the image of physicians,

while at the same time calling attention to

the fact that protecting and improving

public health today is largely a community
effort.

One of the most important activities

under the auspices of the Public Service

Committee is the operation of a Placement

Service for physicians wanting to find a

place to practice in Tennessee and/or a

community looking for a physician, or to

TMA members wishing to relocate their

practice.

Attention was called to the fact that the

endeavors of TMA and its committees are

all forms of public relations and public

service and that every project or program
of the Association is aimed at aiding and/or

supporting the programs for the continued

or improved health of the populace and in

creating better communications with both

its members and the general public. In ac-

cord with these views, the Committee ex-

pressed the hope that continued support be

given to all undertakings of the Association.

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, B. F. Byrd, Jr., M.D., Chairman, commended the Com-
mittee for its efforts which have resulted in the mass media

becoming much involved in presenting the activities of the

medical profession. The Reference Committee further com-

mented that members of the Medical Assistants Society are

serving a good function and cooperation with this group

should be the responsibility of the state and local public

service committees.

THE HOUSE accepted the report.

Report of Rural Health Committee

Julian C. Lentz, M.D., Chairman

The foremost activity of the Rural Health

Committee is the co-sponsorship of a Rural

Health Conference annually with the

Tennessee Farm Bureau Federation and the

University of Tennessee Agricultural Ex-

tension Service. On October 19, 1966, the

fourth Rural Health Conference was held in

Cleveland with a registration of 280 persons

which far exceeds the attendance at any of

the first three conferences.

The Chairman of the Committee had re-

ceived many letters from groups who at-

tended the conference, complimenting the

program and expressing the feeling that

these conferences should be continued. It

was felt that through these conferences the

Committee is fulfilling its constitutional ob-

ligation, which is “to promote the improve-

ment of health standards in rural areas in

Tennessee.”

THE REFERENCE COMMITTEE on Reports of Standing Com-
mittees, B. F. Byrd, Jr., M.D., Chairman, commented: "The

visibility of the Tennessee Medical Association has been

greatly increased by the work of this Committee and it de-

serves the continued financial support of the Board of

Trustees."

THE HOUSE accepted the report.

Standing Committees Not Reporting

1. Grievance Committee
2. Committee on Tennessee Medical

Foundation

THE REFERENCE COMMITTEE on Reports of Standing Com-

mittees, B. F. Byrd, Jr., M.D., Chairman, commented: "The

report of the Grievance Committee should be especially

noticed by its absence. This is the third consecutive year

in which there have been no appeals to the State Com-
mittee and this is contributed to the exceedingly fine action

of the local medical societies in mediating all problems on

the local level.

"The Committee on Tennessee Medical Foundation is in a

standby status and in view of the information available, it

is believed that the Committee should continue in its present

standby position."

REPORTS OF SPECIAL COMMITTEES

Report of Liaison Committee to the

United Mine Workers of America Welfare Fund

John H. Saffold, M.D., Chairman

“This Committee which now exists on a

standby basis has not been called for a meeting in

the past year. It is the feeling of the Chairman
that the Committee should be preserved and
maintained on a standby basis in the event that it

may be needed.”

THE HOUSE OF DELEGATES accepted the report.

Report of the Advisory Committee
to the Woman's Auxiliary

Roland H. Myers, M.D., Chairman

The Advisory Committee had been called

upon to do very little other than investigate
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the effect of contemplated activities and ad-

vise as to the most desirable procedure.

This was due to the smooth and efficient op-

eration of the Woman’s Auxiliary to TMA.
It was pointed out that it is the desire of the

Auxiliary to work with the TMA to im-

prove public relations, promote medical and

paramedical education and research, and
emphasize health education and preventive

medicine.

“Did you know that approximately 48

percent of the wives of Tennessee physi-

cians are not members of the Auxiliary?

When we consider the effective work done

by the 52 percent who are active, we can

see that it will be greatly to the advantage

of any of us whose wives are not members
to urge them to join and take an active part

in their local groups.”

THE HOUSE OF DELEGATES accepted the report.

Report of Committee on Blood Banks

and Medical Laboratories

Chas. C. Smeltzer, M.D., Chairman

Since the action of the House of Delegates

in 1965, the Committee reported that some
progress had been made concerning the

problem of regulating medical laboratories.

In December, 1965, the Committee pre-

sented to the Board of Trustees recommen-
dations as to the position TMA should take

concerning the Department of Public

Health’s certification of laboratories as

qualified providers of services under P.L.

89-97. These recommendations also covered

the medical practice act and the training of

laboratory personnel. The Committee also

recommended that an educational program
for the TMA membership should be under-

taken and that consideration should be

given to the publication of a roster of physi-

cian supervised laboratories in the state.

The Chairman stated that such a roster

was being formulated and upon completion,

would be made available to the membership
through the TMA Journal and in a folder

publication. He commended the county so-

ciety secretaries, the Tennessee Society of

Pathologists, and the Tennessee Depart-

ment of Public Health for their cooperation

in providing the Committee with the neces-

sary data to complete this project.

Supplementary Report of the Committee on
Blood Banks and Medical Laboratories

“The Committee on Blood Banks and Medical
Laboratories requests the Tennessee Medical As-
sociation to sponsor legislation defining transfu-

sion of human blood, blood derivatives and
transplantation of human tissues and organs clar-

ifying the idea that the use of these materials

represents a service and that they in no way com-
prise a commodity. Other jurisdictions have
taken this action, spurred by court decisions sup-
porting a contrary view and invoking the doc-
trine of implied warranty. The Committee be-
lieves this matter to be urgent and is requesting
the cooperation of the House of Delegates and the

Legislative Committee of TMA in producing,

sponsoring and introducing such a bill in the 1967

Tennessee General Assembly.”

THE REFERENCE COMMITTEE on Reports of Special Com-
mittees, R. A. Calandruccio, M.D., Chairman, commended
to the House the efforts of the Committee on Blood Banks
and Medical Laboratories to keep TMA aware of the con-

tinuing problem in laboratory medicine and the need for

support of physician supervision of laboratory activities,

particularly in the publishing of the roster.

THE HOUSE accepted the report of the Committee on
Blood Banks and Medical Laboratories and adopted the sup-

plemental report of the Committee.

Report of the Committee on Mental Health

Frank H. Luton, M.D., Chairman

“The Committee has, since its inception about
fourteen years ago, tried to constantly re-evaluate

its purposes and goals and in so doing bring to

the Medical Association a picture of the changing

concepts in psychiatry and mental health. This

period has been marked by many changes in

medicine and of great significance are those that

have occurred in this aspect of medicine.”

One of the prime goals of the Committee
has been to initiate and develop postgradu-

ate programs, and with this in mind, a Con-

gress on Mental Illness and Health was con-

vened in 1963 and another in October, 1966.

Both of these were reported to be successful

in attendance, interest, character and ap-

propriateness of program.

One meeting of the Committee had been

held, in addition to the great involvement of

all members in the planning and execution

of the Mental Health Congress. At this

meeting, questions of proposed legislation

to be supported by the Department of Men-

tal Health were discussed and in general

the Committee was in favor of most of the

proposals. These were: (1) Acts relating to

the Interstate Compact; (2) Mechanisms by

which an uncooperative and psychotic pa-
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tient can be brought to a psychiatric facility

against his will; (3) An act that will pro-

vide for court supervision over a patient

who has been released from charges for

crimes committed at a time when the pa-

tient was incompetent.

The Committee also considered a proposal

that a steering committee be developed for

the purpose of organizing programs of post-

graduate education in psychiatry for non-

psychiatrically trained physicians. The
steering committee would be composed of

representatives of the State Medical Asso-

ciation, the Tennessee Academy of General

Practice, university departments of psychia-

try, and the Tennessee District Branch,

A.P.A. It was felt that it would be helpful

in future planning for such courses to make
a survey of physicians in Tennessee to de-

termine the interest of physicians in such

programs, types of courses needed, curricu-

lum, appropriate places for course teaching,

and teaching methods. The Committee
supported this activity and presented it to

the Board of Trustees. The Board directed

the Committee on Mental Health to conduct

the survey and these questionnaires have
been distributed.

Another activity of the Committee has

been the development of a series of televi-

sion programs that originated from the Sec-

ond Mental Health Congress. Nine topics

were selected on the basis of general inter-

est to professional and lay viewers and have
been produced by the local educational tele-

vision network and sponsored by the TMA
and the Nashville Academy of Medicine.

The Committee requested support by the

Tennessee Medical Association of the fol-

lowing recommendations: (1) A steering

Committee be formed as described for the

planning of postgraduate courses in psy-

chiatry and mental health for interested

physicians throughout the state, and (2)

Authorization for a workshop for members
of the mental health team with joint spon-

sorship by other appropriate organizations.

THE REFERENCE COMMITTEE on Reports of Special Com-
mittees, R. A. Calandruccio, M.D., Chairman, recommended
that the House recognize the efforts of Dr. Luton in behalf

of mental health and urge that the incoming President of

the Tennessee Medical Association indicate the method of

implementing the recommendations of the Committee.

THE HOUSE accepted the report.

Report of Health Project Contest Committee

Lawrence L. Cohen, M.D., Chairman

The 14th annual Health Project Contest,

sponsored by TMA and the Woman’s Auxi-

liary, received forty-three excellent entries

from schools across Tennessee, covering

more than sixteen varied health subjects:

The awards totaling $1,250 were presented

to five winners:

First Place: Cleveland Day School, Senior Class,

Cleveland “Alcohol and Society: Four Phases

for Study”—$500

Second Place: Snowden Junior High School,

Ninth Grade Science Class, Memphis “Effects of

Music on Plants and Humans”—$300

Third Place: Elbert S. Long Junior High School,

Ninth Grade General Science Class, Chatta-

nooga, “Water Pollution in South Chickamauga
Creek”—$200

Fourth Place: Brainerd High School, Science Club

and Advanced Chemistry Class, Chattanooga,

“Water Pollution in the Chattanooga-Brainerd

Area”—$150

Fifth Place: Fall Branch High School, Eleventh

Grade Health Classes, Fall Branch, “Rolling the

Ball Toward Physical Fitness”—$100

(Fifth Place Award is given by the Woman’s
Auxiliary to TMA)
The Chairman expressed appreciation to

the Tennessee Department of Education

for their continued cooperation with the

TMA and the Auxiliary in promoting this

statewide health project contest. He stated

that the entries reflected concentration by

the students and their sponsors on the

subjects and evidenced the many hours of

work and study involved. Ingenuity and

originality was evident in a majority of the

entries and should aid in accomplishing the

objectives of the contest—that of teaching

the youth of today the value of good health

through a practical activity and also to

stimulate interest in a career in the health

field.

THE HOUSE OF DELEGATES accepted the report.

Report of the Tennessee Committee for the

American Medical Education and
Research Foundation

Thomas J. Ellis, M.D., Chairman

The American Medical Association Edu-

cation and Research Foundation has six spe-

cific programs in operation: Funds for Med-
ical Schools; Medical Education Loan Guar-

antee Program; Categorical Research

Grants; Fellowship Program in Medical
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Journalism; Institute for Biomedical Re-

search; and the Committee for Research on

Tobacco and Health.

Total contributions in 1966 nationally

were $3,832,000 with $652,850 of that amount
contributed by physicians. In Tennessee,

AMA-ERF granted 476 loans to medical stu-

dents, interns and residents totaling

$570,000. Nationally, there were 6,750 loans

granted which totaled $7,560,000. The three

medical schools in Tennessee received a

total of $39,144.22. Allocations for the three

schools were: Vanderbilt University School

of Medicine, $17,118.28; University of

Tennessee College of Medicine, $15,754.56;

Meharry Medical College, $6,269.38.

The Chairman congratulated the Wom-
an’s Auxiliary for their continued work for

AMA-ERF, earning national recognition for

their efforts. Their total contribution for

the year was $21,881 exceeding the record

high in 1965.

The Committee strongly urged each TMA
member to support the AMA-ERF with a

contribution in 1967.

THE HOUSE OF DELEGATES accepted the report.

Report of Committee on Sight Conservation

I. Lee Arnold, M.D., Chairman

1. Eye Safety Bill—An Act to require all per-

sons in attendance at certain courses and labora-

tories in schools, colleges or universities to wear
eye protective devices of industrial quality.

SECTION 1. Be it enacted by the General As-

sembly of the State of Tennessee, that all stu-

dents, teachers and others in attendance at the

following courses or laboratories in schools, col-

leges or universities shall wear eye protective de-

vices of industrial quality:

(A) Vocational or industrial arts courses or

laboratories using or concerned with: Hot molten

metals; milling, sawing, turning, shaping, cutting,

grinding, or stamping of any solid materials; heat

treatment, tempering, or kiln firing of any metal

or other materials; gas or electric arc welding; re-

pair or servicing of any vehicle; caustic or explo-

sive materials;

(B) Chemical or combined chemical-physical

laboratories using caustic or explosive chemical or

hot liquids or solids.

2. Be it further enacted, that eye protective de-

vices shall be considered of “industrial quality”

when they meet the standards of the American

Standards Association Safety Code for Head, Eye,

and Respiratory Protection promulgated by the

American Standards Association, Inc., or other

standards generally recognized by industry.

3. Be it further enacted, that this Act shall take

effect on July 1, 1967, the public welfare requir-

ing it.

II. Glaucoma—The Tennessee Academy of

Ophthalmology and Otolaryngology mailed a let-

ter on October 28, 1966 to the Tennessee Medical
Association stating that glaucoma is a disease in

the same sense that diabetes and cancer are dis-

eases. The determination of the presence or ab-
sence of glaucoma requires medical diagnostic

tests and judgment based on medical knowledge,

as do other diseases. Anyone may suspect the

presence of glaucoma but to offer a professional

opinion as to the presence or absence of glau-

coma, or any other disease, falls under the cate-

gory of the practice of medicine.

The committee recommends that the internists,

general practitioners and other physicians in the

State of Tennessee seeing a large number of eld-

erly patients be instructed to secure a suitable

Schiotz or Berens Tolman tonometer and record

the intraocular pressure on all patients over forty.

Patients with a pressure reading greater than a

level, such as 25 millimeters of mercury, should

be referred to Ophthalmologists for further study.

III. Autopsy Permit to Allow Enucleation of the

Eyes—The Committee recommends that suitable

words be added to the autopsy permits currently

used in the State making it clear from a legal

standpoint as to the permission to enucleate the

eyes in an autopsy. A statement such as “includ-

ing the removal of both eyes” should be added to

the portion of the autopsy permit which refers to

the head.

THE REFERENCE COMMITTEE on Reports of Special Com-

mittees, R. A. Calandruccio, M.D., Chairman, made the

following recommendations:

(1) That the report begin with the sentence, “The Ophthal-

mology Legislative Committee formulated a bill that is now
in the State Legislature. The bill is as follows:"

(2) That the correction be made following Roman Numeral

I to read: "School Eye Safety Bill."

(3) That the second paragraph under Roman Numeral II

be deleted and substitute: "that the physicians in the State

of Tennessee include in the routine examination of patients

over 40 years of age the determination of intraocular

pressures."

(4) That the paragraph following Roman Numeral III be

deleted and substitute: "The Committee would like to bring

to the attention of the members of the TMA that suitable

supplementary autopsy permits are available to obtain per-

mission to enucleate the eyes in an autopsy. To use the

cornea for transplants it is necessary that this be done

four hours or less after demise of the patient."

THE HOUSE adopted the recommendations of the Refer-

ence Committee and accepted the report as amended.

Report of Interprofessional Liaison Committee

Wm. H. Edwards, M.D., Chairman

Following a suggestion of the Executive

Secretary of the Tennessee Pharmaceutical
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Association, the Interprofessional Liaison

Committee met with a special Interprofes-

sional Liaison Committee of the Pharma-

ceutical Association to explore the feasibil-

ity of Tennessee’s physicians and pharma-

cists issuing a joint code of understanding.

Eleven states have such codes between

the two professions and other states are at-

tempting to develop codes. It was felt by

the Pharmaceutical Association that such a

code of mutual understanding might go a

long way toward forestalling the further in-

tervention of third parties in the affairs of

the two professions.

The formats of codes as used by other

states were reviewed by the two commit-

tees and areas of mutual concern were con-

sidered at length. These included dispens-

ing, labeling and refilling of prescriptions,

consultations, ethics, procedure of handling

complaints, imprinted prescription blanks,

and the implication of the Hart Bill, S-2568,

as it applies to medical and pharmaceutical

problems. A code which was felt to cover

all areas and was acceptable to both Com-
mittees was developed and included as a

part of the report.

The Committee had also considered the

feasibility of a joint medical-legal sympo-

sium to be held at the TMA meeting in 1968.

Several such symposia from other states

had been reviewed and it was felt that such

an inclusion in the 1968 meeting might be

worthy of consideration. It was also felt by
the Committee that the medical-legal code

which was adopted in 1957 by the Medical

Association needed to be reviewed and up-

dated and the Chairman stated that these

possibilities would be explored in the com-

ing year.

THE HOUSE OF DELEGATES accepted the report.

Report of Committee on Youth and Education

Ben D. Hall, M.D., Chairman

“During the year 1966 the Committee on Youth
and Education has had no occasion or need to

meet. This is basically a standby committee for

the purpose of acting upon any matters referred

to it. Requests for action during the past year

have been minimal and of such nature as not to

require a formal meeting. We would recommend
that this Committee be continued on a standby

basis.”

THE REFERENCE COMMITTEE on Reports of Special Com-
mittees, R. A. Calandruccio, M.D., Chairman, recommended
that the Committee on Youth and Education become active in

the field of athletic injuries and evaluation of physical edu-

cation exercise programs.

THE HOUSE accepted the report and adopted the recom-

mendation of the Reference Committee.

Report of Committee on

Medicine and Religion

Charles C. Stauffer, M.D., Chairman

The Chairman, having served his first

term in this capacity, stated that activities

of the Committee had been limited in 1966,

however two conferences held during the

past three months had helped to clarify this

difficulty and it was hoped that considera-

bly more progress could be made in future

years. It was his opinion that the entire

program could be more successful with im-

proved communication to the various local

medical societies and pointed out that an ef-

fort along these lines was being made at the

current meeting through an information

booth, prepared by, and in part, staffed by
the Committee on Medicine and Religion of

the American Medical Association. He
stated that information relative to the pur-

pose of the Committee could be obtained at

the booth by interested members of local

committees which are already functioning,

as well as those who might not be familiar

with it, thereby enlisting their support.

In February 1967, the state committee

chairmen from the entire country were in-

vited by the AMA to Chicago for a two-day
conference of information and exchange of

ideas. The country-wide interest was dem-
onstrated by the attendance of 45 state

chairmen, including Tennessee. Since that

meeting, contacts with local members of the

clergy had indicated enthusiasm and inter-

est.

The report called attention to an out-

standing meeting held by the Memphis and

Shelby County Medical Society during the

year and the conrtibution to this meeting

made by the Rev. Dr. Paul B. McCleave, Di-

rector of the Department on Medicine and

Religion of the AMA.
Dr. Stauffer concluded his report with

commendation to the former Chairman of

the Committee and reiterated his recom-
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mendation that the work of the Committee

be pursued as aggressively as possible.

THE HOUSE accepted the report.

Report of Committee on Rehabilitation

Jas. C. Gardner, M.D., Chairman

Members of the TMA Committee on Re-

habilitation are also members of the Pro-

fessional Advisory Committee of the State

Division of Vocational Rehabilitation and

attended a meeting of the Division in Au-

gust, 1966. In this meeting, the operations

of the Division for the fiscal year 1965-66

were outlined in detail. For information,

a copy of the Division’s Annual Report had

been furnished to members of the House of

Delegates.

The Chairman called attention to an in-

crease in the number of rehabilitated peo-

ple to employment over previous years; a

decrease in the average cost per case; and

pointed out that the over-all expenditures

for the Division in 1965-66 had increased

almost a million dollars over 1964-65 but at

the same time, Division personnel (includ-

ing professional and nonprofessional) had

increased from 222 to 267 during this pe-

riod. He also reported on new programs

of the Division which had been initiated

during the year. These included the Jor-

donia program for juvenile offenders; a

statewide system of occupational training

centers for the disabled; and a cooperative

program between the Division of Voca-

tional Rehabilitation and Special Educa-

tion, whereby students enrolled in special

education classes benefit from the counsel-

ing and other rehabilitation services of the

Division.

“There are many, many other things going on

in rehabilitation in Tennessee, but time will not

allow us to talk about all of these. There are still

a lot of stones to be turned and even though the

over-all budget remains small in comparison to

the great problem facing the Division in rehabili-

tating people, the agency continues to get maxi-

mum benefit for the amount of money it has to

spend. The Committee on Rehabilitation contin-

ues to find the relationship between the State Di-

vision and the medical profession to be good and

the rehabilitation program to be doing an excel-

lent job in its bid to rehabilitate the state’s dis-

abled.”

The Chairman of the Committee on Re-

habilitation represented TMA at the Reha-
bilitation Conference of the AMA in Chi-

cago, September 8-9 and a detailed report

of the conference had been furnished to

the Board of Trustees.

THE HOUSE OF DELEGATES accepted the report.

Report of the Committee on
Governmental Medical Services

Tom E. Nesbitt, M.D., Chairman

With the impending implementation of

Title XVIII of Public Law 89-97 to begin in

July, 1966, followed shortly in January, 1967

by the addition of extended care facility

benefits to the over-65 citizens and the an-

ticipated implementation of Title XIX by
the State of Tennessee, as well as the early

planning phases of Regional Medical Center

Complexes in Tennessee, the Board of Trus-

tees in April, 1966, established the Commit-
tee on Governmental Medical Services to

coordinate all facets of state and federal

health care programs.

Since its organization, the Committee had
been actively concerned with many of the

problems encountered in the early adminis-

tration of the Medicare program. Nu-
merous meetings were held with State

officials and other public officials concerning

the role of the State in handling the fiscal

intermediary problems of the payments for

welfare recipients under Part B of Title

XVIII, P.L. 89-97. The Committee con-

sulted with the advisory firm designated by

the State of Tennessee for advice on imple-

mentation of Title XIX, and many of TMA’s
views relative to this legislation had been

expressed to the appropriate authorities on

several occasions. Conferences were held

with representatives of the Tennessee Hos-

pital Association relative to problem areas

that have arisen under Title XVIII and the

proposed Title XIX. Efforts were made to

seek a clearer understanding and greater

participation in the planning phases of the

Regional Medical Center to be established

in Middle Tennessee.

With the proposed implementation of the

Title XIX program and the expansion of the

regional medical center complexes, it is an-

ticipated that the efforts and activities of
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the Committee will continue to be numer-
ous and extensive in 1967.

THE HOUSE OF DELEGATES accepted the report.

Report of Utilization Review Committee

W. O. Vaughan, M.D., Chairman

The Utilization Review Committee on the

state level was primarily established to

serve as an advisory committee in forming

and furnishing the necessary materials and

information to local hospital staffs to es-

tablish Utilization Review Committees as

required under the Medicare program.

Prior to July 1, 1966, material was pre-

pared in the headquarters with the ap-

proval of the Utilization Committee for for-

warding to the President or the Chief of

Staff of the general hospitals in the state.

Such materials as hospital utilization

—

review mechanisms; a handbook for the

medical staffs of hospitals pertaining to the

organization of utilization committees; gen-

eral principles of medical staff organization

and the guidelines for establishing medical

society review committees were prepared

and sent to the hospital staff heads.

It was pointed out in the report that

utilization review is conducted at the local

level by the appropriate committee on each

hospital staff, and the state committee is

available to assist in the guidance, coun-

seling and furnishing of information as

requested.

THE HOUSE OF DELEGATES accepted the report.

Report of State Claims Review Committee

B. K. Hibbett, III, M.D., Chairman

“Forty-four of the forty-nine County Medical

Societies have established Claims Review Com-
mittees to review any Medicare claims that are

contested from the respective counties. We have
a State Claims Review Committee that serves in

an advisory capacity and also functions for those

counties that do not have a committee. It also

acts as an arbitrator between the County Medical

Societies and the fiscal intermediary. We have
had no claims submitted to the State Committee
for their review as of this date.”

THE HOUSE OF DELEGATES accepted the report.

Special Committees Not Reporting

1. Committee on Disaster Medical Care

2. Committee on Occupational Health

THE REFERENCE COMMITTEE on Reports of Special Com-
mittees, R. A. Calandruccio, M.D., Chairman, suggested that

the Committee on Disaster Medical Care inform the House

of Delegates in 1968 as to what is a state disaster medical

plan; and if there is no such plan, to formulate such.

THE HOUSE accepted the report and the suggestion of the

Reference Committee.

SPECIAL REPORTS

Report of Woman's Auxiliary to Tennessee

Medical Association

Mrs. Harold Boyd, President

Activities and accomplishments of the

Woman’s Auxiliary to TMA were presented

by Mrs. Harold B. Boyd, President. These

included:

—Sponsorship of a Political Action Work Shop
for members of the state board and local legisla-

tive chairmen, planned and executed by the

Southern Regional Office of AMPAC, proved to be

an effective stimulant and guide. Auxiliary

members worked more than 3,500 reported hours

to encourage voter registration and to publicize

the qualifications of conservative candidates for

state and national legislatures.

—Continued and increased efforts to raise funds

for the AMA-ERF. Contributions in 1966 totaled

$21,881.11.

—Enthusiastically supported the International

Health Project wherein many of the basic needs

of people in other countries are provided.

—Health Career Recruitment: Many Auxiliaries

have kept a supply of current information in

school libraries and in the hands of school counci-

lors; sponsored career clubs; conducted field trips

to hospitals, laboratories and medical schools; and
held training courses of Volunteens and Candy
Stripers. In 1966, the Auxiliary raised $2,526 for

loans and $2,100 for scholarships.

—Promoted and stimulated interest in the annual

Health Project Contest. In addition to the TMA
and state auxiliary prizes, nine local medical so-

cieties and/or their auxiliaries give awards in the

amount of $670.00. One Auxiliary presents a cer-

tificate to each group which submits a project.

—Assisted in organizing the successful Mental
Health Congress held in Nashville in October.

—Reported 22,413 hours in the field of community
service. Shelby County Auxiliary members
staffed the clinic at Juvenile Court and spear-

headed the establishment of prayer rooms, story

hours, craft, and sewing and singing periods.

They also provided help at the Cancer Clinic

three mornings a week throughout the year.

Senior Citizens Clubs, training of teenagers as re-

liable baby-sitters or volunteers in nursing situa-

tions, and the lending of sick-room equipment to

90 indigent patients are samples of the diverse

ways in which the Auxiliary members have
served their communities.
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—Safety: Through the efforts of the Knox County
Auxiliary it became mandatory that motorcyclists

wear helmets. Many auxiliary members partici-

pated in pre-school eye examinations. Measles

immunization was another occasion for full auxi-

liary participation. Courses on water safety,

medical self-help, home nursing, and first aid

were taken as well as taught.

“Presently, our membership stands at

1,568, which is 52.8 percent of that of the

Tennessee Medical Association. This is one

of the lowest percentages in the twelve

Southern states. The medical auxiliary

offers every doctor’s wife an opportunity to

serve her community more effectively be-

cause she has joined hands with others of

like purposes.”

THE HOUSE OF DELEGATES accepted the report.

Report of AMA Delegation

Daugh W. Smith, M.D.

The report for 1966 dealt with issues

brought before two sessions of the House
which were of the greatest concern to phy-

sicians. A summary of the proceedings of

the House of Delegates is published follow-

ing each meeting in the JAMA, AMA
NEWS, and abstracted in the TMA Journal.
Annual Session—June 26-30: Federal health leg-

islation, physicians’ billing procedures, medical
ethics, racial discrimination and health manpower
were among the major subjects acted upon by the

AMA House in Chicago.

—The House strongly supported the general con-
cept of direct billing under Medicare and of indi-

vidual responsibility—recommended that since

there is a wide latitude available to the states in

establishing administrative procedures under Title

XIX, each state medical association should work
early and diligently in its own state so that any
plan or law adopted in its state for approval
under Title XIX would include authorization for

direct billing.

—Took action involving reimbursement principles

affecting hospital-based specialists but also of sig-

nificance to all physicians. The action stated:

“The principles of medical ethics declare that a

physician shall not dispose of his services to a

third party or (lay) organization and Title XIX of

Public Law 89-97, recognizes the principle of the

separation of professional and hospital costs for

services rendered by hospital-based physicians.”

The action further stated that since separate bill-

ing by the physician for his professional services

is a preferred ethical practice, it shall be deemed
unethical for a physician to displace a hospital-

based physician who is attempting to practice

separate billing when said displacement is prima-
rily designed to circumvent separate billing.

—Reaffirmed its opposition to the compulsory as-

sessment of hospital staff members in order to

raise funds for hospital construction—reconsidered

its action in defining usual, customary and reason-

able fees and referred the matter back to the

Council on Medical Service for further study

—

strongly endorsed the AMA volunteer physicians

for Viet Nam program and urged the entire pro-

fession to support it by word and deed—adopted

a resolution urging state medical associations to

oppose as detrimental to the public interest, any
proposed legislation that would authorize optome-
trists to engage in the diagnosis or treatment of

disease or injury of the eye.

Clinical Session—November 27-30: In the 20th

AMA Clinical Convention in Las Vegas, the

House of Delegates endorsed the recommenda-
tions of the Ad Hoc Committee on Education for

Family Practice and authorized the Council on

Medical Education to develop and initiate plans

for their implementation—adopted a resolution

urging that the AMA advise the Department of

HEW that the present requirements for certifica-

tion and recertification have proven highly objec-

tionable, unnecessary, and do not contribute to

the quality of medical care—adopted a recom-

mendation that AMA endeavor to bring about re-

peal of those portions of P.L. 89-97 in which the

requirement for physician certification of medical

necessity appears.

—Adopted a report reaffirming the position of the

AMA regarding the prescribing of drugs. The re-

port stated: “The policy of the American Medical

Association is that physicians should be free to

prescribe drugs generically or by brand name for

all of their patients, whether they are paying,

medicare, or indigent patients—the primary con-

sideration being the best interest of the patient.”

—Adopted a report of the Judicial Council, as

follows: “Medical considerations, not cost, must be

paramount when the physician chooses a labora-

tory. The physician who disregards quality as

the primary criterion or who chooses a laboratory

because it provides him with low cost laboratory

services on which he charges the patient a profit,

is derelict in not acting in the best interests of his

patients. However, if reliable quality laboratory

services are available at lower cost, the patient

should have the benefit of the savings.”

—Adopted an eight-point statement regarding

payment for professional services—Instructed

AMA members of the Joint Commission on Ac-

creditation of Hospitals to express grave concern

regarding the accreditation of hospitals in which

laboratories are directed by non-physicians or

physicians not adequately qualified in laboratory

medicine—Recommended that state medical socie-

ties seek the passage of state legislation which

would provide a physician who serves on a utili-

zation review committee immunity from litigation

arising from the activities of the committee

—

Recommended that each hospital should have at
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least one voting doctor of medicine member on its

Governing Board who, preferably, should either

be appointed or elected by the hospital medical

staff.

THE HOUSE OF DELEGATES accepted the report.

Report of Tennessee Medical Association

Student Education Fund

John H. Burkhart, M.D., Chairman

“The Tennessee Medical Association Stu-

dent Education Fund met during the 1966

Annual Meeting in Gatlinburg at a time

when its resources were less than $2,000

and, for this and other reasons, it did not

approve any new loans. The Board of

Trustees of TMA, on the last day of the

meeting, approved a loan of $17,000 to the

Fund so that its assets at this point are con-

siderably more than they were a year ago.

However, the Board of Directors of

TMA-SEF decided to not meet again until

during the Annual Meeting of 1967 at which
time it will review its present loans out-

standing and consider applications for new
loans.

“It is the feeling of the Board of Directors

that careful scrutiny should be given to the

applications received in order that the

money available through the Fund shall be

put to its best use. For a financial report on

the TMA-SEF, anyone who desires this is

referred to the report made to the House of

Delegates last year or to request that a copy

be made available from the Treasurer or

the Chairman.”

THE HOUSE OF DELEGATES accepted the report.

Abstract of Minutes of the Meeting of the Board of

Trustees, Tennessee Medical Association

—

Sheraton-Peabody Hotel—Memphis, Tennessee

April 16, 1967

The Board of Trustees of the Tennessee

Medical Association convened for the regu-

lar second quarter meeting, following the

TMA Annual Meeting, on Sunday, April 16,

1967.

Members of the Board present were:

Francis H. Cole, Memphis
Robert L. Chalfant, Nashville

Thomas J. Ellis, Johnson City

G. Baker Hubbard, Jackson

K. M. Kressenberg, Pulaski

O. M. McCallum, Henderson
Tom E. Nesbitt, Nashville

Edward T. Newell, Jr., Chattanooga

John H. Saffold, Knoxville

Chas. A. Trahern, Clarksville

Dr. Francis H. Cole, Memphis, was named
Chairman of the Board; Dr. O. M. McCal-
lum, Henderson, Vice-Chairman; and Dr.

Robert L. Chalfant, Nashville, Treasurer.

Three Trustees were reappointed as Divi-

sion Coordinators. They are: Dr. Thomas J.

Ellis—Division on Scientific Advancement;
Dr. Chas. A. Trahern—Division on Legisla-

tive Affairs; Dr. O. M. McCallum—Division

on Governmental Medical Affairs. Dr. Rob-

ert L. Chalfant was appointed coordinator

of the Division on Conmunications and

Public Service; and Dr. John H. Saffold was
named coordinator of the Division on So-

cio-Economics, Insurance and Medical Serv-

ice.

Members nominated and elected to com-
pose the committees of the Board of Trus-

tees were: Executive Committee—Drs.

Francis H. Cole, Robert L. Chalfant, G.

Baker Hubbard, K. M. Kressenberg and Ed-

ward T. Newell, Jr.; Finance Commit-
tee—Drs. Chalfant, Newell and Hubbard;

Long-Range Planning Committee—Drs.
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Hubbard, Kressenberg, and Tom E. Nesbitt;

Advisory Committee to OASI—Dr. James

C. Gardner, Nashville; Dr. Harmon L. Mon-
roe, Erwin; and Dr. R. B. Wood, Knoxville.

Publications Committee—Dr. Addison B.

Scoville, Jr., Nashville; Dr. James M. Hudg-

ins, Nashville; Dr. James A. Robertson,

Memphis; Dr. R. H. Kampmeier, Nashville,

ex-officio; and Mr. J. E. Ballentine, Execu-

tive Director, TMA, ex-officio.

As directed in Resolution No. 17-67, the

Board appointed a committee, composed of

representatives of the Tennessee State Ob-

stetrical and Gynecological Society and rep-

resentatives of theTennessee Academy of

General Practice, to study possible revisions

of the Tennessee Criminal Abortion Statute.

The following were appointed to the Study

Committee: Dr. Edwin L. Williams,

Nashville; Dr. Martin Davis, Knoxville; Dr.

Robert G. Demos, Chattanooga; Dr. John H.

Saffold, Knoxville; Dr. Irving R. Hillard,

Nashville; Dr. Nat E. Hyder, Jr., Erwin; and

Dr. Stewart A. Fish, Memphis.

(1) Completed appointments to the

Standing and Special Committees of the

Association for 1966-67.

(2) Determined that the Board’s Liai-

son Committee to Medical Schools in

Tennessee should be renamed the “Commit-
tee on Regional Medical Centers and Liai-

son to Medical Schools” and established as a

special Committee of the Association, re-

porting annually to the House of Delegates.

Three physicians from each grand division

of the state will be appointed to the Com-
mittee and in the interim between sessions

of the House of Delegates, the Committee
will report on its activities to the Board of

Trustees.

(3) Heard remarks by Dr. Hoyt Gard-

ner, Secretary-Treasurer of the American
Madical Political Action Committee, con-

cerning the operation and activities of

AMPAC.
(4) Reviewed a recommendation by the

immediate past-chairman of Independent
Medicine’s Political Action Committee

—

Tennessee, that a member of the TMA staff

be designated to perform the administrative

functions of IMPACT and considered a pro-

posed budget for carrying out a more effec-

tive educational program over the state.

(5) Considered and approved the first

quarter financial statement for 1967.

(6) Authorized the President to select

representatives to attend a Conference on
Nursing and the Eleventh National Confer-
ence on Physicians, sponsored by the AMA
in October.

(7) Heard a report from the Chairman
of the Committee on Exhibits and approved
a suggestion that the Committee be invited

to meet with the Committee on Scientific

Work in Developing plans for the 1968

meeting.

(8) Directed the Chairman of the

Board to write a letter to the Chairman of

the TMA Council expressing the Board’s in-

terest and concern with the chiropractic sit-

uation as it exists in Tennessee and request-

ing the Council to study the matter and
take appropriate action.

(9) Determined that the Vice-Speaker
of the House of Delegates and the Delegates
to the American Medical Association should
be invited to attend all meetings of the

Board of Trustees.

(10)

Approved a recommendation that

the Board of Trustees write a letter to Dr.

John C. Burch, immediate past-chairman,

expressing commendation and appreciation

for his dedicated service to the Board dur-

ing his term of office.

Francis H. Cole, M.D., Chairman

J. E. Ballentine, Executive Director
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Abstract of Minutes of Council Meetings

Tennessee Medical Association

Sheraton-Peabody Hotel—Memphis—April 13-16, 1967

The Council of the Tennessee Medical As-

sociation convened, April 13, 1967 in the

Sheraton-Peabody Hotel, Memphis, with

Dr. John H. Saffold, Acting Chairman, pre-

siding. The following members of the Coun-

cil were present: Dr. J. J. Range, First Dis-

trict; Dr. Edward G. Johnson, Third Dis-

trict; Dr. John Derryberry, Fifth District;

Dr. Harry T. Moore, Jr., Sixth District; Dr.

Charles Hickman, Eighth District; Dr.

Byron O. Garner, Ninth District; and Dr. B.

G. Mitchell, Tenth District.

The Council discussed the use and admin-

istration of Part B, Medicare funds in medi-

cal schools and particularly in teaching ac-

tivities as it relates to the Attending Physi-

cians Association, Inc. No action was taken

since the entire matter is awaiting a deci-

sion by the Internal Revenue Servcie as to

application.

Reports from physicians relative to ra-

diologists sending x-ray reports to osteo-

paths and chiropractors who are not ap-

proved by the local medical society as prac-

ticing a scientific medicine, were reviewed.

The conclusion of the Council followed a re-

commendation by the TMA Attorney to the

end that an ethical physician could send a

report to the patient, but if the osteopath or

chiropractor was not judged as practicing a

scientific medicine, that the report should

not be sent or consultation held with him.

Discussion was held concerning cardiolo-

gists and their reading of EKG’s. The
Council felt that no action should be taken,

but that cardiologists should be considered

in the same category as other hospital-based

specialists (radiologists, pathologists, etc.)

and that they should also send a separate

bill to their patients as do the other hospi-

tal-based specialists.

There was further discussion relative to

radiologists and pathologists on the matter

of separate billing. The Council believed

that progress had been made and urged that

efforts be continued on the level as pres-

ently being used to reach the desired end

of separate billing for all physicians with-

out further and undue enforcement.

Meeting of the Council

April 16, 1967

An interim meeting of the Council was
held on April 16, 1967 with Dr. John H. Saf-

fold serving as interim chairman for the

purpose of election of new officers. Dr. J. J.

Range, Johnson City, was elected Chairman
and Dr. B. G. Mitchell, Memphis, was

named Secretary.

Councilors present were: Dr. J. J. Range,

First District; Dr. Edward G. Johnson,

Third District; Dr. Claude M. Williams,

Fourth District; Dr. John Derryberry, Fifth

District; Dr. B. K. Hibbett, III, Sixth Dis-

trict; Dr. Carson E. Taylor, Seventh Dis-

trict; Dr. Charles Hickman, Eighth District;

Dr. Byron O. Garner, Ninth District; and

Dr. B. G. Mitchell, Tenth District.

A general discussion of the corporate

practice of medicine as it relates to radiolo-

gists and pathologists was held. The new

members of the Council were made ac-

quainted with this problem and Dr. Range

was directed to furnish them with all avail-

able information on this matter.

It was concluded that a regular meeting

of the Council would be held in Nashville

within one month.

B. G. Mitchell, M.D.

Secretary of the Council



ANNUAL MEETING HIGHLIGHTS

1967 Annual Meeting • Total physician registration at the annual meeting in
Total Attendance—852 Memphis, April 13-15, resulted in 585 doctors in attendance.

504 TMA members, 49 guest physicians, 29 residents and 3
interns for a total of 585. There were 8 medical students,
122 exhibitors, 137 ladies registered from the Woman's Aux-
iliary for a total of 852.

Dr. K. M. Kressenberg
Assumes Presidency

Dr. Edward T. Newell,
Jr.—President-Elect

Board of Trustees

Speaker and Vice-

Speaker of the
House of Delegates

Vice-Presidents

Elected Members
of the Council

AMA Delegates
and Alternates

• At the President's Banquet, Dr. K. M. Kressenberg, Pu-
laski, assumed the presidency, succeeding Dr. G. Baker Hub-
bard, Jackson.

• Named to be President-Elect and lead the TMA in 1968 is
Dr. Edward T. Newell, Jr., Chattanooga, who will succeed to
the Presidency during the 1968 meeting in Chattanooga.

• Elected Chairman of the Board of Trustees was Dr. Francis
H. Cole, Memphis. Dr. 0. M. McCallum, Henderson, was named
Vice-Chairman. Dr. Robert L. Chalfant, Nashville, a newly
elected trustee, was named Treasurer. Dr. James N. Thomas-
son, was elected Secretary for a one-year term. In addi-
tion, Dr. John H. Saffold, Knoxville, was elected to fill
the unexpired term of Dr. Newell. Other members continuing
on the Board included Dr. Thomas J. Ellis, Johnson City; Dr.
G. Baker Hubbard, Jackson; Dr. K. M. Kressenberg, Dr. Tom E.

Nesbitt, Nashville, Speaker of the House of Delegates; Dr.
Charles A. Trahern, Clarksville, and Dr. Newell.

• Dr. Tom E. Nesbitt, Nashville, was re-elected Speaker of

the House of Delegates, and Dr. R. L. DeSaussure, Memphis,
was re-elected Vice-Speaker.

• Elected for the 1967-68 year as Vice-Presidents were:
Dr. Julian Lentz, Maryville, East Tennessee; Dr. Parker
Elrod, Centerville, Middle Tennessee; and Dr. Howard Rags-
dale, Ripley, West Tennessee.

• Newly elected members of the Council were: Dr. J. Marsh
Frere, Jr., Knoxville, Second District; Dr. Claude M. Wil-
liams, Cookeville, Fourth District ; Dr. B. K. Hibbett, III,
Nashville, Sixth District; Dr. Charles N. Hickman, Bells,
re-elected from the Eighth District ; and Dr. B. G. Mitchell,
Memphis, re-elected from the Tenth District. Chairman of

the Council for 1967-68 is Dr. J. J. Range of Johnson City.
Other members continuing to serve for next year will be: Dr.

Edward G. Johnson, Chattanooga, Third District; Dr. John
Derryberry, Shelbyville, Fifth District; Dr. Carson E. Tay-
lor, Lawrenceburg, Seventh District ; and Dr. Byron 0.

Garner, Union City, Ninth District.

• Dr. W. 0. Vaughan, Nashville, was elected AMA delegate
from Middle Tennessee for a two-year term, beginning January
I, 1968. Dr. William F. Meacham, Nashville, was elected
for a similar term as alternate delegate. Dr. Bland W.

Cannon, Memphis, was re-elected AMA Delegate for a new two-
year term beginning January 1, 1968, representing West Ten-

nessee. His alternate for a similar term was Dr. Julian K.

Welch, Jr., Brownsville, re-elected. TMA is now eligible



Outstanding Physician

of the Year—Dr. R.

Eustace Semmes,
Memphis

Scientific

Presentations

Highlights of House
of Delegates Actions

AMA Group
Disability Program's
Fate Undecided

Physician Opposition
Lacking to H.R. 5710

for a fourth TMA delegate, and in a run-off election, Dr.
Tom E. Nesbitt, Nashville, was elected an AMA delegate for
1967 and 1968 (two-year term) and Dr. A. Roy Tyrer, Mem-
phis, was elected alternate for the similar term.

® Dr. R. Eustace Semmes, Memphis, was the recipient of the
award made to the Outstanding Physician of the Year. He
was introduced at the President’s Banquet on April 15th.

• The Tennessee Medical Association presented two days of
general scientific programs. On April 14th and 15th, panel
discussions with outstanding guest speakers were presented.
In addition, special presentations were made by Dr. Bland
W. Cannon, Memphis, and Dr. Charles L. Hudson, Cleveland,
Ohio, President of the American Medical Association.

• Major actions of interest occurring in the House of Dele-
gates are shown in these resolutions adopted: Discontinued
the policy of making nominations to the Tennessee Hospital
Service Association Board of Directors ; Adopted action re-
quiring a study committee to consider the permanent method
of selecting TMA's fourth delegate to AMA; Reiterated TMA's
policy and definition of usual and customary fees ; Adopted
action reiterating TMA policy on physician billing proce-
dure ; Set forth TMA policy on Title XIX under P.L. 89-97
that calls for administration of any Title XIX program to be
under the direction of the Health Department and headed by
a doctor of medicine ; Physicians were urged not to accept
an assignment from government agencies or authorized car-
riers ; Defined medical indigency; Opposed the necessity for
certification and recertification of patients under Public
Law 89-97 ; Recommended that all physicians bill their pa-
tients directly; Recommended physician representation on
governing boards of hospitals. County societies were urged
to seek the cooperation of their respective hospitals to
implement this policy; Stated preference for one fiscal in-
termediary to serve for payments to physicians on all pro-
grams under P.L. 89-97; Urged physicians to take an active
role in areawide planning ; Considered a resolution on label-
ing of prescriptions, but referred it to the Committee on
Interprofessional Liaison; Commended TV stations for tele-
vising the series "Spotlight on Medicine"; Objected to com-
pulsory prescribing of drugs by generic names ; Took action
on two resolutions dealing with supervision of facilities in
care for the mentally retarded ; Established a study commit-
tee to revise the criminal abortion statute in Tennessee ;

Endorsed Alvin J. Ingram, M.D., Memphis, for a second term
as a member of the AMA Board of Trustees ; Urged the reten-
tion of career physicians in the armed forces ; Approved a
resolution pertaining to the three-day hospitalization pro-
visions under P.L. 89-97; Acted to support the University
of Tennessee College of Medicine, and diploma schools of
nursing ; Approved political and socio-economic education in
undergraduate and postgraduate medical education.

• AMA Board of Trustees, after hearing many charges and
counter-charges, followed by barrage of letters from physi-
cians, decided to ask the House of Delegates to resolve the
issue in June.

The House, at Annual Convention in Atlantic City, June
18-22, will have special ad hoc reference committee to hear
testimony on the issue, recommend action to the House. Any
AMA member may testify before the committee.

• Lack of strong grass roots physician opposition to H.R.
5710, the Social Security Amendments of 1967, proposed
sweeping amendments and expansion of Medicare Act, has
socialized medicine advocates chortling with glee. They
contend silence of physicians indicates capitulation, say-
ing time is ripe for sweeping expansion of government pro-
grams.



Hadley Williams, Assistant Executive Director

Direct Payment • Three bills have been introduced in Congress which would
Under Title XIX amend the requirements for a state plan under Title XIX by

adding a new requirement under which the plan would have to
provide that payment for physicians' services would be made
(1) to the recipient on the basis of a physicians' itemized
statement of charges; or (2) on behalf of the recipient upon
submission by the physician of his itemized statement of
charges.

The bill numbers and sponsors are: H.R. 9484 by Rep. Hale
Boggs (D. La.) a member of the Ways and Means Committee;
H.R. 9584 by Rep. Edwin W. Edwards (D. La.) and H.R. 9694
by Rep. James B. Utt (R. Calif.) also a member of the Ways
and Means Committee.

This procedure was suggested by AMA President, Dr.
Charles L. Hudson, when he testified before the Ways and
Means Committee on amendments to the Social Security Act.

Physicians are urged to communicate with their Congress-
man to seek support for legislation which would allow direct
billing under Title XIX programs.

Medical Assistants • The 11th annual meeting of the Medical Assistants Society
Hold Annual Meeting of Tennessee was conducted in Nashville May 5-7.

Dr. 0. Morse Kochtitzky, of Nashville, past chairman of
the TMA Communications and Public Service Committee, was a
featured speaker at the conference.

MAST officers elected for the coming year are: Mrs.
Martha Puryear of Nashville, president; Mrs. Joan Hutchens
of Maryville, president-elect ; Mrs. Lois France of Johnson
City, vice-president ; Mrs. Mary Kiser of Johnson City,
treasurer; and Mrs. Sue McJunkin of Knoxville, secretary.

Dr. G. Baker Hubbard, of Jackson, TMA past-president, in-
stalled the new officers at the Society's annual banquet and
Dr. William F. Meacham of Nashville served as Toastmaster
for the occasion.

AMPAC Workshop • The annual AMPAC National Workshop was held in Washing-
ton D.C., June 3-4 at the Sheraton Park Hotel.

Three senators and four members of the House of Represen-
tatives appeared on the program. A panel composed of Sena-
tors George Murphy, of California, and Walter F. Mondale,
of Minnesota, and Representatives Bob Wilson, of California,
and Don Fuqua, of Florida, was a highlight of the meeting.

Representative Gerald Ford of Michigan, Senator Edmund
S. Muskie of Maine, and Representative Robert Michel of
Illinois were feature speakers.

Dr. Richard C. Sexton of Knoxville is the new Board
chairman of IMPACT, the state committee for political ac-
tion. Other members of the Board are: Dr. E. Kent Carter
of Kingsport, Dr. Frank B. Graham of Chattanooga, Dr. Claude
M. Williams of Cookeville, Dr. I. A. Nelson of Nashville,
Dr. J. 0. Williams of Mt. Pleasant, Dr. Lee Rush, Jr. of

Somerville, Dr. Tom W. Johnson, Jr. of Dyersburg and Dr.

B. G. Mitchell of Memphis.



AMA Judicial Council
Issues Opinion on
Laboratory Services

General Assembly
Now in Recess

An Appraisal of
Letter Writers

• The following questions and answers are provided by the
AMA Judicial Council in response to inquiries raised by a
number of medical societies.

QUESTION

:

A laboratory is owned by a physician who spends
a small portion of his time directing and managing its
financial and business affairs. The laboratory work is
performed by technicians and directly supervised by a
medical technologist with little or no participation by
the physician-owner. The physician’s name is used in
connection with the laboratory in a manner to create the
appearance that it is owned, operated and supervised by
a doctor of medicine. Is the physician engaged in an un-
ethical activity? Would it make any difference if he
were not the owner, but merely received compensation for
his time? Or if he were a partner with the supervising
technologist or participated without receiving any com-
pensation or share of the profits?

ANSWER: In each of the situations set forth above the
physician would be guilty of deception and unethical
conduct in misrepresenting or aiding the misrepresenta-
tion of laboratory services performed and supervised by
a non-physician, as physician’s services.

QUESTION

:

A laboratory, owned, operated and supervised by a
non-physician in accordance with the state law, performs
tests exclusively for physicians who receive the results
and make their own medical interpretations. Is it per-
missible for physicians to utilize the services of these
laboratories?

ANSWER

:

The physician’s ethical responsibility is to pro-
vide his patients with high quality services. This in-
cludes services which he performs personally and those
which he delegates to others. A physician should not
utilize the services of any laboratory, irrespective of
whether it is operated by a physician or non-physician,
unless he has the utmost confidence in the quality of its
services. He must always assume personal responsibility
for the best interests of his patients. Medical judg-
ment based upon inferior laboratory work is likewise in-
ferior. Medical consideration, not cost, must be para-
mount when the physician chooses a laboratory. The
physician who disregards quality as the primary criterion
or who chooses a laboratory because it provides him with
low cost laboratory services on which he charges the pa-
tient a profit, is derelict in not acting in the best in-
terest of his patient. However, if reliable quality
laboratory services are available at lower cost, the
patient should have the benefit of the savings. As a
professional man, the physician is entitled to fair com-
pensation for his services. He is not engaged in a com-
mercial enterprise and he should not make a markup, com-
mission, or profit on the services rendered by others.

• The 85th Tennessee General Assembly adjourned May 26th
after one of the longest and busiest sessions in history.

Prior to adjourning the 60-legislative day session, leg-
islators set February 13, 1968 as the reconvening date to
complete the 30-legislative days remaining for the 85th
General Assembly.

A record total of 1,201 bills were introduced in the
House of Representatives and 1,158 bills in the Senate.
All bills not receiving final action by both houses will
lie over until the 1968 session. Standing committees of

both houses will continue to function during the recess and
may conduct public hearings on any bills pending.

• ”We may tell ourselves that pressure groups and letter
writers represent only a small percentage of the voters —
and this is true. But they are the articulate few whose
views cannot be ignored and who constitute the greater part
of our contacts with the public at large. . .” — John F.

Kennedy (Profiles in Courage).
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'J'M^ c/dnnuad 'Meeting

New officers elected by the House of Delegates are;

seated, left to right: Dr. Parker D. Elrod of C enterville,

vice-president for Middle Tennessee; Dr. K. M. Kressenberg
of Pulaski, President; and Dr. Claude M. Williams of

Cookeville, vice-president for East Tennessee. Standing,
left to right: Dr. Tom E. Nesbitt of Nashville, speaker of

the House; Dr. Edward T. Newell, Jr. of Chattanooga,
president-elect; and Dr. R. L. DeSaussure of Memphis,
vice-speaker of the House of Delegates. Dr. James H.
Ragsdale of Ripley, vice-president for West Tennessee and
Dr. James N. Thomasson of Nashville, secretary, were ab-
sent for the photograph.

Guest speakers included Dr. Charles L. Hudson (center)

of Cleveland, Ohio, President of the American Medical
Association; Dr. Nicholas Nyaradi (right) of Peoria, Il-

linois, Director of the School of International Studies at

Bradley University; and Dr. Hoyt C. Gardner of Louisville,

Kentucky, member of the Board of AMPAC.

Dr. John C. Burch, retiring chairman of the TMA Board of

Trustees, presented the $500 first place Health Project Con-
test award to representatives of the Cleveland Day School.

Left to right: Dr. Burch, Miss Judy Lowe, Miss Cyndy Ma-
gee and Mr. David B. Glenn, class sponsor.

Dr. Tom E. Nesbitt of Nashville, Speaker of the House of

Delegates, presented the Physician-of-the-Year award to

Dr. R. Eustace Semmes of Memphis.

The new TMA President, Dr. Kenneth M. Kressenberg of

Pulaski, received the symbol of his office from the retiring

President, Dr. G. Baker Hubbard of Jackson, during the

banquet that climaxed the meeting.
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'P'leaicLettt 4 Paye
The impact of organized medicine in the halls of government

depends directly on how much you involve yourself in the affairs

of medicine and particularly in IMPACT. The facts are now, I

think, exceedingly clear—we cannot afford the luxury of being too
busy, too poor, or too disinterested. To not particularly care about
what happens to organized medicine means not to care about what
happens to you and me.

If you care, and I am confident that the great majority of you
do, then as Shakespeare put it so aptly “take arms against a sea of

troubles, and by opposing, end them.”

Encroachment of the hospital upon the practice of medicine; the
attempts of liberal do-gooders to solve social problems and medical

problems through the blind use of more and more dollars; the possibility of Federal direc-

tion of all research activity through increasing amounts of Federal research financing;

the gradual enslavement of medical practice through the use of administrative fiat; the
continuing regulations of all phases of private business by bureaucrats who are not elected

officials or responsive to the voice of the people; these are just a few of the problems con-
fronting you and me.

Individually we can do little to combat these threats, except, of course, to complain
and gripe about them. It is only when we join forces with our colleagues that really ef-

fective action is possible. I believe the most effective way of improving the practice of

medicine and correspondingly, its image, is action at the hospital staff and county medi-
cal society level—participation at this level by every physician is vitally important. It

is here where those physicians closely involved in the hospital-physician relationship

problem and the public relations arena must stand fast behind those principles in which
they believe and take appropriate action as a unified group.

In problems related to government and its increasing role in medical care, action at

the TMA and AMA level is essential. It is here that our collective effort must be made
to achieve the desired impact. It is at this level that we must discontinue thinking of

ourselves as surgeons, internists or g.p.’s, and tune our thoughts and actions to the broader
philosophy of doctors of medicine.

Apropos to all of this, I call on each member of TMA to examine himself critically and
resolve to participate more actively in his association. Let’s not have reference comit-
tees attended by only eight or ten people; let’s not have annual meetings of our associa-

tion attended by ten or fifteen percent of our membership; let’s not permit people to say
truthfully that doctors are too busy golfing, fishing, hunting, or what have you, to attend
the needs of their patients or their association. Let’s not get so caught up in the merry-
go-round that we lose sight of the fact that our cherished right to do what we think is

right is being seriously threatened by people who are not “too busy”.

Now is the time for all good men to come to the aid of their profession. Support IM-
PACT in the efforts to elect better representatives in the halls of government. Support
your local and state Medical Association with your time, your talent, and your energy so

that it becomes a vital representative of each individual physician in the state.

Dr. Kressenberg

Sincerely,

/V7
. b

President
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EDITORIAL

TAXATION OF ADVERTISING?

The following quotation is from the

Congressional Record (House) May 17,

1967.

“MR. BATTIN: Mr. Speaker, Congress has del-

egated to the Commissioner of Internal Revenue
broad powers to implement the Internal Revenue
Code, and he has generally performed these func-

tions with diligence, equity, and efficiency. It is,

therefore, a matter of great concern to this Con-
gress when the Commissioner proposes regulations

which significantly change certain provisions of

Revenue Act of 1950.

“The provisions of this act regarding the unre-

lated business income of tax-exempt organizations

were adopted by this Congress after lengthy hear-

ings. . . . Now, 17 years following the enactment of

the Revenue Act of 1950, the Commissioner pro-

poses to ignore the intent of Congress . . . and the

law itself, to scuttle his own, longstanding regula-

tions on the subject, and to provide new and

different rules for tax-exempt organizations.

“I would be opposed to these changes, if they

were proposed as an amendment to the Code. All

of us, irrespective of whether or not we agree

with their substance, have a duty to respond when
changes in the laws enacted by Congress are at-

tempted in the form of administrative regulations.

Such forages into the authority of Congress by
any administrative agency cannot and should not

go unnoticed for they solidify into dangerous prec-

edents which threaten the separation of powers
in our Government.
“With the able assistance of staff, I have re-

viewed the proposed regulations in the light of the

legislative history of the Revenue Act of 1950 and
the applicable provisions of the Internal Revenue
Code. I would like to call your attention in the

following discussion to some of the areas in which
the proposed regulations are contrary to the ap-

plicable provisions of the Internal Revenue Code.

“In enacting the provisions of the Revenue Act
of 1950—Internal Revenue Code, sections 511-

514—dealing with unrelated business income, it

was the intention of Congress to tax the income
derived by certain types of tax-exempt organiza-

tions from business enterprises which are not sub-

stantially related to the purpose that constitutes

the basis for their exemption. The legislative his-

tory plainly shows that the object was to tax the

income of ordinary businesses conducted by ex-

empt organizations, such as a macaroni or tire

factory, or a commercial wheat farm conducted by

a university.”

The comments of the Honorable Repre-

sentative from Montana point up the

immediate threats to the income from ad-

vertising in the journals of tax-exempt or-

ganizations and which lend a large degree

of financial support to the activities of such

organizations, whether these be organized

labor, the Boy Scouts, religious organiza-

tions, the National Geographic Society or

the publications of educational institutions.

Our editorial comment of the moment is

prompted by the threat to advertising in

medical journals which are the mouth-piece

of medical societies or associations as well

as to the income from commercial exhibits

at meetings of such organizations.

The Internal Revenue Service has set

hearings within the month to review and

explore the status of advertising in journals

of tax-exempt organizations with the

thought of tapping a large source of taxa-

tion monies, a proposed 48% tax on adver-

tising of tax-exempt organizations!

The taxability or nontaxability of income

derived from advertising or the selling of

exhibit space revolves around the legal def-

inition and interpretation by the IRS of the

term “unrelated business income.” At the

administrative level, District Directors have

indicated two lines of attack upon advertis-

ing: (1) “that the journal of a medical or
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health organization is not substantially re-

lated to the purpose constituting the basis

of the organizations exemption because of

the size of the publishing operation,” and

(2) “that the advertising content of the

publication constitutes a separate and sub-

stantially unrelated business activity.”*

Mr. Hirst comments that the issue is:
—

“If

the publication of a medical journal consti-

tutes an exempt activity, that is an activity

that fulfills the purpose constituting its

basis for tax exemption, then it is immater-

ial how large or profitable this activity may
be. On the other hand, if the publication is

not a tax exempt activity, its size compared

to the other organization activities may put

it into the category of a substantially unre-

lated business activity.”

Historical precedence should have a role

in the consideration of taxability of adver-

tising in journals or of exhibit income. As
has been indicated by Hirsh, advertising has

appeared in scientific journals for more
than a century and a half, long before com-

mercial publishers appeared on the scene.

Advertising provided support for scientific

publications long before the income tax and

the complaint of “unfair competition” lev-

elled by some of the journals organized for

commercial advertising and income.

Your editor expects that each member of

the Tennessee Medical Association, and of

whatever other medical or scientific society

or association he is a member, understands

that the support of the journals and annual

meetings of these organizations are sup-

ported only in small part by his annual

dues, or, to emphasize the point, if advertis-

ing in the journals of medical and health or-

ganizations and income from exhibit space

were to be declared taxable, the mainte-

nance of journals and annual sessions at

their present level might need to be met by

a great increase in dues.

*Hirsh, Bernard D., Director of Law Depart-

ment of the AMA, Presented at the American

University “Conference on Federal Tax Aspects of

Nonprofit Organizations” At the Statler Hilton

Hotel, Washington, D. C., Nov. 16, 1965.

This is not meant to be as crass as it may
seem. Today’s advertising whether in a

journal or as a commercial exhibit repre-

sents an educational medium, since basi-

cally advertising is so screened today that it

offers a safe method of acquainting the phy-

sician of new medicaments, etc. applicable

to the care of patients. The exhibit even

more so permits verbal communication and

education.

No matter which methods of continuing

education may evolve in coming years, the

printed word will remain within the forsee-

able future the major tool in education—it

remains retrievable for analysis, reading

and rereading. The lecture, the TV medical

program, the panel discussion, the staff

rounds, unless recorded in the printed word,

are lost. Good medical care depends on

reading, as Osier commented,—“It is aston-

ishing with how little reading a doctor can

practice medicine, but it is not astonishing

how badly he may do it.” This points up

the enormity of the threat posed to scien-

tific publications.

It is in recognition of this threat of taxa-

tion on advertising in publications of tax-

exempt organizations that three bills are in

the hopper of the House of Representatives

to assure by amendments of the 1950 tax

laws the continuation of the philosophy ex-

pressed then, and recapitulated by Mr. Bat-

tin as quoted above. These are H.R. 8766,

9103, and 9763 by Watts of Kentucky, Broy-

hill of Virginia and Battin of Montana re-

spectively. It would be your Editor’s hope

that the readers of these comments would

take a few moments to write their repre-

sentative in the Congress asking support of

this amplifying legislation.

One cannot resist the naive observations

that the ways of government are de-

vious,—to collect monies at the expense of

continuing education of medical and scien-

tific organizations for the underwriting of

continuing education of the professions by

federal agencies and monies!

R.H.K.
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MERCUHYDRIN
(meralluride injection)

LAKESIDE

Twenty years ago the publication of "A
System for the Routine Treatment of the Failing

Heart” 1 established a schedule of diuretic

therapy as a primary factor in the treatment
of acute congestive failure. With emphasis
upon daily injections of Mercuhydrin
(meralluride injection) until dry weight was
obtained, Gold, et al. achieved a 40% increase

in improvement, in Vh the time, over other

methods then current. Today, most medical
texts continue to recommend parenteral

mercurials in acute congestive failure when
prompt diuresis is indicated.

Recently Modell 2 has stated: "The mercurial
diuretics are the injectable diuretics of choice
since they are the most potent as well as the

most dependable. Their toxicity is not an
important consideration either by comparison
with other potent diuretics or in relation to the

seriousness of the conditions in which they
provide such excellent relief.”

IN BRIEF

Mercuhydrin is indicated in edema of cardiac or
hepatic origin and in the nephrotic syndrome; it is

contraindicated in acute nephritis and in anuric or

oliguric states. The usual adult dose is one to two
cc. daily or every other day until "dry weight" is

obtained. Sensitivity is rare but small initial doses
are advised to minimize potential reactions; ver-

tigo, fever, and rash have occurred. Overdosage
may produce electrolyte depletion, muscle cramps,
and G. I. reactions. Supplied: 1 cc. and 2 cc. am-
puls in boxes of 12, 25 and 100; 10 cc. rubber
capped, multiple-dose vials (intramuscular or sub-
cutaneous use only) in boxes of 6 and 100.

1. Gold, Harry, et al. : A System for the Routine Treat-
ment of the Failing Heart, The American Journal of
Medicine, Vol. Ill, No. 6:665-692 (Dec.) 1956.

2. Modell, Walter: Drugs of Choice 1966-1967, p. 97,
1966.

LAKESIDE LABORATORIES, INC. .Milwaukee, Wisconsin 53201
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IN MEMORIAM

McClure, C. C., Sr., Nashville. Died 19, April,

1967, Aged 74. Graduate of Vanderbilt Univer-

sity School of Medicine 1918. Member of

Nashville Academy of Medicine and Davidson

County Medical Society.

Campbell, Earl Roy, Sr., Chattanooga. Died 12,

May, 1967, Aged 73. Graduate Tulane University

School of Medicine, New Orleans, 1921. Member
of Chattanooga and Hamilton County Medical So-

ciety.

Plog, Gerald S., Martin. Died 13, April, 1967,

Aged 51. Graduate of University of Tennessee

College of Medicine, Memphis, 1941. Member of

Weakley County Medical Society.

Pearce, Lee Powers, Sheffield, Alabama, for-

merly of Memphis. Died 5, May, 1967, Aged 82.

Graduate of Memphis Medical College.

Richards, William Daniel, Knoxville. Died 8,

April, 1967, Aged 86. Graduate of Vanderbilt

University School of Medicine, 1906. Member of

Knoxville Academy of Medicine.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Chattanooga-Hamilton County
Medical Society

A seminar on emergency care for the sick

and injured was presented by the Chatta-

nooga-Hamilton County Rescue Service, in

cooperation with the Chattanooga-Hamilton

County Medical Society on April 29th at

Memorial Auditorium. The seminar was
designed for individuals who have the re-

sponsibility of rendering or administering

first aid and emergency care. Topics of dis-

cussion and speakers on the program were:

“Limitation of Immediate Care” by Dr.

Frank B. Graham, President of the Medical

Society; “Airway Care, Suction, Oxygen In-

halation” by Dr. Robert E. Baldwin, anes-

thesiologist; “Artificial Respiration”—Dr.

John T. Albritton, anesthesiologist; “Car-

diac Arrest and Heart Attacks”—Dr. Walter

Puckett, Cardiologist; “Shock and Burns”

—Dr. William E. Rowe, general sur-

geon; “Emergency Child Birth”—Dr. Paul

Johnson, obstetrician; “Head Injury and

Transportation of the Unconscious”—Dr.

Roger Gordon Veith, neurosurgeon; “Bleed-

ing and Bandaging”—Dr. Harry A. Stone,

general surgeon; “Poisoning by Drug,

Chemical, Food or Gas”—Dr. Ronald Ed-

ward Eith, pediatrician; “Fractures and Dis-

locations”—Dr. Nicholas Forlidas, or-

thopedic surgeon; “Chest and Abdominal
Injuries”—Dr. Thomas L. Buttram, general

surgeon; “Transportation of the Emotion-
ally Disturbed Patient”—Dr. Joseph W.
Johnson, Internist; and “Emergency Vehicle

Operation” by Dr. James L. Craig.

The regular monthly meeting of the So-

ciety was held in the auditorium of the In-

terstate Building on June 6th. The scien-

tific program consisted of a presentation en-

titled “Care-Medico—Afghanistan” by Dr.

Clarence Shaw and an interesting case re-

ported by Dr. Gene H. Kistler.

Memphis-Shelby County Medical Society

Dr. Tom E. Nesbitt, Nashville, Chairman
of TMA’s Committee on Governmental
Medical Services, Mr. Hadley Williams,

Public Service Director, TMA, and Dr.

John H. L. Heintzelman, Director of Med-
ical Services, Tenn. Dept, of Public Health,

discussed Title XIX of the Social Security

Amendments of 1965 and its present status

in Tennessee at the meeting of the Mem-
phis and Shelby County Medical Society on
May 2nd. The meeting was held in the au-

ditorium of the Institute of Pathology.

Knoxville Academy of Medicine

Members of the Knoxville Academy of

Medicine heard an interesting presentation

entitled “Lymphangiography” by Dr. Ed-

ward Buonocore at its regular monthly
meeting on April 11th.

The scientific program for the meeting of

the Academy on May 9th was provided by

the Knox County Unit of the American

Cancer Society. Dr. John E. Ray, Associate

Professor of Surgery at Tulane University

School of Medicine and Associate Head of

the Department of Colon and Rectal Sur-

gery at Ochsner Clinic in New Orleans, was

guest speaker. His subject was “The Pre-

cancerous Nature of Colonic and Rectal Po-

lyps.” Members of the medical societies

from Anderson, Union, Roane, Loudon,

Blount, Sevier, Jefferson and Grainger

counties were invited to hear the presenta-

tion.

Roane-Anderson County Medical Society

Dr. Joe Tittle, Delegate, and Dr. E. C.

Cunningham, Alternate Delegate, reported
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There are 39,600*

undetected diabetics in

Tennessee
Most of these are probably among patients over 40; the overweight;

relatives of diabetics, and mothers of large babies. By the time polyphagia, polyuria,

polydipsia, pruritus or other overt symptoms of diabetes appear,

damage may have been done that could have been minimized.

DEXTROSTIX® gives you a reliable blood-glucose estimate in 60 seconds.

WhyWait?

*Based on Statistical Report, U.S. Dept. Commerce, ed. 86, and Fisher, G. F., and Vavra, H. M.

Pub. Health Rep. 80:961 (Nov.) 1965.

Note: DEXTROSTIX is not meant to replace the more precise analytical laboratory

procedures such as needed in glucose tolerance testing.

AMES COMPANY, Division Miles Laboratories, Inc., Elkhart, Indiana 46514 4 2 8 R 6 7 Ames
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on the actions of the House of Delegates of

the Tennessee Medical Association at the

meeting of the Society on April 25th. The
meeting was held in the cafeteria of the

Oak Ridge Hospital.

The May 23rd meeting of the Society was
held at the Alexander Motor Hotel, Oak
Ridge. The scientific program entitled

“Cerebral Ischemia” was presented by Dr.

William Meacham, professor and chairman
of the department of neurosurgery, Vander-
bilt University School of Medicine,

Nashville.

Consolidated Medical Assembly
of West Tennessee

The Assembly held its monthly meeting

on the evening of May 2nd in the New
Southern Hotel. The meeting was preceded

with a dinner for those attending. The
House of Delegates met prior to the Socie-

ty’s meeting and took action on several im-

portant matters affecting the Society.

The meeting consisted of a presentation

by delegates and officers who attended the

Tennessee Medical Association’s annual

meeting. Dr. O. M. McCallum presided in

the report session given by Drs. Julian K.

Welch, Lee Rush and Thomas K. Ballard.

Actions taken on all resolutions, amend-
ments, and activities of the standing and
special committees of the Tennessee Medi-

cal Association were reviewed. TMA Field

Secretary, Mr. Tom Sawyer, and Mr. Jack

Ballentine, Executive Director of TMA pre-

sented and discussed a slide film and com-
mentary on the Title XIX “Medicaid” pro-

gram as contained in Public Law 89-97

(Medicare) . Approximately forty mem-
bers of the Society were in attendance.

NATIONAL NEWS

The Month in Washington

(From Washington Office, AMA)

The American Medical Association pro-

posed that Congress set up a National Com-
mission on Health Resources and Medical

Manpower with broad powers to supervise

the drafting of physicians for military ser-

vice. The AMA recommendation was pre-

sented by Dr. Albert H. Schwichtenberg,
chairman of the AMA Council on National

Security, at a Senate Armed Services Com-
mittee hearing on S. 1432 which would pro-

vide for a four-year extension of the pres-

ent draft law expiring June 30. Other AMA
recommendations for modification of the

doctor draft program included:

—Expansion of the physician draft pool to in-

clude women doctors.

—Making subject to draft call foreign physi-
cians under 35 years of age, with permanent visas

or who have subsequently become citizens, and
who may not be subject to call because they were
not deferred from induction while under age 26.

—Limiting credit for fulfillment of the draft

obligation to only service performed in the armed
services. (Under the old law, service in the

Public Health Service could satisfy a physician’s

obligation for active military duty.)

—Routine transfer, upon completion of an in-

ternship, of the jurisdiction of physicians to the

local draft board serving the area in which the

physician is engaged in training or practice.

—Changes in the pay and promotion policies

for military physicians designed to increase the

retention of career military physicians.

“Our primary recommendation ... is the

creation of a National Commission on

Health Resources and Medical Manpower,”
Dr. Schwichtenberg said. “This Commis-
sion would replace and be responsible for

the functions of the present National Advis-

ory Committee and the Health Resources

Advisory Committee. This new Commis-
sion, under the direction of the President,

would have the responsibility of maintain-

ing a proper balance of health personnel,

within existing resources, among the

Armed Forces, other Government agencies,

and the civilian population. Requests of

the Secretary of Defense for health man-
power in the military would be reviewed

and approved by the Commission. The

Commission would establish for the Selec-

tive Service System criteria for classifying,

reclassifying and determining the order of

selection for health personnel. Under this

proposal, the present State Advisory Com-

mittees would be redesignated as State

Health Manpower Committees, whose activ-

ities would be coordinated by the National

Commission. It is further recommended

that the Commission should be constituted

from among persons of outstanding national

reputation in the health-care fields, and its
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CANTIL
(mepenzolate bromide)

LAKESIDE

Diarrhea, one of the most vexing symptoms
of common G. I. disorders can often be
curbed with Cantil (mepenzolate bromide),
bringing welcome relief to the harassed
patient. Relatively specific for the hyper-

active colon, it helps reduce diarrhea, pain

and spasm with minimal effect on other

viscera. Cantil (mepenzolate bromide) is

indicated whenever these symptoms are

associated with irritable colon, gastroenter-

itis, diverticulitis, and mild to moderate
ulcerative colitis.

It is an anticholinergic drug without narcotic

properties. Side effects are usually mild.

IN BRIEF: One or two tablets three times a day and
one or two at bedtime usually provide prompt relief.

Cantil with Phenobarbital may be prescribed if seda-
tion is required.

Dryness of the mouth, blurring of vision, constipation,

nausea, vomiting, bloating and dizziness may occur
but are usually mild and transitory. Urinary retention
is rare. Caution should be observed in prostatic hyper-
trophy — withhold in glaucoma. Contraindicated in pa-

tients sensitive to phenobarbital and/or Cantil (me-
penzolate bromide); in toxic megacolon, obstruction
of G. I. or G. U. tract.

SUPPLIED: CANTIL (mepenzolate bromide) — 25 mg.
per scored tablet. Bottles of 100 and 250. CANTIL with
PHENOBARBITAL — containing in each scored tablet

16 mg. phenobarbital (warning: may be habit form-
ing) and 25 mg. mepenzolate bromide. Bottles of 100
and 250.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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composition should include substantial

representation from physicians in private

practice.”

*

The National Highway Agency an-

nounced tentative standards for emergency
medical services provided for persons in-

jured in traffic accidents. The federal

standards give the states broad authority in

implementation and also are subject to com-
ment by the states before they become final.

The state programs must be in full opera-

tion before January 1, 1969, or a state could

lose up to 10 percent of its allotted federal

highway construction funds.

Although the federal standards apply

only to traffic accidents, they are expected

to necessarily set a pattern for emergency
medical services generally. Dr. William

Haddon, Jr., head of the National Highway
Safety Agency, said the emergency care

regulations are designed to provide quick

response to accidents, sustain and prolong

life through proper first aid measures, re-

duce the likelihood of permanent disability

and prolonged hospitalization, and provide

speedy transportation of accident victims to

hospitals. The federal standards would re-

quire states to:—Appoint a full-time medi-

cal emergency services coordinator to have
primary responsibility for the program

—

Prepare a comprehensive plan for emer-
gency services throughout the state

—

Establish training, licensing and related re-

quirements for ambulance drivers, attend-

ants, and dispatchers—Coordinate ambu-
lance and other emergency medical care

systems, including requiring ambulances to

carry two-way radios hooked up with the

police and hospitals—Provide first aid train-

ing and refresher courses for emergency
service personnel and policemen and fire-

men, and encourage first aid instruction for

the public.

Other draft regulations with medical as-

pects: Make physical and eyesight examina-

tions for driver licensing—Do compulsory

blood tests for alcohol on drivers in acci-

dents.

*

Dr. John C. Nunemaker, chairman of the

American Medical Association’s Depart-

ment of Graduate Medical Education, told a

House Judiciary Subcommittee that the

AMA’s position continues to be that gradu-

ates of foreign medical schools who come to

the United States for training “should be

encouraged in every possible way to return

to their home countries where their skills

are so badly needed.”

Dr. Nunemaker suggested that the five-

year length of stay provision for physicians

on exchange programs be reconsidered.

Every year beyond two or three years “in-

tensifies the desire of the visitor to stay

longer”, he noted.

MEDICAL NEWS
IN TENNESSEE

Middle Tennessee Medical Association

The 145th Semiannual Meeting of the

Middle Tennessee Medical Association was

held in Gallatin, May 18th. Dr. Thomas F.

Carter, President of the Sumner County

Medical Society, presented the welcome ad-

dress and the invocation was rendered by

The Reverend B. L. Alexander, First Meth-

odist Church, Gallatin.

Speakers and their subjects were: Dr. Jo-

seph L. Wilhite, Madison—“Hemoptysis”;

Dr. Wm. C. Alford, Jr., Nashville
—“Experi-

ence with the Souttar Tube in Esophageal

Carcinoma”; Dr. Dorothy Turner, Nashville
—“Immunofluorescence in the Identification

of Bacteria in Meningitis”; Dr. Parker D.

Elrod, Centerville
—“Treatment of Fat Em-

boli and Case Report”; Dr. James R. Hamil-

ton, Nashville
—“Use of Methotrexate in

Psoriasis”; Dr. J. Kenneth Jacobs, Nash-

ville
—“Practical Considerations in the Di-

agnosis and Treatment of Parathyroid Tu-

mors”; Dr. John S. Warner, Nashville

—

“Evaluation of the Demented Patient”;

Dr. Carl E. Mitchell, Nashville
—

“Indica-

tions for Surgery in Pericarditis”; Dr. G.

William Davis, Nashville
—“Hip Fractures,

A New Type of Internal Fixation”; Dr.

Everett M. Clayton, Jr., Nashville
—“Preven-

tion of Rh Sensitization”; Dr. David Stewart,

Gallatin
—“Comments on the Assassination

of President Kennedy”; Dr. Charles B. Kep-

pler, Sewanee—“LSD”; Dr. W. Andrew



desired diuretic action'

mild sedative

-vascular decongestant-

Each tablet contains:

2-amino-2-methyl-1 -propanol 8-bromotheophyllinate (Pam-
abrom*)

Pyrilamine Maleate

COMPOSITION: Bromaleate is a mixture containing a ratio of'

approximately 2 molecular weights of the compound Pamabrom
(2-amino-2-methyl-1-propanol 8-bromotheophyllinate) to 1 mo-
lecular weight of pyrilamine maleate.

CAUTION: Federal law prohibits dispensing without prescription.

ACTION AND USES: This improved product was developed by
Brayten specifically for the control of premenstrual tension. This

a *U.S. Patent 2711411;

Patented 1955, Canada

M Mrxu/cen|2 JJrayte,

condition is characterized by nervousness, irritability, weight

gain, breast tenderness, backache, etc., during the premenstrual
period.

ADMINISTRATION AND DOSAGE: In premenstrual tension, 2

tablets twice daily (morning and night) beginning when symp-
toms are expected . i . usually 5 to 7 days before menstruation.

Stop medication at onset of flow.

In edemas of pregnancy, 2 tablets three or_ four times daily be-

ginning with the first signs of water retention (abnormal weight
gain, pitting). Note: although Bromaleate may help prevent
the development of eclampsia by controlling edema, it has yet

been untried and unproven in treating the frankly eclamptic
patient.

SIDE EFFECTS: Clinical investigation has shown Bromaleate,
when taken in proper dosage, to be remarkably free from side

effects. However, if drowsiness or dizziness is reported, reduce
dosage. Caution hypersensitive patients against driving an auto-

mobile or operating dangerous machinery on the days medi-
cation is taken.

HOW SUPPLIED: Bottles of 100 (light blue) Tablets.

PHARMACEUTICAL COMPANY
Division of Chattem Drug & Chemical Company
1715 W. 38TH STREET, CHATTANOOGA, TENN. 37409

NOW!
HIGHLY TOLERATED
BRONCHODILATION
FOR EMPHYSEMA-BRONCHIAL ASTHMA

Glynazan
(^/(theophylline-sodium glycinate)

INDICATIONS: GLYNAZAN is indi-

cated in the symptomatic manage-
ment of bronchial asthma, bronchitis,

and pulmonary emphysema.

SIDE EFFECTS: Theophylline may cause
central nervous system stimulation such
as insomnia, restlessness, or irritability.

Theophylline can cause gastric irrita-

tion with nausea and vomiting.

PRECAUTIONS: Should not be used
more than every 4 to 6 hours. Should
not be given within 12 hours follow-
ing rectal administration of theophyl-
line or aminophylline. Do not use when
cough preparations containing theo-
phylline or aminophylline are being
administered. Because of the diuretic

effect of Theophylline, children under
four years of age should be watched
for signs of dehydration. Caution is in-

dicated in patients with severe renal
and hepatic disease, myocardial dam-
age, hyperthyroidism, and glaucoma.

DOSAGE: The size, frequency, and dur-
ation of dosage must be determined
by the physician in each individual
case. Clinical data lead to suggested
doses as follows:

GLYNAZAN TABLETS, uncoated, 5

grains (equal to 2 l

/2 grains Theophyl-
line N.F.); Adult dose— 1 to 3 tablets
every 4 to 6 hours; preferably admin-
istered with water after meals.

GLYNAZAN ELIXIR (contains alcohol

15%) : A palatable elixir containing
Glynazan 5 grains (equivalent to 2'/2

grains Theophylline N.F.) per 5 cc.

teaspoonful.

Children over 12 yeari: */2 to T/2 tea-

spoonfuls every 4 to 6 hours. • 6 to

12 years: 1/2 to 1 teaspoonful every 4

to 6 hours. • 3 to 6 years: V2 tea-

spoonful every 4 to 6 hours. • 1 to 3

years: % to '/i teaspoonful every 4 to

6 hours. • Adult dose: 1 to 2 tea-
spoonfuls every 4 to 6 hours.

HOW SUPPLIED: Tablets—Bottles of
100 and 1000, Elixir— Pint and gallon
bottles.
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Dale, Nashville—“Cross-over Vein Grafts

for Ilio-Femoral Obstruction”; and Dr. Paul

H. Ward, Nashville—“Mediastinoscopy.”

A Symposium on Tuberculosis was mod-
erated by Dr. Roger Des Prez of Nashville.

Panelists were Drs. Robert Goodwin and M.
Glenn Koenig, Nashville.

University of Tennessee

College of Medicine

Dr. M. K. Callison, Dean of the College of

Medicine, has announced the appointment

of five new faculty members. Dr. Robert

Paul Christopher, formerly assistant profes-

sor in the department of physical medicine,

University of Michigan, has been named
chief of the division of physical medicine

and rehabilitation, Department of Medicine.

Dr. Alphone Thomas Masi, former associate

professor of epidemiology at Johns Hopkins

School of Hygiene and Public Health, is

new director of the section of rheumatology

and will also establish a laboratory to teach

data-processing techniques in epidemiologi-

cal studies in Memphis as a pilot city in ar-

thritic research. Dr. Walter Norton, for-

merly assistant professor of internal medi-

cine, rheumatic diseases, University of

Texas Southwestern Medical School, will

establish a section of clinical immunology
and a laboratory on electron microscopy.

Heading the newly organized section of

diagnostic radiology in the Department of

Radiology is Dr. W. J. Howland; and Dr.

Raymond L. Tanner will head the Depart-

ment’s newly-equipped section of radiation

physics.

*
Dr. Harry H. Wilcox, professor and dep-

uty chairman of the Anatomy Department,

University of Tennessee Medical Units, has

been awarded the Goodman Professorship

“for outstanding accomplishments in teach-

ing and scholarly pursuits.” Supported by

the Abe Goodman Fund Advisory Commit-
tee to recognize the importance of teaching

ability, the honor carries with it a salary

supplement of $2,000 a year.

*
Dr. Michael W. Rytel, assistant professor

of medicine at the University of Tennessee

College of Medicine, has received the Led-

erle Medical Faculty Award, made annually

to maintain the high caliber of medical edu-

cation and to encourage medical teachers to

remain in a teaching capacity. A grant of

$28,500 in support of Dr. Rytel’s teaching

and research accompanied the award. His

was one of 11 such awards made by Lederle

Laboratories in this country this year.

M
Study Grants—Dr. James N. Etteldorf,

professor of pediatrics, has received renew-

al of a grant from the National Heart In-

stitute in support of multidisciplinary pe-

diatrics training in cardiology, endocrinol-

ogy, hematology and other specialties. The
grant, to become effective July 1, is for

$50,614. Now in its eighth year, the pro-

gram is co-directed by Dr. Loren E. Ainger,

also of pediatrics.

Dr. Robert L. W. Averill, assistant profes-

sor of physiology, has been awarded a

USPHS grant of $35,000 for support of re-

search on the control of the pituitary gland.

Dr. Averill is currently investigating mech-

anisms concerned with the release of a thy-

roid-stimulating hormone from the pitui-

tary.

Dr. Fred E. Hatch, associate professor of

cardiovascular diseases, has received a

three-year grant from the American Heart

Association for his study of anemia of

chronic renal diseases. The first year of the

grant will provide $11,000 for the clinical

research study which is related to basic re-

search now being conducted by Dr. James

W. Fisher, professor of pharmacology.

A $176,000 grant covering a three-year pe-

riod has been awarded the University of

Tennessee Medical Units to finance an ex-

panded program of graduate training in oto-

laryngology. The grant from the National

Institute of Neurological Diseases and

Blindness, division of the U. S. Public

Health Service, went to Dr. Edwin N. Rise,

assistant professor of surgery in otolaryn-

gology at UT and the chief of otolaryngol-

ogy for City of Memphis Hospitals. The

new grant will make possible a substantial

broadening of the present program and clin-

ical services offered in this area.

Vanderbilt University

School of Medicine

The John A. Hartford Foundation has

awarded a $136,760 grant to Vanderbilt Uni-
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NORPRAMIN
(desipramine hydrochloride)

ANTIDEPRESSANT FOR RAPID IMPROVEMENTAt the recommended dosage level

—initially, 150 mg. per day-
gratifying remission of the signs

and symptoms of depression
typically begins in 2-5 days. Its

specificity for depression,

rapidity of action and usually mild
side effects are significant rea-

sons for prescribing NORPRAMIN
(desipramine hydrochloride) in

depression of any type . . . any
degree of severity.

A few patients, sensitive to

central nervous system
stimulants may become restless

as depression is lifted— in such
cases dosage may be reduced
or a tranquilizer added.

LAKESIDE

IN BRIEF:

INDICATIONS: In depression of any kind
— neurotic and psychotic depressive re-

actions; manic-depressive or involutional

psychotic reactions.

CONTRAINDICATIONS: Glaucoma, ure-

thral or ureteral spasm, recent myocar-
dial infarction, severe coronary heart

disease, epilepsy. Should not be given
within two weeks of treatment with a

monoamine oxidase inhibitor.

RELATIVE CONTRAINDICATIONS: (1)

Patients with a history of paroxysmal
tachycardia. (2) Patients receiving con-
comitant therapy with thyroid, anticho-

linergics or sympathomimetics may ex-

perience potentiation of effects of these
drugs. (3) Safety in pregnancy has not
been established.

PRECAUTIONS: (1) Outpatient use of

desipramine hydrochloride should not

be substituted for hospitalization when
risk of suicide or homicide is considered
grave. (2) If serious adverse effects oc-

cur, reduce dosage or alter treatment.

(3) In patients with manic-depressive
illness a hypomanic state may be in-

duced. (4) Discontinue drug as soon as
possible prior to elective surgery.

ADVERSE EFFECTS: Side effects, usually
mild, may include: dry mouth, consti-

pation, dizziness, palpitation, delayed
urination, “bad taste," sensory illusion,

tinnitus, anxiety, agitation and stimula-

tion, insomnia, sweating, drowsiness,
headache, orthostatic hypotension,
flushing, nausea, cramps, weakness,
blurred vision and mydriasis, rash,

tremor, allergy, agranulocytosis, altered

liver function, ataxia, and extrapyrami-
dal signs.

DOSAGE: Optimal results are obtained
at a dosage of 50 mg., t.i.d. (150 mg./
day). SUPPLIED: NORPRAMIN (desipra-

mine hydrochloride) tablets of 25 mg.;
bottles of 50, 500 and 1000; and tablets

of 50 mg., in bottles of 30, 250 and
1000.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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versity school of medicine for research of

respiratory infection among young children.

The study will be conducted by Drs. Sarah

H. Sell, Dorothy J. Turner and William J.

Cheatham. The three-year study is ex-

pected to yield information relating to the

prevention of the disease by a vaccine, and

causes and prevention of other related res-

piratory infections.

Medical Symposium in Bristol

Physicians from Southwest Virginia, East

Tennessee and bordering towns of North

Carolina attended the sixth annual Medical

Symposium conducted by Bristol Memorial

Hospital on April 20th. Organized by Dr.

Robert Repass, the symposium featured

noted medical authorities who spoke on col-

lagen disease—arthritis and rheumatism.

Speakers included: Dr. Sheldon Summers,
professor of pathology at the College of

Physicians and Surgeons of Columbia Uni-

versity; Dr. Gene H. Stollerman, chairman

of the University of Tennessee department

of medicine; Dr. John Decker of the Na-

tional Institute of Health, Bethesda, Md.;

and Dr. Donald McCollum of the depart-

ment of orthopedic surgery at Duke Uni-

versity.

Tennessee Heart Association

Tennessee’s outstanding contributors to

heart research were featured speakers at

the annual meeting of the Tennessee Heart

Association, May 11-13 in Chattanooga.

Speakers included: Dr. J. Leo Wright of

Baptist Memorial Hospital in Memphis; Dr.

Lawrence M. Fishman of Vanderbilt Uni-

versity in Nashville; Dr. James Wennemark
of the University of Tennessee Medical

School in Memphis; and Dr. William Pettin-

ger of Vanderbilt.

A panel discussion on coronary artery dis-

eases was presented by Dr. Leo Horan of

U.T.; Dr. Eugene Klatte of Vanderbilt; and

Dr. Norman Davis of the University of

Tennessee.

Following an afternoon of workshops on

heart programming and campaigning, the

meeting climaxed with the annual Presi-

dent’s Dinner honoring outgoing President

Laurence A. Grossman of Nashville.

PERSONAL NEWS

Dr. Robert C. Owen will become associated

with Dr. Clyde Alley, 1914 Church Street, Nash-
ville, in July for the practice of otolaryngology.

Dr. Owen is a graduate of UT School of Medicine

in Memphis, interned at Vanderbilt and Nashville

General Hospitals, took a one year assistant resi-

dency in surgery at Barnes Hospital in St. Louis,

and completed his residency in otolaryngology at

Vanderbilt University.

Dr. James G. Hughes, Memphis, Chairman, De-
partment of Pediatrics, U. T. School of Medicine,

was a guest lecturer for the Section on Pediatrics

at the annual meeting of the Oklahoma State

Medical Association, May 11-13. Dr. Hughes’

subject was, “Management of the Epileptic

Child.”

Dr. W. W. Potter, Knoxville physician for 54

years, was honored by the Knoxville Academy of

Medicine on April 11th. An engraved plaque was
presented to Dr. Potter by Dr. George Zirkle,

president of the Academy.
Dr. James A. Burdette, Knoxville, will become

a research fellow in family medicine at Children’s

Hospital Medical Center at Harvard Medical

School, Boston, July 1st. During his year at Har-

vard, Dr. Burdette will be doing “preceptorship

teaching,” utilizing his 12 years of experience in

lecturing to senior medical students and over-

seeing their work with families at the center.

This is the third year that Harvard has conducted

the family medical care program, and Dr. Bur-

dette is the third physician chosen to supervise it.

Dr. B. W. Frizzell, Johnson City, was guest

speaker at a recent meeting of the Tennessee Li-

censed Practical Nurses Association, Inc., Area 17.

Dr. Crawford Adams, Nashville, has been in-

stalled as president of the Middle Tennessee

Heart Association. Dr. Morse Kochtitzky,

Nashville, is President-Elect to succeed Dr.

Adams.
Dr. W. H. Blackburn, Camden, has been ap-

pointed by the Governor to the State Game and

Fish Commission.

Drs. B. F. Byrd, Jr., John L. Shapiro, Robert N.

Sadler, and William L. Caldwell, Nashville, were

participants on the program for a district medical

and scientific seminar sponsored by the Tennessee

Division, American Cancer Society, in Lebanon on

May 8th.

Dr. B. J. Smith, Hohenwald, and Dr. Edgar K.

Bratton, Hartsville, have been elected to active

membership in the American Academy of General

Practice.

Dr. J. W. Irwin, Blountville, has been elected as

Sullivan County Physician, a post he has unoffi-

cially filled for more than a year. Dr. George

Beckman, Chattanooga, has been named Hamilton

County Coroner and medical examiner, and Dr. L.

H. Shields, Athens, has been named medical ex-

aminer for McMinn County.

Dr. Thomas M. Minor, Paris, has been named
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Rewarding Opportunity

in a new

Medical Center

THE MEDICAL CENTER OF NASHVILLE
Located directly across the street from the new Nashville

Memorial Hospital, The Medical Center of Nashville has been

carefully designed and built to make it one of the most modern,

functional and attractive medical centers in America. It is the

major medical facility in Nashville’s most rapidly expanding area.

It serves some 240,000 people.

There is space for a total of twenty-five doctors in the Center.

Comfortable suites accommodating one to four doctors can be

provided. Also within the building is an apothecary, an optical

dispensary and a modern laboratory complete with X-Ray and

X-Ray treatment facilities. All doctors’ private offices will be

paneled and carpeted at no extra cost. Central zoned heating

and cooling insures each individual room will maintain the desired

temperature. A centralized IBM bookkeeping, billing and collec-

tion service is available. There is more than ample off-the-street

parking.

For jree brochure and more complete information, write or

call Drew Maddux, Maddux Realty Company, Inc., 4705 Gallatin

}, Tennessee. Telephone: 615 — 262-5745.

Realty Company, Incorporated

leasing agent for The Medical Center of Nashville.
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Diplomate of the American Board of Surgery, Inc.

and the American Board of Thoracic Surgery.

Drs. Coyle Shea, Huey Porter, Orin D. Butter-

ick, and Ralph Braund, Memphis, presented pa-

pers at the meeting of the Association of Surgeons

of the Southern Railway System on April 23rd.

The program for the meeting was arranged by Dr.

Harwell Wilson, Chairman of U. T.’s department
of surgery.

ANNOUNCEMENTS

Dr. Julian C. Lentz, Jr., Maryville, and Dr. Ben
D. Hall, Johnson City, will serve as delegates at

the 11th annual meeting of the American Society

of Internal Medicine April 7-10 in San Francisco.

Drs. Lentz and Hall will represent the Tennessee

Society of Internal Medicine.

Dr. David Patterson has opened his office for

the practice of general surgery in Greeneville.

Dr. Richard A. Obenour, Knoxville, was in-

stalled as president of the East Tennessee Heart

Association at the 19th annual meeting in

Knoxville on May 3rd.

Dr. Gene Stollerman, chairman of the depart-

ment of medicine, University of Tennessee, has

been appointed a member of the American Board
of Internal Medicine and also editor of “Advances
in Internal Medicine of Yearbook Publications” in

Chicago.

Calendar of Meetings, 1967

State

Oct. 2-3 Tennessee Valley Medical As-

sembly, Chattanooga

National

June 26-29 American Orthopaedic Associa-

tion, Homestead, Hot Springs,

Va.

August 21-24 American Hospital Association,

Chicago

Sept. 7-9 American Association of

Obstetricians and Gynecolo-

gists, Homestead, Hot Springs,

Va.

Sept. 14-16 American Thyroid Association,

Michigan Union, Ann Arbor,

Michigan

Sept. 15-23 American Academy of General

Practice, Dallas, Texas

Sept. 22-30 American Society of Clinical

Pathologists, Palmer House,

Chicago

Sept. 29-Oct. 3 American Society of Anesthe-

siologists, Las Vegas, Nev.

Oct. 1-4 Neurosurgical Society of

America, The Biltmore, New
York

Oct. 2-6 American College of Surgeons

(Annual) Conrad Hilton, Chi-

cago

Oct. 5-7 Association of American Physi-

cians and Surgeons, Sheraton-

Lincoln, Houston

Oct. 21-26 American Academy of Pedia-

trics, Washington Hilton Hotel,

Washington, D. C.

Oct. 22-23 American College of Preven-

tive Medicine, Fontainebleau

Hotel, Miami Beach, Fla.

Oct. 25-28 Congress of Neurological Sur-

geons, San Francisco Hilton

Hotel, San Francisco

Oct. 27-30 Association of American Medi-

cal Colleges, New York Hilton,

New York

Oct. 29 American Association of

Ophthalmology, Palmer House,

Chicago

Oct. 29-Nov. 1 American College of Gas-

troenterology, Biltmore Hotel,

Los Angeles

Oct. 29-Nov. 3 American Academy of Oph-

thalmology & Otolaryngology,

Palmer House, Chicago

Murfreesboro—Vacancies:

Staff Physicians

For 1275-bed Neuropsychiatric Hospital, including

350 general medical and geriatric. Modern facil-

ities for diagnosis and treatment of mental illness.

Salary $15,106 to $23,013, depending on qualifica-

tions; fringe benefits, cost of moving to Murfrees-

boro will be paid by Veterans Administration; visit

here for evaluation can be arranged at our expense.

Excellent educational opportunities for students in

this area. Contact Director, Veterans Administra-

tion Hospital, Murfreesboro, Tennessee.

General Practitioner

Who is interested in entering the field

of industrial medicine with the Aluminum

Company of America, Alcoa, Tennessee.

Contact: J. S. Phelan, M.D., Alcoa, Ten-

nessee 37701

.
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Doctor
,
you com take

it with you!

THE BURDICK EK-III DUAL-SPEED
ELECTROCARDIOGRAPH

• 26V2 pounds light, including all acces-

sories and carrying case! Ideal for

office or bedside use

• 25 or 50 mm. speed — an accurate

record for an accurate diagnosis

• frequency response greatly in excess

of minimum A.M.A. standards

• top-loading paper drive eliminates

tedious paper-threading adjustments

THE BURDICK CORPORATION
MILTON, WISCONSIN

Branch Offices: New York • Chicago • Atlanta • Los Angeles

Dealers in all principal cities

I 144 Madison

KAY SURGICAL, INC.

Ave.

MUTUAL BENEFIT LIFE
Insurance Company of Newark, New Jersey

Invites You

to

Investigate

Tennessee Medical Association's

GROUP LIFE PLAN

A choice of:

Term and/or Permanent

Coverage

$25,000—Maximum Amount Available

$50,000—Accidental Death Coverage

550,000—Dismemberment Coverage

• Dependent's coverage

for Spouse and Children

• Waiver of Premium

in the event of Disability

® Excellent dividend results

annually since 1961

• No Aviation Limitations

For further information write:

Dunn-Lemly-Sizer, Inc.

800 Sudekum Building

Nashville, Tennessee

Two offices to serve you.

Edward C. Dunn, CLU

800 Sudekum Building

Nashville, Tennessee

242-3331

Theron M. Lemly

1309 Poplar Avenue

Memphis, Tennessee

278-041 IMemphis. T<->nn



TENNESSEE MEDICAL ASSOCIATION
Committee on Scientific Work and Postgraduate Ed-

ucation—Addison B. Scoville, Jr., Chairman, Nashville;
John H. Burkhart, Knoxville; W. David Dunavant, Mem-
phis; Harrison J. Shull, Nashville; Harry A. Stone, Chat-
tanooga; (Thomas J. Ellis, Johnson City, Division Co-
ordinator).

Committee on Hospitals—A. Roy Tyrer, Chairman,
Memphis (1968); Harry T. Moore, Nashville (1968); Jack
H. Booth, Jackson (1970); Wesley H. Stoneburner, Chat-
tanooga (1970); Geo. R. Livermore. Jr., Memphis (1970);
George L. Smith, Winchester (1968); Granville Hudson,
Nashville (1969); Cleo M. Miller, Nashville (1969); Wm.
R. Mitchum, Memphis (1968); Thomas W. Johnson, Jr.,
Dyersburg (1970); Carl A. Hartung, Chattanooga (1968);
Geo. R. Mayfield, Jr., Columbia (1970); (John H. Saf-
fold, Knoxville, Division Coordinator).

Sub-Committee on Hospital Accreditation—William P.
Maury, Jr., Memphis (Memphis Hospital Council); Jack
H. Booth, Jackson (West Tennessee); H. T. Lavely, Jr.,
Nashville (Middle Tennessee); H. T. Kirby-Smith, Se-
wanee (South-Middle Tennessee); Moore J. Smith, Jr.,
Chattanooga (Chattanooga Hospital Council); James N.
Proffitt, Maryville (Knoxville Hospital Council); Wm. A.
Hensley, Jr., Cookeville (Mid-East); Charles E. Allen,
Johnson City (Upper East).

Liaison Committee to the Public Health Department

—

Wm. A. Hensley, Chairman, Cookeville (1971); R. David
Taylor, Dyersburg (1970); Warren B. Henry, Chatta-
nooga (1972); C. D. Hawkes, Memphis (1972); Thomas S.
Weaver, Nashville (1969); (O. M. McCallum, Henderson,
Division Coordinator).

Legislative and Public Policy Committee—Morse
Kochtitzky, Chairman, Nashville (1970); A. Roy Tyrer,
Jr., Vice-Chairman, Memphis (1970); Harmon L. Monroe,
Erwin (1968); Chas. C. Smeltzer, Knoxville (1969); David
H. Turner, Chattanooga (1970); D. Gordon Petty, Car-
thage (1968); K. M. Kressenberg, Pulaski (1969); Lamb
B. Myhr, Jackson (1968); Byron O. Garner, Union City
(1969); Tom E. Nesbitt, Nashville (1968); B. F. Byrd,
Jr., Nashville (1968); R. H. Kampmeier, Nashville, Ex-
officio.

Chairmen of Legislative Committees of four metro-
politan societies—Richard C. Sexton, Jr., Knoxville;
Francis H. Cole, Memphis; John L. Farringer, Jr., Nash-
ville: David H. Turner, Chattanooga; (Chas. A. Trahern,
Clarksville, Division Coordinator).

Committee on Insurance—Wm. T. Satterfield, Chair-
man, Memphis (1968); Edward G. Johnson, Chattanooga
(1970); Garth Fort, Nashville (1969); Robert W. Newman,
Knoxville (1970); B. F. Byrd, Sr., Nashville, Consultant;
(John H. Saffold, Knoxville, Division Coordinator).

Committee on Cancer—B. F. Byrd, Jr., Chairman,
Nashville (1968); Joe M. Chisolm, Memphis (1969); Ralph
H. Monger, Knoxville (1970); C. B. Tucker, Nashville
(1970); Geo. K. Henshall, Chattanooga (1970); Barton
McSwain. Nashville (1969); John M. Higgason, Chatta-
nooga (1968); D. M. Sholes, Elizabethton (1969); Irvin
D. Fleming, Memphis (1968); Herschel A. Graves, Jr.,

Nashville (1970); (Thomas J. Ellis, Johnson City, Divi-
sion Coordinator).

1967-1968 STANDING COMMITTEES
Committee on Memoirs—Henry L. Douglass, Chair-

man, Nashville (1968); A. M. Patterson, Chattanooga
(1969); S. Fred Strain, Sr., Memphis (1970).

Committee on Health Insurance—*Wm. T. Satterfield
Sr., Chairman, Memphis; ^Charles M. Hamilton, Vice-
Chairman, Nashville; ^Robert L. Chalfant, Nashville;
*C. N. Gessler, Nashville; *Irving R. Hillard, Nashville;
*James J. Callaway, Nashville; Wm. A. Garrott, Cleve-
land; *Greer Ricketson, Nashville; *Harry T. Moore, Jr.,
Nashville; Wm. G. Crook, Jackson; J. Marsh Frere, Jr.,
Knoxville; John D. Young, Jr., Memphis; ^Robert N.
Buchanan, Jr., Nashville; *Frank C. Womack, Jr., Nash-
ville; *John M. Tudor, Nashville; Robert A. Waters,
Chattanooga; Edward T. West, Jr., Johnson City; Bruce
R. McCampbell, Knoxville; Mr. Charles L. Cornelius,
Jr., Nashville, Consultant; R. H. Kampmeier, Nashville,
Ex-officio; (John H. Saffold, Knoxville, Division Co-
ordinator). (^Members of Executive Sub-Committee.)

Advisory Committee to the State Department of Pub-
lic Welfare—Lamb B. Myhr, Jackson, Chairman (1968);
K. M. Kressenberg, Pulaski (1970); James N. Thomasson,
Nashville (1969); Robert P. McBurney, Memphis (1972);
Joseph W. Johnson, Jr., Chattanooga (1969); (O. M.
McCallum, Henderson, Division Coordinator).

Mediation Committee—R. H. Kampmeier, Chairman,
Nashville (1968); John H. Burkhart, Knoxville (1969);
G. Baker Hubbard, Jackson (1970).

Communications and Public Service Committee—O.
M. McCallum, Chairman, Henderson (1969); I. A. Nel-
son, Nashville (1968); John B. Dorian, Memphis (1970);
Alvin S. Crawford, Bristol (1968); A. Glenn Kennedy,
Knoxville (1970); David H. Turner, Chattanooga (1969);
E. M. Dudney, Gainesboro (1970); Sue Johnson, Shelby -

ville (1970); John O. Williams, Mt. Pleasant (1969);
J. Kelley Avery, Union City (1968); R. H. Kampmeier,
Nashville, Ex-officio; (Robert L. Chalfant, Nashville, Di-
vision Coordinator).

Members State-At-Large—John H. Burkhart, Knox-
ville (1968); Warren B. Henry, Chattanooga (1968); Rich-
ard P. Ownbey, Nashville (1970); Halden W. Hooper,
Gallatin (1969); W. David Dunavant, Memphis (1969);
Tinnin Martin, Jr., Memphis (1969).

Rural Health Committee—Julian C. Lentz, Jr„ Chair-
man, Maryville (1968); Charles A. Trahern, Clarksville
(1969); Wm. K. Owen, Pulaski (1970); John B. Dorian,
Memphis (1969); Wm. L. Headrick, South Pittsburg
(1968); C. Lyle Durham, Jr., Maury City (1970); W. Car-
ter Williams, Jr., Nashville (1968); Mr. Vernon Darter,
University of Tennessee, Knoxville, Consultant; Mr. Ken-
neth Cherry. Tennessee Farm Bureau, Columbia, Con-
sultant; (Robert L. Chalfant, Nashville, Division Co-
ordinator) .

Committee on Tennessee Medical Foundation—Har-
rison J. Shull, Chairman, Nashville (1969): Thomas G.
Dorrity, Memphis (1969); B. M. Overholt, Knoxville
(1969); Julian K. Welch, Jr., Brownsville (1970); Daugh
W. Smith, Nashville (1970); Ralph H. Monger, KnoxviUe
(1970); James C. Gardner, Nashville (1968); J. Paul
Baird, Dyersburg (1968); John E. Kesterson, Knoxville
(1968); (John H. Saffold, Knoxville, Division Coordi-
nator).

SPECIAL COMMITTEES
Committee on Emergency and Disaster Medical Care

—

Robert C. Clark, Chairman. Chattanooga; Dan J. Scott,
Jr., Memphis; James C. Prose, Knoxville; Moore J.

Smith, Chattanooga; Roger T. Sherman, Memphis; Wm.
F. Gallivan, Knoxville; John R. Olson, Nashville; Billy
N. Golden, Kingsport, James D. Lane, Jackson; (Robert
L. Chalfant, Nashville, Division Coordinator).

Committee on Occupational Health—James J. Lawson,
Jr., Chairman, New Johnsonville; George E. Duncan,
Nashville; Edward G. Johnson, Chattanooga; Horton G.
DuBard, Memphis; Dudley G. Lockwood, Jr., Memphis;
E. L. Caudill. Jr., Elizabethton; Alfred N. Costner, John-
son City; (John H. Saffold, Knoxville, Division Co-
ordinator).

Advisory Committee to Woman’s Auxiliary—Roland
H. Myers, Chairman, Memphis; Robert L. Akin, Knox-
ville; Joe M. Strayhorn, Nashville; (Robert L. Chalfant,
Nashville, Division Coordinator).

Committee on Blood Banks and Medical Laboratories
—Frank C. Womack, Nashville. Chairman; Chas. C.
Smeltzer, Knoxville; L. W. Diggs, Memphis; John W.
Adams, Jr., Chattanooga; John L. Shapiro, Nashville;
R. C. Sexton, Knoxville; Thomas P. Potter, Johnson
City; Howard A. Boone, Memphis; Moore J. Smith,
Chattanooga; Richard O. Cannon, Nashville; John K.
Duckworth, Memphis; (Thomas J. Ellis, Johnson City,
Division Coordinator).

Committee on Mental Health—Frank H. Luton, Chair-
man, Nashville; Charles B. Smith. Vice-Chairman, Nash-
ville; Joseph W. Johnson, Jr., Chattanooga; Hollis C.
Miles, Chattanooga; Nat T. Winston, Nashville; Joseph
A. Little, Nashville; G. H. Aivazian, Memphis; Carl C.
Gardner, Jr., Columbia; P. J. Sparer, Memphis; Clifton
E. Irwin, Knoxville; Robert G. Jordan, Memphis; An-
drew S. Wachtel, Knoxville; (Thomas j. Ellis, Johnson
City, Division Coordinator).

Committee on Health Project Contest—Lawrence L.
Cohen, Chairman, Memphis; Fred G. McConnell, Kings-
port; George K. Henshall, Chattanooga; W. B. Wadling-
ton, Nashville; Mrs. Carl A. Hartung, Chattanooga; (Rob-
ert L. Chalfant, Nashville, Division Coordinator).

Tennessee Committee for the American Medical Edu-
cation and Research Foundation—Thomas J. Ellis, Chair-
man, Johnson City; George G. Young, Chattanooga; Wm.
F. Meacham, Nashville; Perry M. Huggin, Knoxville;
A. Roy Tyrer, Jr., Memphis; (Robert L. Chalfant, Nash-
ville, Division Coordinator).

Committee on Sight Conservation—I. L. Arnold. Chair-
man, Chattanooga; Roger L. Hiatt, Memphis; Edward
M. Campbell, Johnson City; Reese W. Patterson, Knox-
ville; Fred A. Rowe, Nashville; Ben F. House, Jackson;
Wm. A. Garrott, Cleveland; J. Marshall Johnson, Jr.,

Nashville; (Thomas J. Ellis, Johnson City, Division Co-
ordinator).

Interprofessional Liaison Committee—William H. Ed-

wards, Chairman, Nashville; Tinnin Martin, Memphis;
J. J. Range, Johnson City; Edwin F. Chobot, Jr., Chat-
tanooga; Byron O. Garner, Union City; Joseph W. Wahl,
Nashville; Thomas K. Ballard, Jackson; (Robert L. Chal-
fant, Nashville, Division Coordinator).

Committee on Youth and Education—Ben D. Hall,
Chairman, Johnson City; Henry H. Long, Knoxville;
A. B. Lipscomb, Nashville: Joe E. Tittle, Oak Ridge;
Harold F. Vann, Clarksville: James R. Royal. Chatta-
nooga: Lawrence L. Cohen, Memphis; Edward F. Crock-
er, Jackson; J. Kelley Avery, Union City; (Robert L.
Chalfant, Nashville, Division Coordinator).

Committee on Medicine and Religion—Chas. C. Stauf-
fer, Chairman, Jackson; H. Dewey Peters, Knoxville:
John P. Nash, Memphis; Ira L. Arnold, Chattanooga:
Wm. G. Kennon, Nashville; Lawrence G. Schull, Nash-
ville: James A. Phillips, Jackson; (Robert L. Chalfant,
Nashville, Division Coordinator).

Committee on Rehabilitation—James C. Gardner,
Chairman, Nashville; Richard O. Cannon, Nashville;
Greer Ricketson, Nashville; Harman L. Monroe, Erwin,
Halden E. Reese, Memphis, Fred B. Ballard, Jr., Chat-
tanooga; (Thomas J. Ellis, Johnson City, Division Co-
ordinator) .

Committee on Governmental Medical Services—Tom
E. Nesbitt, Chairman, Nashville; K. M. Kressenberg,
Pulaski; Wm. A. Hensley, Cookeville; A. Roy Tyrer, Jr.,

Memphis; W. T. Satterfield. Memphis; W. O. Vaughan,
Nashville; Lamb B. Myhr, Jackson: G. Baker Hubbard,
Jackson; Morse Kochtitzky, Nashville; (O. M. McCallum,
Henderson, Division Coordinator).

State Utilization Committee—Wm. J. Sheridan, Chat-
tanooga, Chairman; Bland W. Cannon, Memphis; R. H.
Kampmeier, Nashville; John H. Burkhart, Knoxville;
G. Baker Hubbard, Jackson; (O. M. McCallum. Hender-
son. Division Coordinator).

State Claims Review Committee—Charles M. Hamil-
ton, Nashville, Chairman; C. N. Gessler, Nashville; James
J. Callaway, Nashville; John Tudor, Nashville; R. A.
Calandruccio, Memphis; Harry T. Moore, Jr., Nashville:
D. Gordon Petty, Carthage; (O. M. McCallum, Hender-
son, Division Coordinator).

Committee on Regional Medical Centers and Liaison
to Medical Schools—W. O. Vaughan. Chairman, Nash-
ville; G. Baker Hubbard, Jackson; Chas. A. Trahern,
Clarksville: George A. Zirkle, Jr., Knoxville; Robert A.
Waters, Chattanooga; Charles E. Allen, Johnson City;
Laurence W. Jones, Union City: James W. Pate, Mem-
phis; S. Benjamin Fowler, Nashville; Stanley Olson,
Nashville; James W. Culbertson. Memphis: M. K. Calli-

son, Dean, University of Tenn. College of Medicine:
Pandolph Balson, Dean, Vanderbilt University School of
Medicine; Lloyd Elam, Dean, Meharry Medical College:
Homer Marsh, Vice-President in charge of Medical
Units, U.T.
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CANTIL
(mepenzolate bromide)

LAKESIDE

Diarrhea, one of the most vexing symptoms
of common G. I. disorders can often be
curbed with Cantil (mepenzolate bromide),
bringing welcome relief to the harassed
patient. Relatively specific for the hyper-

active colon, it helps reduce diarrhea, pain

and spasm with minimal effect on other

viscera. Cantil (mepenzolate bromide) is

indicated whenever these symptoms are

associated with irritable colon, gastroenter-

itis, diverticulitis, and mild to moderate
ulcerative colitis.

It is an anticholinergic drug without narcotic

properties. Side effects are usually mild.

IN BRIEF: One or two tablets three times a day and
one or two at bedtime usually provide prompt relief.

Cantil with Phenobarbital may be prescribed if seda-
tion is required.

Dryness of the mouth, blurring of vision, constipation,

nausea, vomiting, bloating and dizziness may occur
but are usually mild and transitory. Urinary retention

is rare. Caution should be observed in prostatic hyper-
trophy —withhold in glaucoma. Contraindicated in pa-

tients sensitive to phenobarbital and/or Cantil (me-
penzolate bromide); in toxic megacolon, obstruction
of G. I. or G. U. tract.

SUPPLIED: CANTIL (mepenzolate bromide)— 25 mg.
per scored tablet. Bottles of 100 and 250. CANTIL with
PHENOBARBITAL — containing in each scored tablet

16 mg. phenobarbital (warning: may be habit form-
ing) and 25 mg. mepenzolate bromide. Bottles of 100
and 250.
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The authors make a critical evaluation of their results with a shunt-type of operation for endolymphatic
hydrops (Meniere’s disease). They indicate that results are inconclusive as of this time.

Epidural Endolymphatic Shunt Operation.

A Further Report*
ANTONIO MAZZONI, M.D., and JOHN J. SHEA, JR., M.D.,f Memphis, Tenn.

The subject of this article concerns the

surgical treatment of Meniere’s disease and

of endolymphatic hydrops with a short re-

port on the results of the epidural endolym-

phatic shunt.

The term Meniere’s disease refers to a

clinical condition which presents an associa-

tion of auditory, vestibular and neurovege-

tative symptoms,—namely, unilateral fluc-

tuating deafness, attacks of vertigo, tinni-

tus, feeling of fullness in the ear, distortion

of sounds, nausea and vomiting. A tend-

ency to a cluster distribution in time of the

attacks would be characteristic of the

course of Meniere’s disease.

The term endolymphatic hydrops has a

morphologic meaning which implies an ab-

normal and excessive collection of endo-

lymph in the membranous labyrinth.

However, this term has gradually acquired

a broad clinical significance to mean not

only Meniere’s disease but also conditions

presenting a fluctuating hearing loss with

audiologic findings of a cochlear lesion,

whereas vestibular symptoms in the form of

attacks of vertigo may or may not be pres-

ent. Many causes are known to produce

endolymphatic hydrops, such as trauma,

emotional shock, allergy, drugs, tobacco, op-

eration upon the middle and inner ear,

syphilis, presbycusis and congenital percep-

tive deafness.

The medical treatment is based, during

the acute phase, on sedation, regimens di-

rected against the retention of water, and

vasodilators. During remissions the most

effective management seems to be the pre-

vention of psychic strain and emotional

stress, and an anti-allergic regimen.

Surgical procedures can be divided into

two categories, conservative and radical, ac-

cording to their objective.

The radical procedures, as labyrinthec-

tomy and section of the eighth nerve, are

purely destructive and are employed when
the pathologic process is far advanced and
the anatomic structures are only a source

of pathologic sensations.

Partially conservative procedures are the

ultrasonic irradiation and cryotherapy of

the labyrinth, which produce a localized de-

struction of the vestibular organs preserv-

ing the cochlea.

On the contrary, the operations for drain-

age of the endolymphatic sac would be fully

conservative, since their intent is to relieve

the vestibular and auditory symptoms while

preserving the anatomic and functional in-

tegrity of the labyrinth.

The ideologic basis for shunt operations is

that the excess amount of endolymph
causes the disturbance in the end organ in

a purely mechanical way, and that the sim-

ple draining off of the endolymph should re-

lieve pressure and volume inbalance as well

as symptoms. However, this theory has so

far received uncertain support by experi-

mental investigations and by pathologic

studies. In brief, it seems that the vestibu-

lar disturbances may well be related to vol-

ume imbalances of endolymph .

1 In fact,

the deformations of the membranous laby-

rinth, as the dilated saccule and utricle,

their outpouchings and herniations in the

*Read at the meeting of the Tennessee Academy
of Otolaryngology, April 13, 1967, Memphis, Tenn.

fFrom the Memphis Otologic Clinic and Mem-
phis Foundation of Otology, Memphis, Tenn.
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openings of semi-circular canals, can pro-

duce the mechanical stimuli for the sensory

organs of maculae and ampullae.2 It is

more difficult to explain the hearing loss on

a physical basis, and a metabolic or chemi-

cal cause would seem more meaningful. 1
’ 3 ’4

However, ruptures of membranous walls

with intermingling of labyrinthine fluids

would produce the conditions of both me-

chanical and clinical theories. Further-

more, the question needs to be considered

whether such a gross alteration as the endo-

lymphatic hydrops could not be the result

of an alteration in ionic content of the fluid

of the inner ear which in turn can well ex-

plain the auditory signs. 1

On the other hand, the value of shunt op-

erations still waits for a complete clinical

assessment. None of the reports upon this

operation have sufficient data, nor has an

adequate period of time elapsed to allow a

true evaluation. The average results from

different authors approach the early report

of Flett,5 who used the Portmann procedure

in 73 cases. He stated that in 25% of the

cases the hearing was retained and tinnitus

and vertigo relieved. In 61% only the ver-

tigo was improved, while failures occurred

in 40 percent.

It is noteworthy to recall also that some
cooling of the early optimism has been noted

in the late reports on the shunt operations.

Many different technics of drainage of the

sac have been presented. They are the clas-

sical Portmann operation, 0 the subarach-

noid shunt with the drainage tube of Wil-

liam House, 7 the decompression of the sac8

and the epidural shunt. 9

Report of Cases

The present report reviews the results ob-

tained in 32 cases of endolymphatic hydrops

in which an epidural endolymphatic shunt

with Teflon film has been done.

The main steps of the epidural shunt

are:—mastoidectomy, exposure of the bony
plate of the sigmoid sinus and posterior cra-

nial fossa, and exposure of the endolym-

phatic sac by removal of small area of bone

on the posterior fossa. Thereafter, the lat-

eral wall of the sac is incised and a long

narrow triangular piece of Teflon film is in-

serted into the sac with its broad end ex-

tending into the dura of the posterior fossa

towards the sigmoid sinus.

All of the patients of this series had had
previous medical treatment, including seda-

tives, vasodilators, a fluid antiretention reg-

imen for at least 6 months without a sig-

nificant improvement.

The follow-up of the 32 patients ranges

from 3 months to 2 years. Eleven patients

have had a follow-up of only 3 months; 14

patients, 4 months to 1 year, and 7 patients

1 to 2 years.

Table I

Follow-up in Epidural Endolymphatic Shunt
Number of Patients: 32

1 to 2 years 7 Cases
4 to 12 months 14 Cases

3 months 11 Cases

In evaluating the results, two main symp-
toms have been considered:— (1) the vestib-

ular symptoms, reported by patients as at-

tacks of vertigo, temporary or permanent
dizziness, and unsteadiness; and (2) hearing

loss, as assessed by pure tone air and bone
conduction and by speech discrimination.

Vestibular symptoms as vertigo and dizzi-

ness were present in 28 patients. The pos-

toperative evaluation shows that the symp-
toms have been greatly improved or re-

lieved in 10 patients or 35% of cases, im-

proved somewhat but still present in 14

cases, or 50%, and unchanged in 4 patients,

or 14% of cases.

Table 2

Vestibular Symptoms in 28 Cases

Number
Postoperative Condition of Cases Percent

Greatly improved or relieved 10 35%
Improved but still present 14 50%
Unchanged 4 14%

Fluctuating hearing loss was present in

all of the 32 patients. The hearing has

clearly improved in only 4 cases, or 12%; re-

mained unchanged in 24, or 75% of cases;

and made worse in 4 cases, or 12%.

Table 3

Postoperative Hearing Loss in 32 Cases
Number
of Cases Percent

Hearing clearly improved 4 12.5%
Hearing unchanged 24 75%
Hearing made worse 4 12.5%

Some further observations on the post-

operative course deserve mention. The main
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symptoms which changed in a short term
were the attacks of vertigo. The patients

usually report they have no more attacks of

vertigo, or that they have only slight and

nonincapacitating dizziness. However, with

the passage of time the vestibular symp-
toms tend to recur, and in a further fol-

low-up, the high rate of cure or great im-

provement is reduced to only 35 percent.

In 4 patients the hearing improvement has

been clear and unquestionable. The mean
of the average bone conductions for the cen-

tral frequencies (500, 1000, 2000 C/S) went
up from 43 to 12 dB, and the average of the

discriminations changed from 62% to 97%.

However, in most of the cases, the opera-

tion does not seem either to improve or to

worsen the hearing, which keeps to present

episodes of fluctuation and distortion of

sounds. Therefore, as for the hearing, it

would be apparent that the disease does not

change its course in a high percentage of

cases, although it is too early to definitely

state so.

The hearing has been made worse in 4

cases, of which 3 were patients presenting a

bad cochlear function with an average bone

conduction of 60 dB and speech discrimina-

tion score of 30 to 20%. It would seem,

thus, that the cochleas with poor function

are prone to being irreversibly damaged by

the trauma of this procedure.

In view of the above consideration, our

present treatment for endolymphatic hy-

drops is as follows:

(1) An exhaustive course of medical

therapy;—if it fails to relieve the patients,

(2) An operation upon the endolym-

phatic sac;

(3) In case of failure, ultrasonic irradia-

tion.

(4) In patients complaining of severe

symptoms and poor and useless hearing, we
do a total labyrinthectomy.

Conclusions

The aims of the conservative surgery for

endolymphatic hydrops have been said to

be the control of both the vestibular and au-

ditory symptoms. According to our experi-

ence with the epidural shunt, it needs to be

recognized that clear improvement of hear-

ing loss has been achieved in only 12% of

cases, whereas the control was either absent

or questionable in another 75 percent.

Vertigo and dizziness have been signifi-

cantly and satisfactorily improved in 35%
of cases, while the relative improvement in

another 50% is not considered by us as a

satisfactory result for two reasons:—first,

the patients, though feeling better, still

have their dizziness and are psychologically

and physically upset; second, in these cases

higher rates of control of vertigo are pro-

vided by other procedures as, for example,

by ultrasonic irradiation.

It seems to us that the so-called conserva-

tive surgery of the inner ear still rests on a

quite empiric basis and its value has not yet

been fully assessed. Admittedly, this re-

sults from the lack of adequate knowledge

of normal and pathologic physiology of the

inner ear, from the unpredictable course of

the disease, and the short follow-up without

comparative statistics. Nonetheless, we be-

lieve that the operations on the sac deserve

further experience on the basis of the fol-

lowing considerations: (1) this operation is

successful in one-third of the cases and does

not seem to worsen the course of the disease

(2) in the other two-thirds, if unsuccessful,

the operation may be followed by a de-

structive procedure; (3) in bilateral cases,

which make up 10% of the total, we are not

faced with the problem of a bilateral de-

structive treatment; and (4) finally, we
think that further experience should teach

us to make a better selection of patients for

operation and establish better surgical

procedures. Moreover, by testing the pa-

tients with sophisticated vestibular and au-

diologic tests during the first days and

weeks following the operation, we should

be able to enhance our knowledge as to

whether the benefit gained is due to the

nonspecific mechanism of traumatizing the

labyrinth and temporarily suppressing its

function, to a transient hyperhemia, or

whether this operation really interferes

with the pathologic mechanism of the

symptoms and the biologic processes of the

disease.

Summary

A series of 32 patients of endolymphatic

hydrops operated on with epidural endo-

lymphatic shunt is presented. Vestibular

symptoms have been satisfactorily relieved
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in one-third of the patients, while hearing

loss did not seem to change in most of the

cases. Surgical procedures, including endo-

lymphatic shunt, ultrasound irradiation and

labyrinthectomy, are recommended, when
exhaustive medical treatment is unsuccess-

ful.
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The author describes the use of this operation for patients having persistant back -pain unrelieved
by previous operations.

Bilateral-Lateral Lumbosacral Fusion. A
Preliminary Report*

E. B. WILKINSON, JR., M.D., Memphis, Tenn.

This is a preliminary report of a small

series of spinal fusions, using the bilateral-

lateral lumbosacral fusion technique, as de-

scribed by Dr. D. Keith McElroy, at the Or-

thopaedic Hospital, New York. The major-

ity of these patients had fusion as a last re-

sort after a failure of multiple surgical

procedures.

Spinal fusion was first reported in 1911,

when both Hibbs and Albee described

methods of posterior spinal fusion. In 1933,

Ghormley added autogenous cancellous

iliac bone grafts, and Mercer described the

anterior interbody fusion in 1936. In 1946,

Jaslow modified interbody fusion, using a

posterior approach. Fusion of the trans-

verse processes was first described in 1939

by Dr. Willis Campbell, with a lateral ap-

proach.

Thirty-five patients have had this proce-

dure, with follow-up on 22 patients. The

majority of these patients were laborers

and “compensation cases.” The duration of

disability ranged from less than one month
to over 9 years. Eighteen of the 22 patients

were fused from the fourth lumbar to the

first sacral vertebra (Table 1). Failure of

multiple disc surgery to relieve pain was
the chief indication for fusion in this series

(Table 2). Of the 4 patients without pre-

vious operation, 2 had spondylolisthesis, one

Table I

Levels of Fusion

L-3 to S-l 1

L-4 to S-l 18

L-5 to S-l 2

T-12 to L-l 1

Table 2

Indications
•T

Failure of Previous Disc Surgery 15

Failurfe of Previous Fusion 2

Fractiire 1

No Previous Operation 4

*Read at the meeting of the Tennessee Or-

thopedic Association, April, 1967, Memphis, Tenn.

had a symptomatic fracture of a posterior

element and one had localized advanced de-

generative arthritis at the lumbosacral

junction. The ages of the patients in this

series ranged from 21 to 58 years, with the

average age in the fourth decade.

Laterial fusion is carried out through a

midline incision, usually extending from
the level of the spinous processes of the sec-

ond lumbar to the second sacral vertebra.

In combined disc-fusion procedures, the

neurosurgeon’s incision simply is extended

above and below. The dorsal spinous pro-

cesses of L-4, 5 and S-l are stripped of soft

tissue by subperiosteal dissection to the lat-

eral aspect of the articular facets, and the

spinous process lamina and L-3, 4 articular

facets are exposed with extraperiosteal dis-

section, taking care to leave the capsule in-

tact over the L-3, 4 facet. All soft tissue is

then removed from the L-4, 5 and L-5, S-l

facets and the lateral aspects of the pars in-

terarticularis at this level down to the

transverse process of L-4 and 5 and the su-

perior aspect of the ala of the sacrum.

After removal of the soft tissue, these areas

are decorticated and an iliac cancellous and

cortical bone graft placed in the gutter on

the dorsum of the transverse processes, ex-

tending to the ala of the sacrum, filling this

gutter to the level of the facets. In some

cases the facets have been curetted and can-

cellous iliac bone grafts inserted in the de-

nuded facets. Hemovac drainage is used in

both the donor and recipient areas, and the

wounds are closed in layers. This is a

major surgical procedure, requiring careful

blood replacement, and it requires a rather

precise knowledge of the anatomy of the re-

gion, with particular reference to the ves-

sels about the articular facets and the posi-

tion of the nerve roots having their exit at

these levels.

Operating time has varied from slightly

over one hour, in which fusion without ex-
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ploration of disc or nerve root was per-

formed, to four and one-half hours in com-
bined disc exploration at several levels and
L-4, S-l lateral fusion. Laterial fusion will

prolong disc exploration by approximately

two hours. Average blood replacement

during operation has been three units of

blood.

Table 3 outlines postoperative manage-
ment. One of the most striking features of

Table 3

Postoperative Management

1. Remove hemovac in 48 to 72 hours.

2. Roll in bed on day 1.

3. Standing at bedside and walking as soon as

pain permits (1 to 7 days).

4. Indwelling catheter if unable to void.

5. No brace unless patient has been using one and

wants to wear it.

6. Day 10 to 14 discharge.

7. Sitting only for bathroom and meals for 4 to 6

weeks.

8. No lifting or bending untli fusion appears

solid.

this type of fusion is the relative lack of

postoperative pain as compared to a poste-

rior Hibbs fusion. It is postulated that per-

haps de-enervation of the articular facets at

the levels of fusion, as well as de-enervation

of a portion of the paraspinous muscles is

the reason for this difference. Some pa-

tients will have very little pain until ap-

proximately 7 to 10 weeks after the fusion,

at which time they return with muscle

spasm and accompanying lumbosacral pain.

When this occurs, it generally lasts for only

4 to 6 weeks.

Patients are encouraged to roll in bed as

soon as they recover from the anesthesia,

and are allowed to stand at the bedside to

void as soon as pain permits. Most patients

are standing or walking by seven days post-

operatively. Sutures are removed on the

tenth postoperative day, and the patient is

discharged as soon as he feels he can be

managed at home, depending on his particu-

lar situation. The average discharge time

has been 14 days.

Patients are seen in the office for x-ray

examination 6 weeks postoperatively, and

at 6 week intervals until the fusion appears

solid and the patient is asymptomatic.

Complications have been outlined in table

4. One of the patients with thrombophlebi-

Table 4

Complications

Thrombophlebitis 2

Hematoma 3

Urinary Retention 1

Stitch Abscess 2

Deep Infection

Fusion 0

Ilium 1

tis and one of the patients with urinary re-

tention had a past history of similar diffi-

culties at previous disc operations. None of

the wound hematomas have required evac-

uation, all resorbing without difficulty.

There was only one deep infection occur-

ring at the donor area, and this cleared

after excision of the sinus tract and anti-

biotic therapy.

Twenty-two patients have been followed

for a period of 3 to 21 months. The patient

with 3 months’ follow-up is included only

because the fusion appeared solid and the

patient was asymptomatic.

Clinical results have been divided into 5

(Table 5) and x-ray results in 4 categories

(Table 6).

Table 5

Clinical Results

I. Excellent—Complete relief from all symptoms
and patient is able to return to original oc-

cupation. He is satisfied with results ob-

tained. (8 patients)

II. Markedly Improved—Relief from preopera-

tive symptoms, although there may be some
pain occasionally. Satisfied with results. (4

patients)

III. Improved—Partial relief from symptoms. Pa-
tient had to change his occupation, but im-

proved after operation. (7 patients)

IV. Not Improved—Patient not working because

of back disability. (3 patients)

V. Worse after operation—Patient unhappy. (No
patients)

Table 6

X-Ray Results

I. Fusion Bilaterally (8 patients)

II. Fusion Unilaterally (7 patients)

III. Bilateral pseudarthrosis

One level (7 patients)

IV. Bilateral pseudarthrosis

Two levels (No patients)

Early results with the bilateral-lateral

transverse process fusion are encouraging.

This fusion can be performed in cases with

large laminar defects, or after the removal

of a loose posterior element in cases of



July. 1967 BILATERAL-LATERAL LUMBOSACRAL FUSION—Wilkinson 733

spondylolisthesis. Exploration of a post-

fnsion disc or nerve root can be performed

without weakening the fusion. Solidity of

the bony fusion is easier to evaluate by

x-ray than the standard posterior fusion.

The graft is close to the mechanical axis of

motion of the vertebrae, rather than on the

end of the see-saw posteriorly or anteriorly.

There seems to be much less postoperative

morbidity as compared to the standard pos-

terior fusion. With careful hemostasis,

blood loss need not be appreciably greater

than that lost in a Hibbs fusion. It is possi-

ble to do this procedure at the time of re-

exploration of a disc space by extension of

the midline incision.

Summary

A preliminary report of a small series of

bilateral-lateral transverse process fusions

is presented. Short term results are en-

couraging.
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The author touches upon interesting aspects of congential heart disease commonly not considered.

These have to do with spontaneous “cure” and/or changes in the functional lesion. This knowledge
has been advanced by the newer methods of studying hemodynamics.

Dynamic Properties of Cardiac Malformations:

Observations Regarding the Natural History

of Congenital Heart Disease*

FRANCIS A. PUYAU, M.D.,f Nashville, Tenn.

Recent major advances in diagnostic and

therapeutic techniques have stimulated a

redefinition of the natural history of con-

genital heart disease. The development of

safe laboratory diagnostic techniques has

allowed studies to be done repeatedly in the

same individual while modern surgical

methods have permitted drastic alterations

in the natural course of many congenital

cardiac lesions. As a result, concepts of

congenital heart disease have changed from

that of a rather static untreatable illness to

the idea that congenital heart disease is a

group of dynamic lesions amenable in many
cases to significant definitive therapeutic ef-

forts. Therefore, the natural history of car-

diac malformations, like other illness, in-

clude the following possible outcomes for

any patient:—He may, (1) live as a result

of “spontaneous cure”; (2) live subsequent

to medical and/or surgical treatment, the le-

sion altered; or (3) die as a result of the le-

sion or its complications.

The purpose of this article is to discuss

three broad aspects of the natural history of

congenital heart disease:—spontaneous

cure, alteration by treatment, and modes of

death.

I. Spontaneous Cure (Disappearances of Left-to-

right Shunts)

Patent ductus arteriosus, ventricular and
atrial septal defects have each been re-

corded as undergoing spontaneous closure.

Of the three patent ductus arteriosus

* Contributed by request of the Middle Ten-
nessee Heart Association.

t From the Department of Pediatrics, Vander-

bilt University School of Medicine, Nashville,

Tenn.

might have been predicted to close sponta-

neously, since the dynamic action of the

smooth muscle of this vessel has been ap-

preciated since the work of Kennedy and

Clark. 1 They established that patency of

the ductus was altered by the level of oxy-

gen in its environment. This peculiar qual-

ity which lasts a few days after birth ac-

counts for the finding that hypoxic states at

birth may result in patency of the ductus. 2

Closure during later infancy possibly is re-

lated to growth of the aorta and pulmonary
artery with failure of growth of ductal tis-

sues. Whereas spontaneous closure of a pa-

tent ductus in the adult probably is a result

of fibrous construction. 3

Spontaneous closure of muscular ventric-

ular septal defects was first reported by
Rowe. 4 These were thought to occur as a

result of hypertrophy of the thick muscular

septum. Subaortic defects located in or

near the thin membranous septum also ap-

parently close spontaneously. 5 The inci-

dence of spontaneous closure of all ventric-

ular defects has been estimated to be as

high as 25 per cent. Since the ratio of sub-

aortic to muscular defects is 9 to 1, it

seems likely that the mechanism for hemo-
dynamic improvement of most affected in-

fants in the first two years of life is failure

of growth of the defect with growth of the

individual. 6
"

The most recent observations are related

to spontaneous closure of atrial septal

defects. 8 ’ 9 These may represent sponta-

neous closure of shunts at the level of the

foramen ovale rather than true atrial de-

fects. Nevertheless, the principle of sponta-

neous cure has been extended to these le-

sions as well. In view of these observa-



July, 1967 DYNAMIC PROPERTIES OF CARDIAC MALFORMATIONS—Puyau 735

tions, cautious application of surgical ther-

apy is necessary.

II. Evolution to a Different Malformation following

Medical or Surgical Therapy with Growth

Several examples of the gradual change

of one lesion into another type are recorded,

generally the result of an obstructive com-

ponent being superimposed on the basic le-

sion. For example, progressive hypertro-

phy in the outflow tract of the right ventri-

cle can convert a simple ventricular septal

defect into a tetralogy of Fallot .

10 Such a

patient may develop cardiac failure during

early life due to a large left-to-right shunt

through a ventricular defect. Progressive

hypertrophy of the right ventricular out-

flow tract can result in pulmonary stenosis,

a balancing between left and right sided

pressures, and a reduction in left-to-right

flow through the defect. Further hypertro-

phy of the right ventricular outflow tract

may lead to flow passing from right to left

through the ventricular defect. Such a pa-

tient will have changed from “acyanotic” to

“cyanotic” congenital heart disease.

Extensive use of shunting operations in

the tetralogy of Fallot has resulted in the

emergence of other lesions. Occasional pa-

tients develop such severe hypertrophy of

the right ventricular outflow tract that the

flow of blood through the pulmonary valve

stops. Since the shunt between aorta and

pulmonary artery remains open, the patient

survives, but has acquired pulmonary atre-

sia instead of pulmonary stenosis .

11

All palliative surgical procedures are de-

signed to improve cardiac dynamics by al-

tering cardiac anatomy. Such procedures

include creation of an atrial septal defect in

infants with transposition of the great ves-

sels, banding (narrowing) of the pulmonary
artery in infants with large ventricular sep-

tal defects, and valvotomy for aortic and
pulmonary stenosis. By altering blood flow

patterns (shunting)
,

limiting growth of

structures (banding)
,

incising obstructive

lesions (valvotomy)
,
additional changes in

cardiac anatomy and function are produced

and are superimposed upon those of the

basic lesion. These alterations of cardiac

dynamics may change many of the clinical

cardiac manifestations (physical findings,

x-ray, EKG.) . The heart will be further

modified by growth of the individual and by
compensatory cardiac changes. A simple

example is the development of aortic

insufficiency following aortic valvotomy for

aortic stenosis leading to dilatation and hy-

pertrophy of the left ventricle. With rapid

growth (i.e., puberty), these changes are

accelerated.

Hemodynamic worsening of certain car-

diac lesions apparently occurs with increas-

ing age of the individual due to superim-

posed structural changes in the heart. The
pathologic changes may involve the my-
ocardium (i.e., fibrosis) or the values (i.e.,

calcification) . Thus, a mild lesion in early

life, hemodynamically insignificant, may
worsen with age.

Aortic stenosis in the adult, once thought

to be predominantly on a rheumatic basis, is

now frequently recognized to be due to

thickening and calcification of congenitally

bicuspid aortic valves. The thickening and
calcification developing in adulthood results

in obstruction. Finally, any type of cardiac

malformation which causes long-term pres-

sure or work overload on either ventricle

may result in severe myocardial damage.

Under such circumstances simple correction

of the original structural abnormality is un-

safe, because the functional capacity of the

myocardium is lost forever. This accounts

frequently for the increased morbidity and

operative mortality on adults with congeni-

tal cardiac disease, and emphasizes the need

for operation during childhood.

III. Death of the Patient

The entire aim of cardiac therapy, both

medical or surgical, is to prevent death.

However, it is important to develop an un-

derstanding of the dynamics of death in pa-

tients with congenital heart disease. Death

can occur in different ways, and these

modes can be broadly categorized depend-

ing on the type of lesion. Appropriate med-

ical therapy frequently can alter the course

at least temporarily.

Sudden or unexpected death occurs much
less frequently in children with congential

heart disease than in adults with acquired

cardiac disease. The high incidence of ath-

erosclerotic heart disease with sudden death

due to coronary thrombosis accounts for

this frequently observed tragedy in older
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subjects. Sudden death below age 15 is

usually caused by ventricular arrhythmias

and is predominantly limited to children

with aortic stenosis, cardiomyopathies such

as endocardial fibroelastosis, and Ebstein’s

anomaly. Parents frequently need reassur-

ance that this dramatic event is not likely to

occur in children with the common cardiac

anomalies, such as ventricular and atrial

septal defects or patent ductus arteriosus.

Death due to cardiac jailure is the most

common mode of exitus in infants with

large left-to-right shunts, severe obstructive

lesions and the more complicated bidirec-

tional shunting lesions. These patients

usually have symptoms related to left sided

failure (i.e., pulmonary congestion) such as

rales, dyspnea, chronic cough, recurrent

“bronchiolitis” or recurrent “pneumonia.”

Right sided cardiac failure leads to edema,

hepatomegaly, anorexia, and usually severe

malnutrition. Such symptoms are usually

present for days, weeks or months before

the patient expires and frequently can be

altered by medical treatment.

Death occurs as a result oj hypoxic spells

in cardiac malformations with large right-

to-left shunts, such as the tetralogy of Fal-

lot, pulmonary atresia, or tricuspid atresia.

In such a spell the infant becomes intensely

cyanotic, breathes rapidly and deeply, cries

vigorously, and is in obvious distress. The
symptoms intensify until the patient loses

consciousness. Occasionally such an epi-

sode will result in death. These episodes

are not due to congestive cardiac failure,

but are the result of reduction in pulmo-
nary blood flow. Patients with severe cy-

anotic congenital heart disease have a large

intracardiac right-to-left shunt and the de-

gree of cyanosis is related to the relative

amounts of systemic and pulmonary blood

flow. Anything which restricts pulmonary
blood flow (i.e., temporary increase in the

severity of pulmonary stenosis) increases

the amount of venous to arterial shunting

and intensifies cyanosis. In addition, cy-

anosis is aggravated by exertion (crying)

which increases the demand for oxygen at

the tissue level. Knowledge of the pathogen-

esis of these cyanotic spells is of great im-

portance since their treatment is not digi-

talis but morphine sulphate, oxygen, and

knee-chest positioning. These episodes are

responsible for most of the deaths of infants

with severe cyanotic congenital heart dis-

ease rather than congestive heart failure .

r-

A possible exception is the infant with

transposition of the great vessels who may
have hypoxic episodes coincident with signs

of congestive heart failure and needs treat-

ment for both.

Death from complications. A variety of

complicating problems cause the death of

patients with congenital heart disease. The
predominant complication is infection. The
patients may die from pneumonia, bacte-

rial endoqarditis, or brain abscess. 13

Pneumonia is particularly common in pa-

tients with lesions that cause left heart fail-

ure, such as mitral valve anomalies, large

ventricular septal defects or endocardial fi-

broelastosis. Subacute bacterial endocarditis

is rare in patients with atrial septal defects,

but is common in patients with ventricular

septal defects, patent ductus arteriosus or

tetralogy of Fallot. Brain abscesses occur

in about 10% of patients with intracardiac

right-to-left shunts and frequently result in

death. Since infection plays a major role in

the difficulties experienced by cardiac pa-

tients, early diagnosis and treatment must
be stressed. Any patient with congenital

heart disease who becomes febrile must be

considered to have a serious infection until

appropriate clinical and laboratory evalua-

tion prove otherwise.

Certain types of congenital heart disease

have defied all forms of treatment and

death is inevitable. One such type is the

hypoplastic left heart syndrome in which

the mitral and/or aortic valves are hypo-

plastic or atretic, and the left ventricle is

hypoplastic or absent. These infants fre-

quently die in the first few days of life. A
variety of other very complicated lesions

are basically untreatable. However, the

general patterns of death are as described

previously, being due to cardiac failure, hy-

poxia, or an infectious complication.

Summary

This article has stressed three new as-

pects of the natural history of congenital

heart disease, which are the result of the

extensive use of repeated physiologic and

clinical observations. A cardiac malforma-
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tion may, (1) undergo spontaneous cure

such as closure of a shunt; (2) change into

another malformation as the result of medi-

cal or surgical treatment which prolongs

life, or (3) cause death of the patient in one

of a variety of ways.

The present state of our knowledge em-
phasizes the fact that congenital cardiac le-

sions are very dynamic abnormalities. Not
only is our ability to deal with the various

lesions changing, but the lesions themselves

may change, necessarily altering treatment.
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Even though the ovaries are left in place, the authors believe that total hysterectomy in the premeno-
pausal woman is followed by a syndrome differing from the symtomatology of the menopause. The
use of the colpocytogram confirms deterioration of ovarian function to menopausal levels. Estrogens,

especially parenterally, control the syndrome in most instances.

Ovarian Function After Hysterectomy As
Evaluated By Colpocytograms*

J. R. REINBERGER, M.D., and W. F. MACKEY, M.D., Memphis, Tenn.

Since the adoption of the colpocytogram

as a routine screening procedure in our

office, we have become much more cogni-

zant of the fate of ovarian function in our

patients. We have been especially inter-

ested in one group of patients that have al-

ways been difficult to manage. The group

to which I refer are women between 20 to

40 years of age, in whom pelvic surgery has

been performed. All of these have had
total hysterectomy and in some an asso-

ciated removal of one or both tubes and
ovaries. Thus, in this group of women of 20

to 40 years of age, one or both ovaries were
left in at time of the last operation.

We have been obtaining colpocytograms

in these patients when they present them-

selves for routine check-up examinations or

when they come in for various complaints. 1

We have been amazed as to the fate of the

ovarian function, as determined by,— (1)

clinical evaluation and symptoms of the pa-

tient, and (2) the findings of the colpocyto-

gram. We had thought for years that the

ovaries of such patients functioned until

about menopausal age. In our series we
have not found this to be true. In fact,

from one to four years after their last oper-

ation the colpocytogram will show meno-
pausal levels. This finding will be accom-

panied by subjective symptoms which are

not classically menopausal, such as hot and
cold flashes. Rather, they tend to be in an

indefinite group as tiredness, easy fatigue,

nervousness, depression, headaches, muscle
aches and pains, loss libido, crying spells,

dry vagina, etc. Almost always there is no
anemia and the thyroid function is normal.

When a diagnosis is made of low ovarian

function, these patients are placed on one or

*Read at the meeting of the Tennessee Obstetri-

cal and Gynecological Society, April 14, 1967,

Memphis, Tenn.

both oral and intramuscular estrogen ther-

apy. Almost always the response has been

dramatic. The patients are relieved of their

symptoms and a sense of well-being re-

turns. We have found, also, that oral ther-

apy is not nearly as effective as the intra-

muscular route in this group of patients.

Some of these patients apparently do not

seem to metabolize or absorb oral estrogens.

Almost all state they feel much better upon

injections. In fact, we arrange for them to

give themselves injections at home just as a

diabetic uses insulin. We have also found

that these patients need and take more and

larger doses of estrogen than the usual men-
opausal or postmenopausal patient. Is this

due to the fact that these patients are much
younger and actually need more estrogens?

Does stress metabolize and use up estrogen

more rapidly? We have noticed in times of

Table I

Patient Series

No. Percentage

Total number of surgical cases 37

Surgical cases with one ovary
left in place 16 43.2

Surgical cases with both ovaries

left in place 21 56.8

Patients on oral estrogen therapy
alone at time of cytogram 15 40.5

Patients on oral and intramuscular

estrogen therapy at time of

cytogram 3 8.2

Patients on no estrogen therapy
at time of cytogram 19 51.3

Patient’s age at time of operation

(20-30 yrs.) 13 35.1

(30-40 yrs.) 22 59.5

(40-42 yrs.) 2 5.4

Time lapse from operation to

obtaining of cytogram

—

(0-2 yrs.) 13 35.1

(2-4 yrs.) 17 45.9

(4-6 yrs.) 3 8.2

(6-8 yrs.) 4 10.8
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stress that these patients need more estro-

gen. The following cases illustrate 37

women picked by random sampling to dem-
onstrate the observations we have just men-
tioned. (Tables 1-3.)

Table 2

Symptomology
No. Percentage

1. Fatigue—exhaustion—tired .25 67.5

2. Nervous 24 64.8

3. Muscle aches and pains

—

arthralgias 13 35.1

4. Headaches 13 35.1

5. Depressed 10 27.0

6. Dry or uncomfortable vagina . .10 27.0

7. Hot or cold flashes

—

night sweats 8 21.6

8. Painful bladder—pelvic

pressure or discomfort 7 18.0

9. Crying spells 7 18.0

10. Vertigo 6 8.1

11. Loss of libido 3 8.1

12. Collapse—syncope 3 8.1

13. Tender breasts 3 8.1

14. Nausea 2 5.4

15. Globus hystericus 2 5.4

16. Pruritus 2 5.4

17. Paresthesia—tingling

—

numbness 2 5.4

18. Palpitations 1 2.7

19. Insomnia 1 2.7

Table 3

Results of Cytograms

No. Percentage
Within M.I. range

0-10/100-90/0-5 16 43.2

10-20/90-80/0-5 8 21.6

20-40/80-60/0-5 8 21.6

40-60/60-40/0-5 2 5.4

60-80/40-20/0-5 3 8.2

1st Case in

40-60/60-40/0-5 Group

2nd Case in

40-60/60-40/0-5 Group

1st Case in

60-80/40-20/0-5 Group

2nd Case in

60-80/40-20/0-5 Group

This may be explained by
the fact that the patient

had been taking weekly
injections of estrogen.
However, she had had
none for 6 weeks prior

to cytogram.

No explanation except 7

months later the M.I. was
12/88/0 and 12 months
later 11/89/0

High at the first cytogram
but dropped to 23/77/0 in

1 year even though on

oral hormone therapy.

The patient was using di-

enestrol vaginal cream;
17 months later the read-

ing was 24/75/1— on stil-

besterol orally 0.5 mg.
daily.

3rd Case in The patient had been on
60-80/40-20/0-5 Group intensive mouth and pa-

renteral estrogen for 4

months.

Discussion

In analyzing our 37 cases of premenopau-
sal hysterectomies, we note the following

points:

(1) One to four years after hysterectomy
with the conservation of ovarian tissue, the

patient presents herself to the doctor with a

group of nonspecific complaints. These
complaints seem to be indicative of ovarian

or estrogen deficiency.

(2) The colpocytogram M.I. almost al-

ways shows estrogen deficiency, even to

parabasal cells or postmenopausal smears.

(3) The colpocytogram M.I. sometimes
indicates a higher level of estrogen because

the patient had already been taking estro-

gen orally or by the parenteral route.

(4) The colpocytogram M.I. shows a

marked increase of estrogen effect, after

treatment has been instituted.

(5) Clinical improvement of the patient

is very dramatic. The vague symptoms are

relieved and the person has the return of a

sense of well-being.

(6) Even with high levels of estrogen, as

determined by the colpocytogram, the pa-

tient may be symptomatic and will be bene-

fited by estrogen therapy. We do not hesi-

tate to begin estrogen treatment and deter-

mine results by clinical observations.

(7) There is no problem of the continua-

tion of estrogen therapy, since once these

patients experience the great benefit of

treatment, they do not hesitate to continue

receiving it.

(8) Since our observations on the rapid

decrease in ovarian function, after hysterec-

tomy, we have become more radical in the

removal of any questionable ovarian tissue

in the young woman. This avoids subse-

quent operations and, as we all know, many
times a normal appearing ovary will be

very painful or become cystic. It seems as

if the uterine blood supply to the ovary may
be more important than that from the ova-

rian artery, otherwise why does the ovary

decline in its output so rapidly?

(9) No differentiation can be shown on

the colpocytogram as to the presence of one
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or both ovaries. The retention of the tubes

with the ovaries does not seem to prolong

ovarian function. The M.I. is equally low
on each.

Conclusions

(1) Ovarian estrogen output in young
women after hysterectomy, even with con-

servation of ovarian tissue, decreases

markedly in 1 to 4 years to menopausal or

postmenopausal levels as determined clini-

cally and by colpocytogram. Thus, removal

of the uterus markedly interferes with the

normal expected length of ovarian function.

(2) These patients present a vague group

of symptoms and findings which are re-

lieved by estrogen therapy in very dramatic

fashion.

(3) The response of the patient can be

followed both clinically and by colpocyto-

gram, but the colpocytogram does not al-

ways agree with the clinical impression.

(4) Parenteral estrogen therapy is much

superior in clinical results in this group of

young women than when given orally, in

spite of the fact that most postmenopausal

patients are managed by oral treatment

alone and on much smaller doses.

(5) Larger doses of estrogen are required

in this young group than we had thought

previously.

(6) We can not explain the need for

larger doses of estrogen by the patients in

this study, nor can we explain positively

the rapid decrease in ovarian function after

hysterectomy.
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STAFF CONFERENCE

Subarachnoid Hemorrhage
Vanderbilt University Hospital*

DR. WILLIAM MEACHAM: The patient

to be presented today represents a problem

that is common to the disciplines of internal

medicine, neurology, neurological surgery,

and occasionally pediatrics. Dr. Robert

Dickens will give the case history.

DR. ROBERT DICKENS: The patient is a 62

year old male who was well until 36 hours before

his admission here when he developed a sudden

and severe occipital headache while doing some
heavy lifting. At his local hospital he was found

to have mild cervical rigidity, some nausea, and

was slightly obtunded, but was arousable and or-

iented. A lumbar puncture was performed which

revealed grossly bloody spinal fluid. Transfer to

Vanderbilt University Hospital was then effected.

His admission examination revealed nothing of

neurologic significance and only minimal cervical

rigidity. He was cerebrating well and was vir-

tually free of headache. A repeat lumbar punc-

ture was performed and revealed no increase in

CSF pressure and rather heavily xanthochromic

fluid. Bilateral carotid arteriograms were per-

formed under local anesthesia and revealed a nor-

mal cerebral vasculature with no source of bleed-

ing detected. He continued to improve sympto-
matically and was discharged within the week to

his home with instructions to remain on sedentary

activities.

Two days after returning to his home, he again

developed a sudden occipital headache which he
described as identical to the original episode and
was again associated with no localizing neurologic

signs other than an increase in cervical rigidity

and some increase in drowsiness and headache.
For ten days he was left in bed and treated only

with analgesics for headaches, by which time his

spinal fluid was clear and only faintly xantho-
chromic. A left peripheral seventh nerve palsy de-

veloped overnight but was not thought to be
associated with his subarachnoid hemorrhage.
Angiograms were then repeated (retrograde bra-

chial and left carotid) which revealed a terminal

basilar artery dilation, not thought to be an aneu-
rysm, and an anterior communicating artery

aneurysm, very irregular in contour which was
interpreted as being the offending lesion. In ret-

rospective study, this lesion could not be identi-

fied on the original arteriograms.

The aneurysm was exposed through a bifrontal

craniotomy and obliterated by two spring clips

placed across the base occluding the anterior com-

*From the Department of Neurosurgery and the

Department of Neurology, Vanderbilt School of

Medicine, Nashville, Tennessee.

municating artery at the same time. Each anter-
ior cerebral artery was preserved. His post-
operative course has been benign although he has
been rather confused and disoriented and poorly
motivated thus far, although he is quite free of
neurologic deficit otherwise.

DR. MEACHAM: This patient typifies a
very challenging and difficult clinical prob-
lem that occurs with great frequency. The
patient with a spontaneous subarachnoid
hemorrhage immediately becomes an indi-

vidual whose survival is in jeopardy and,

further, may sustain a severe neurologic
handicap if survival is assured. It is gener-
ally accepted that the majority of such
cases occur as the result of a rupture of a

sacular arterial aneurysm, usually located

in the region of the circle of Willis, but

there are, of course, other sources of bleed-

ing such as arteriovenous malformations,

tumors and hypertensive vascular acci-

dents.

Since critical decisions must be made in

all such cases, the attending physician must
appreciate and face up to the fact that any
such patient surviving his initial bleeding

episode is in constant danger of re-bleeding,

perhaps fatally, at any time thereafter.

Therefore, we must be prepared to answer

several important questions concerning the

management of the subarachnoid hemor-

rhage in the acute phase, in the convales-

cent phase, the proper timing for diagnostic

investigation of the bleeding source, and the

individualization of the proposed method of

definitive treatment, if any.

DR. PETER NEW: What is the preferred

method of managing the patient with acute

subarachnoid hemorrhage during the first

forty-eight to seventy-two hours?

DR. BERTRAM SPROFKIN: During the

first two or three days of hospitalization the

patient with acute spontaneous subarach-

noid hemorrhage should be kept flat in bed

and disturbed as little as possible. There is

general agreement that angiography should

be delayed until the patient’s condition has

stabilized. (Perhaps I should qualify the

phrase “general agreement” to indicate that

this applies generally to the neurosurgeons

and the neurologists who attend this confer-

ence.) Mild analgesics, such as codeine in

doses of 32 to 64 mg., may be administered

for the relief of headache. Where possible
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opiates should be avoided. Occasionally a

surgical approach might be considered dur-

ing the acute aspect of this disorder if there

is evidence of a large intracerebral hema-
toma which must be removed as a lifesav-

ing measure. The controversy about the ul-

timate treatment of acute subarachnoid

hemorrhage due to a ruptured aneurysm
continues with good physicians aligned on

either side of the issue. If surgical therapy

is contemplated, angiography should be per-

formed in order to determine not only the

site of the aneurysm which has bled, but

the presence of other aneurysms and also

the adequacy of the collateral circulation.

It was once customary to keep the patient

in a darkened room and hover over him so

that recurrent hemorrhage due to any sud-

den strain might be avoided. In the patient

who is rational, this type of attention gener-

ally increases apprehension enormously. It

might be appropriate to administer mild se-

dation to the extremely apprehensive pa-

tient. The administration of enemas or any
procedure involving severe strain, should be

postponed. The vital signs and the patient’s

pupils should be observed at frequent inter-

vals. It is important to maintain a high de-

gree of alertness to a changing clinical situ-

ation but to avoid alarming the patient.

This requires considerable quiet efficiency

and tact on the part of all the patient’s at-

tendants.

DR. MEACHAM: We are frequently

asked about the most appropriate time to

carry out the angiographic surgery after a

bleeding episode. Our policy is to perform

this study when the patient shows good

clinical recovery from the effects of the ini-

tial hemorrhage, which usually means that

the patient is conscious, or occasionally

when consciousness is returning, signifying

some progressive reduction in the degree of

cerebral angiospasm associated with the

bleeding episode. It is our impression that

the angiographic survey does not carry

great risk, in fact, only minimal risk and

that it should be done in all cases.

However, if performed too soon, it is possi-

ble that satisfactory opacification of the cer-

ebral vasculature might not occur due to

cerebral angiospasm and also to increased

intracranial pressure. The case presented

here illustrates failure of an aneurysm to

fill even several days after the initial hem-
orrhage, and the aneurysm was, in fact,

only demonstrated after the second bleed-

ing episode. It is wise to repeat the angio-

grams at a later date if the initial study is

negative as you can see from the arterio-

grams in our present case (Fig. 1).

Figure 1

STUDENT: In what percentage of cases

of subarachnoid hemorrhage will adequate

arteriographic study reveal no lesion re-

sponsible for the hemorrhage?

DR. CULLY COBB: Often we think of

subarachnoid hemorrhage as being almost

synonymous with the diagnosis of either

aneurysm or arteriovenous malformation of

the brain. Actually the most common
cause of bloody spinal fluid is head injuries.

Since patients with a spontaneous hemor-
rhage may fall, this may present a difficult

differential diagnosis. Some other causes of

subarachnoid hemorrhage such as cerebral

infarction, blood dyscrasias, and meningeal
inflammation or encephalitis would not be

expected to show changes in the angio-

grams. Neoplasms in both the brain and
spinal cord may bleed into the subarachnoid

space and there are vascular malformations

of the spinal cord which would not be

shown by cerebral arteriographic studies.

These last can be shown at times by aorto-

grams.

Most of these conditions would not pro-

duce the clinical syndrome associated with

spontaneous subarachnoid hemorrhage

from aneurysms and vascular malforma-

tions. Limiting the discussion to these con-
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ditions, there is still incomplete detection

by angiography. Estimates that between 50

and 75% of aneurysms can be demonstrated
by the vascular studies have been pub-
lished. With present day technique, the

percentage is probably 75% or better.

Generally the more severe the syndrome,
the more likely a positive finding. On the

other hand, the very mild or questionable

syndrome may not lead to abnormalities in

the arteriograms.

Even though an aneurysm is present, the

arteriogram may be negative if the aneu-

rysm is filled partly or wholly with a clot or

if its size and pattern make it difficult to

separate from other vessels in the x-ray.

We have had the experience of demonstrat-

ing an aneurysm with a succeeding study

several weeks later when the first studies

were negative. For this reason, one should

always follow the case closely and consider

repeating the studies if the angiograms are

negative.

There is general agreement that the like-

lihood of a fatal or crippling secondary

hemorrhage is much less in patients with no

demonstrable lesion.

STUDENT: Of what value is lumbar
puncture in the treatment of a patient with

a ruptured sacular aneurysm?

DR. WILLIAM CLARK: In the patient

who has had a subarachnoid hemorrhage,

we expect a gradual resolution of the spinal

fluid abnormality, namely, the presence of

gross blood. This occurs first in the break-

down of red blood cells, which thereby pro-

duces a xanthochromic fluid, high in protein

content. There is then gradual absorption

of the protein, and the fluid finally returns

to normal. Serial lumbar punctures in pa-

tients who have had acute subarachnoid

hemorrhages will, therefore, demonstrate

this resolution. Likewise, if the patient has

a second episode of bleeding, this will be re-

flected in the spinal fluid in the form of an

increase in red blood cells, rather than the

gradual decrease which we expect as noted

above. The lumbar puncture is, therefore,

of value in detecting secondary episodes of

hemorrhage.

A further value of lumbar punctures fol-

lowing the initial diagnostic tap is for the

reduction of increased intracranial pressure,

which apparently results from blockage of

absorptive mechanisms by the blood in the

subarachnoid spaces. This very frequently

is of considerable symptomatic value, since

it will usually relieve headaches caused by
the increased pressure.

DR. MEACHAM: Besides the non-
operative method of management as de-

scribed by Dr. Sprofkin and Dr. Clark,

there are many methods of treating such le-

sions in vogue today, but which are subject

to the particular interest of the surgeon in-

volved and which reflect, in large measure,
his own capabilities with a particular tech-

nique. It is also very obvious that success

or failure with any given surgical technique

is influenced heavily by the condition of the

patient at the time of surgery, his degree of

recovery from the primary hemorrhage, the

adequacy of arterial perfusion of the brain,

and the good fortune or lack of it that be-

falls the surgeon in the performance of

these rather risky operative procedures.

DR. JOE CAPPS: Sacular aneurysms in

the anterior portion of the circle of Willis

may be influenced by reducing the intralu-

minal arterial pressure by employing the

classical Hunterian operation of proximal

ligation of the parent artery. In this situa-

tion the internal carotid or common carotid

artery may be ligated by a method of slow

occlusion by an obliterating clamp, which is

gradually closed, or by a method of acute

arterial ligation. In either case the surgeon

must be alert to the possibility of releasing

the clamp or ligature in the event of cere-

bral ischemia.

These are methods that we have em-

ployed occasionally for aneurysms so situ-

ated that a direct attack on the lesion itself

did not seem feasible or, in certain cata-

strophic situations in which a patient con-

tinued to deteriorate after his primary hem-

orrhage and a direct intracranial approach

could not be made under favorable circum-

stances. It is impossible to assess the value

of this operative procedure with quantita-

tive accuracy. Certainly, it is a “safer” op-

eration than the intracranial approach, but

there remains unanswered the question of

the long-term effect on the aneurysm, the

chances for subsequent bleeding episodes,

and the risk of cerebral ischemia. Only
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through the long-term evaluation of a large

number of comparable cases so treated will

the statistical and clinical values be known,

but this is likewise true of all the other

methods of treatment of these lesions.

DR. MEACHAM: Dr. Karl Jacob has re-

cently employed a method that is gaining in

neurosurgical popularity in this country

and which possibly holds great promise for

certain types of aneurysms that we have

heretofore considered “inoperable.” I be-

lieve that we have used this technique

about eight or ten times in the past three

years with success.

DR. KARL JACOB: The method in ques-

tion is one which can appropriately be ap-

plied to any aneurysm that can be surgi-

cally exposed and could have been em-

ployed in the case presented today. The
aneurysm is exposed via the preferred cra-

nial approach and is then covered with

three or four separately applied coats of

synthetic latex, each coat being dried under

a stream of air or other gas (CO-). A final

coating of epoxy plastic is then applied

which “sets” in a few moments, thus “re-

enforcing” the aneurysm and the entering

and emerging parent vessels and branches.

We have reserved this method for the most

part to those aneurysms which could not

be safely clipped or which were apparently

aneurysmal dilatations in continuity on a

major vessel which could not be sacrificed.

The methods of piloinjection (injection of

hog bristle)
,
thrombosis by electrically in-

fluencing the polarity of the aneurysmal

wall and the induction of thrombosis by
magnetic attraction of finely divided iron

particles, are currently being investigated

in other centers but have not been em-
ployed here.

DR. MEACHAM: To sum up, then, this

patient has presented us with the usual

problem of initial care and diagnosis of the

cause of a spontaneous subarachnoid hem-

*

orrhage. At what was considered an ap-

propriate and ideal time, angiograms were
performed and no lesion responsible for the

bleeding was disclosed. In this situation, no
treatment could be recommended other

than the admonition to remain on a regimen
of sedentary activities and to avoid unu-
sually stressful situations. At a later date,

a repeat angiographic study was to be per-

formed but this plan was interrupted by a

second and more serious bleeding episode.

An aneurysm of the anterior communicat-
ing artery was disclosed by the second an-

giogram and we were impressed with the

fact that it appeared to be so located that it

would lend itself to a direct attack. As you
have heard, this was performed in a manner
that was considered successful by obliterat-

ing the aneurysm and preserving the major
arterial supply. In our experience when
this can be accomplished, it constitutes the

most effective and certain means of cure of

the aneurysm. When major vessels must
be occluded in order to control hemorrhage
from the aneurysm which ruptures when
surgically exposed, there is great risk to life

as well as to the functioning integrity of the

nervous system. Therefore, in every in-

stance the clinician must soberly weigh all

possible eventualities and possible risks in-

volved in planning for and executing the

appropriate therapeutic measures in such

cases. Certainly additional knowledge and

technical know-how will come about with

increasing experience of the individuals

concerned as well as the pooling of useful

statistical data from the results of coopera-

tive studies being carried on in many clini-

cal centers. The reevaluation of patients

with successfully treated intracranial aneu-

rysms by repeated long-term angiographic

study will offer a much needed facet of in-

formation concerning the “cured” aneu-

rysm.

$ *
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Amyloidosis

Baptist Memorial Hospital

This 50-year-old lady was admitted to Baptist

Memorial Hospital on July 9, 1966 because of sev-

eral syncopal episodes occurring in the preceding

3 weeks. There were no known seizures though she

did have urinary incontinence. Severe headache

accompanied the initial attack, but she had had no

headaches subsequently. She had progressive

edema of the right lower extremity beginning 6

weeks previously. There was a history of dia-

betes-mellitis well-controlled by diet in the past.

At the time of admission on July 9, the B.P. was
140/80. Physical examination was unrevealing.

The edema of the right leg had apparently sub-

sided.

Lumbar puncture on July 10 showed an opening

pressure of 300 mm. The patient seemed some-

what tense and could not relax so that the pres-

sure would fall below this level. The cerebrospi-

nal fluid protein was 37 mg., sugar 108 mg. (blood

sugar 208 mg.), no cells, and VDBL was negative.

India ink preparation was negative. Acid-fast

smears and culture were negative. The hemo-
gram was normal on this admission. Urine

showed a specific gravity of 1.015, 1+ protein, 1 to

2 RBC., 4 to 6 WBC. per high power field. PUN.
was 15 mg. per 100 ml., cholesterol 174 mg., serum
calcium, PBI., and uric acid were normal. Latex

agglutination was negative. Skull films were nor-

mal. EKG. showed multiple premature ventricu-

lar beats, ST-T wave abnormalities, low voltage

QRS complexes, and evidence of an old inferior

wall infarction. There was delayed precordial

transition suggestive of an old anterior infarct as

well. The EEG. was normal. She was dischraged

on a diabetic diet on July 16.

On August 7, she was readmitted because of a

spell of weakness and disorientation. At this time
it was learned from her history that she did have
chronic exertional dyspnea and in the interval

since her previous admission and that she had
been digitalized with digoxin. Following digitali-

zation she had developed many premature auricu-
lar contractions, as well as nausea, and there was
also a recurrence of edema. On August 7, her ap-
ical rate was 130. There was 3+ pitting and edema
of the legs. The lungs were clear. The heart
seemed slightly enlarged. Liver and spleen were
not felt. A portable chest film on this day ap-
peared to show some cardiac enlargement and in-

creased markings at both bases.

An EKG. showed atrial fibrillation with a ven-
tricular rate of 140 per minute. The previously
reported abnormalities were also noted.

On August 8, urinalysis showed a specific grav-

*From the Department of Medicine and Path-
ology, Baptist Memorial Hospital. Memphis, Tenn.

ity 1.008, 2 protein, 0 to 2 WBC. per high power
field, and no casts. The PUN. was 18 mg. on this

date. Electrolytes were normal. SGOT was 18

units, SGPT wTas 17 units, and LDH was 450 units
on August 8. The alkaline phosphatase was 11

King Armstrong units.

Digoxin was discontinued and the patient was
begun on Kaon which was discontinued when her
serum potassium reached 6.0 mg. Later serum
potassium levels were within the normal range.

By August 8, the heart rate was 88, and she was
improved. She then developed a variety of ar-

rhythmias including atrial tachycardia with 2:1

block, A-V nodal rhythm, paroxysmal atrial tachy-
cardia without block, and auricular fibrillation.

She was treated with procainamide (Pronestyl)

without effect. She had periods of hypotension
requiring metaraminol (Aramine). On August
14, 1966 the PCV. was 50.5%, WBC. 26,500 with
86% P.M.N.; 10% bands, 4% monocytes.

After temporary improvement her condition

worsened. The SGOT. rose to 330 units and LDH.
to 1220 units on August 15. On August 16 the

SGOT. was 2130 units and LDH. was 5200. On
August 16 the PUN. was 25 mg. She became
febrile for the first time on August 16 and had
daily spikes to as high as 103° until August 21,

when she became afebrile following the use of

Kantrex and colymycin for treatment of gram-
negative urinary tract infection. She remained
afebrile throughout the remainder of her life.

On August 20, her bilirubin was 6.8 mg., with

3.5 mg. being direct and 3.3 indirect. The SGOT.
had fallen to 122 units on this date. L.E. prepara-

tions were negative. On August 22 the bilirubin

had risen to 8.8 mg.; the SGPT. on this date was
210 units; and the alkaline phosphatase 26 King-

Armstrong units. By August 25, the bilirubin had
risen further to 13.4 mg., the alkaline phosphatase

was now 14 King-Armstrong units and the SGPT.
140 units. Cephalin flocculation was 4+ in 48

hours. On August 22 the PUN. had risen to 38

mg. and on the 25th was 75 mg. per 100 ml.

Portable chest films on August 17, and the 20th,

showed no obvious changes or notable cardiac en-

largement.

The patient was given diphenylhydantoin (Di-

lantin) intravenously and later, when it became
apparent that digitalis intoxication was not pres-

ent, she was given lanatoside C (Cedalanid) to

attempt to control multiple arrhthymias. These

were only temporarilj' successful. She also re-

ceived levarterenol (Levophed), metaraminol

(Aramine), and isoproterenol (Isuprel) intermit-

tently, and she had periods of intermittent hypo-

tension which appeared to be related to her multi-

ple arrhythmias. She became more somnolent

and nauseous. Edema became more generalized

and marked. The urinary output, however, re-

mained good. Lumbar puncture on August 18

showed an opening pressure of 220 mm. The fluid

was slightly xanthochromic. The cerebrospinal

protein was 58 mg. and sugar 110 mg. per 100 ml.,

and there was no increase in cells.
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On August 25, 1966 the patient developed car-

diac arrest. This responded temporarily to resus-

citative measures, but later in the day she devel-

oped ventricular tachycardia followed by asystole

and expired.

DR. THOMAS N. STERN: The patient

for discussion today presented with a num-
ber of fainting episodes. The first thing

that I would like to do is put aside primary

neurologic abnormality. There are several

reasons for doing so. First, the patient

gives no history of seizure activity with the

syncope. The findings of the two lumbar
punctures are not impressive, the high pres-

sure probably being secondary to tension

and the xanthochromia and slight protein

elevation not being very important.

Finally, I believe that a neurologist rather

than a cardiologist would have been invited

to discuss this patient had the problem been

primarily above the neck.

As a cardiologist, syncope makes me
think first of vasovagal stimulation. I be-

lieve that we may discard this possibility

very quickly, if for no other reason than

that we do find definite evidence of heart

disease. The most common reason for syn-

cope related to organic heart disease is some
sort of dysrhythmia, either a lack of heart

beat or a rapid and inefficient heart beat.

We do find on the electrocardiogram that

dysrhythmia was present. The patient

showed multiple ventricular premature

contractions which probably were all from
one focus. Later much more complicated

rhythm abnormalities were present.

The electrocardiogram was indeed the

most significant study during the patient’s

first hospitalization. In addition to the dys-

rhythmia there were ST-segment and

T-wave abnormalities. The patient was
presumably not on digitalis at the time so

these probably represent intrinsic heart dis-

ease. Further, there was low voltage of the

QRS complexes. Low voltage may be

found in otherwise normal individuals. It

may be due to obesity or emphysema.
However, it may be an important sign of

heart disease. It may be the first clue to

myxedema, but it would appear that this

patient did not have myxedema, at least

from the clinical description. Furthermore,

the PBI. was normal and the cholesterol 174

mg.

The EKG. was also interpreted as show-

ing old anterior wall infarction with de-

layed precordial transition. I would agree

with the findings as described by the elec-

trocardiographer but would disagree with

their significance in a very important way.
I think that as electrocardiographers we
wear two hats. Most of us are not pure

electrocardiographers. We are also cardiol-

ogists or clinicians, and we tend to read

EKG’s. in terms of clinical diagnosis rather

than in terms of EKG. findings. The spe-

cific EKG. findings in this case are absence

of R-waves and presence of a Q-wave over

the anterior precordium and to some extent

the inferior surface of the heart. These

findings do not necessarily mean myocardial

infarction, although if you made a diagnosis

of infarction on this basis alone you would
be correct most of the time. Actually, the

only inference that can be drawn with re-

liability from these findings is that there is

no electrical current produced by viable

muscle in this area. It does not specifically

indicate myocardial infarction which is a

very particular type of muscle death.

Absent R wave may be due to myocardial

tumor. It may be seen in myocardial ne-

crosis due to chemical agents, due to trau-

ma, or due to some other diseases that we
will discuss a little later. The conclusion is

then that in clinical practice this is proba-

bly due to myocardial infarction, but we
should never forget the other 5% of cases

where a different disease process is present.

Following discharge from the hospital she

did poorly and was re-admitted some 3

weeks later. The more adequate history at

that time revealed that the course of the

disease was more chronic than first indi-

cated. Further she had been digitalized in

the interval between hospitalizations.

Again the electrocardiogram gives the most

helpful diagnostic information. It showed
atrial fibrillation with a ventricular rate of

140. Since she was on digitalis and was also

nauseated this may possibly have been due

to digitalis intoxication. Dr. Dan Copeland

and I reported a series of patients with digi-

talis intoxication a number of years ago in

whom atrial fibrillation was considered one

of the findings. I think that Dr. Copeland

would agree with me today that if we had

taken esophageal leads on these patients,

we would have found that the rhythm was
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most likely atrial tachycardia with block

rather than the apparent atrial fibrillation.

The inference here is that this fast atrial

dysrhythmia may have been due to digi-

talis. However, I think that we should bear

in mind that it may also have been due to

the progression of the disease rather than to

digitalis. A further possibility is a combi-

nation of these two things, that is, a disease

of the heart which would make the muscle

more sensitive to digitalis effect.

Perhaps Dr. Booth will discuss the x-rays

at this point.

DR. JAMES L. BOOTH: The first chest

film which you see here is one made on the

first day of the second admission, on August

8, and this portable film in which the heart

was of course magnified, and we see a

shadow here which is not to be confused

with fluid in the chest. This is an arm lying

against the chest wall. Subsequently, on

the other films you will see that the lung is

clear. One of the things that we have to

take into consideration when we read porta-

ble films is that the large breast shadow
gives a density, usually bilateral, although

one breast may be larger and produce densi-

ties. Here this was interpreted as a slightly

enlarged * heart with some congestive

changes. The second film was considered as

not showing any evidence of congestive fail-

ure. The heart, allowing for magnification

of the portable techniques, is considered to

be within normal limits. I do not believe

that there have been any changes in heart

size. This is always a matter of judgment

as to whether the heart is enlarged when
you interpret a portable film, because you

never know how far the technician went

back with his machine, whether he took it

at 40 inches, 50 or 60. You know that he did

not take it at teleo distance which is 72

inches. So you have a 30 to 40% magnifica-

tion factor here. The third film which was
taken on August 20 is considered to show a

heart within normal limits. You still see

the EKG. leads in place. The film is a little

light, technically, but the lungs look fully

expanded and fairly clear. I would say that

all through there we are not impressed with

too much evidence of congestive failure.

There is no fluid, but some increase in pul-

monary marking. The heart itself does not

appear to be significantly enlarged, if en-

larged at all.

DR. STERN: The striking thing is that in

spite of the patient’s failure and imminent
death the heart is not extremely large. The
increase in size is dilatation, of course, with
no definite information about the thickness

of the heart. However, I would expect

even more dilatation than this in view of

the fact that the patient had 3+ pitting

edema of the legs.

Even though digitalis was discontinued,

the dysrhythmia became worse. The pa-

tient developed atrial tachycardia with

block, AV nodal rhythm, atrial tachycardia

without block, and atrial fibrillation. These
findings can strengthen our feeling that the

rhythm abnormality is secondary to the

basic disease rather than being secondary to

digitalis.

Finally, the patient became hypotensive,

and Aramine was administered. The hypo-

tension may have been secondary to the

Pronestyl which she received. Pronestyl is

a wonderful drug; I use it by choice in

serious arrhythmias. However, both it and
quinidine are myocardial depressants and

may precipitate hypotension.

The SGOT. had been normal on admis-

sion and then rose as high as 2130 units, a

very great elevation. This does not suggest

heart disease to me but is much more likely

to be due to liver abnormality. It would
have been helpful to have a CPK. at this

time; this enzyme probably would not have

shown significant elevation. I have two ex-

planations for the SGOT. elevation. One is

hypotension. This is perhaps the most com-

mon cause of massive SGOT. elevation in

heart disease; it is due to the effect of hypo-

tension or pulmonary edema on the liver.

A second possibility, and the one that I feel

is somewhat more likely, is an embolus to

the liver. This patient, with myocardial

disease and atrial fibrillation has an ideal

foundation for thrombus within the heart

and eventual embolization.

In summary, then, we are faced with a

patient who had multiple seizures, com-

pound dysrhythmias, myocardial failure

progressing gradually downhill, and moder-

ate enlargement of the heart. From a sta-

tistical point of view the most likely diagno-

sis would be myocardial infarction second-
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ary to coronary artery disease. I am going

to discard this for a number of reasons,

none of which are conclusive in themselves.

First of all, it is quite unlikely that a pa-

tient with this diagnosis would be presented

as a CPC, even though occasionally the

pathologists become quite tricky and give

us a very common disease. Serum choles-

terol was low. This certainly is not diag-

nostic, but it is one factor that tends to

point away from this diagnosis. The pa-

tient was old enough that we could assume
that she was postmenopausal, and she did

have diabetes. These would lead toward
coronary disease. However, her clinical

picture was not at all typical, and the

EKG’s. were not diagnostic. I therefore

will discard this diagnosis.

Having ruled out myocardial infarction,

we have to consider the other diseases that

can present myocardial lesions. Most of

these are in the group that it is fashionable

to call myocardopathy. A number of diag-

noses are covered, some of which I will

mention specifically. I do not think that

this patient had polyarteritis although it is

always tempting to diagnose polyarteritis

in a CPC. Arteritis can certainly cause my-
ocardial infarction and necrosis. Nor do I

think this is an inflammatory myocarditis.

I cannot rule this out absolutely since some
of the inflammations are quite low grade

and prolonged. Indeed, death has been re-

ported from inflammatory myocarditis in

patients who were clinically asymptomatic

up to the time of death. It would have been

helpful in making this diagnosis, however,

if serum enzymes had been elevated before

the very end of the illness.

We are now left with the so called my-
ocardoses, the noninflammatory lesions of

the heart muscles. I am going to pick one

of these that will give us, in addition to ev-

erything else, the low voltage. Something
must have happened to reduce the amount
of electromotive force in the anterior and
diaphragmatic portions of the heart. This

can be due to scar; it can be due to tumor,

or it can be due to amyloid. Scarring, we
have already discussed. Tumor of the my-
ocardium is a possibility. I am not strongly

impressed by the possibility, but I would
consider this as the second diagnosis on my
list. My primary diagnosis, though, will be

amyloid of the heart. This patient fits the

clinical picture quite well. She had inex-

orable heart failure, and she had sensitivity

to digitalis. She had a sensitive myocar-
dium with great irritability. She had ab-

normality of septal depolarization. She had
low voltage on the EKG. and finally, she

may well have had embolization.

DR. E. E. MUIRHEAD: The diagnosis in

this case was not made until the micro-

scopic examination of the tissues. The con-

clusions reached were the same as those of

Dr. Stern.

The heart weighed 480 Gm. and was large

indeed. Thickening of the wall was not

particularly outstanding, amounting to 2

cm. for the left and 0.5 cm. for the right

ventricle. The coronary arteries and all of

the valves were normal. The lungs were
soft, dry and of normal weight. There was
a small embolus in the vessel of the left

lower lobe (about 0.4 cm. in size) . We sug-

gest that this embolus was derived from the

phlebothrombotic involvement of the veins

of the right lower extremity. There was
little else described through gross examina-
tion except that certain structures were
said to be very firm to the touch.

By the microscopic examination, this pa-

tient had amyloidosis as Dr. Stern has an-

nounced.

Figure 1 depicts an area of the myocar-

dium, including the endocardium. There

are amyloid deposits in the endocardium
and about the myocardial fibers. The
Congo Red stain of this material was posi-

tive.

Figure 2 shows diffuse hyalinization

among the muscle fibers of the myocardium,
emphasizing again the diffuse distribution

of the amyloid deposits in the heart. The
small arteries of the heart showed promi-

nent hyaline change due to amyloid in-

volvement of the wall.

The distribution of amyloid not only em-
phasized the involvement of the heart but

also involvement of liver, spleen, kidneys

and other structures.

Figure 3 shows outstanding deposition of

amyloid in a blood vessel of the portal area

of the liver. These vessels were markedly

thickened and had markedly narrowed lu-

mina. The portal areas were also fibrotic.

In addition, there was collapsed fibrosis of
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Fig. 1 Fig. 2 Fig. 3

the central part of the hepatic lobules. The
hepatic tissue, sandwiched between the fib-

rotic portal area and the collapsed central

area, displayed prominent cholestasis.

These findings could well have been related

to a combination of the hypotension and the

compromised hepatic circulation due to the

vascular involvement.

Figure 4 shows amyloid deposits in the

spleen which were confined mostly to the

splenic nodules, giving the picture of the

sago spleen. The central arteries also re-

vealed marked amyloid deposition.

Figure 5 reveals prominent involvement

of the kidney. Here an arteriole entering

the glomerulus is markedly thickened by
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amyloid and there is almost complete de-

struction of the glomeruli by amyloid.

Figure 6 reveals acute tubular necrosis

which we consider related to the episode of

shock.

In addition to the involvement of these

organs, there was almost total replacement

of the thyroid gland and the pancreas by

amyloid. The bone marrow showed promi-

nent plasmacytosis (Fig. 7).

Fig. 7

General Comment: Since 1935 (Reimann,

Koucky and Ecklund 1

), it has been cus-

tomary to classify amyloidosis as primary,

secondary, localized, tumorous and that as-

sociated with myeloma. This is the classifi-

cation of amyloidosis presented in most

textbooks. In recent years a whole group

of additional terms have been applied to

amyloidosis such as classical, atypical,

para-amyloidosis, perireticular, etc. There

is a growing feeling that most of these

terms are superfluous since most amyloid

deposits are basically similar. Table 1 con-

trasts the Reimann classification with a

more recent one (Azar2
)

.

Table 2 relates factors which are asso-

ciated with amyloid deposits. Amyloidosis

may be of the hereditary type, particularly

found in periodic disease (Mediterranean

Fever) . Amyloidosis may be associated

with chronic inflammation. Although in

Table I

Amyloidosis

I Classification (Since 1935)

A. Primary
B. Secondary

C. Localized (tumorous)

D. Of Myeloma
Other terms: “classical,” “atypical,” “para-

amyloidosi s,” “peri-reticular,”

“peri-collagenous,” etc.

Likely unnecessary since all types similar.

II Classification (more recent)

A. Generalized

1. Usual pattern (sepsis, myeloma, plas-

macytosis)

spleen, kidneys, liver, etc.

2. Unusual pattern

tongue, muscle, heart, periarticular,

etc.

B. Localized (one site or organ)

respiratory, skin, bladder, bone,

heart, etc.

Table 2

Amyloidosis

Associated Factors

1. Hereditary

Familial Med. fever (periodic disease)

Polyneuritic familial type

2. Chronic inflammation

T.B., leprosy

Rh. arthritis, pyelonephritis

Ulcerative colitis, etc.

(all have plasmacytosis)

3. Multiple myeloma (15%)
4. Diffuse, nonmyelomatous plasmacytosis

(no skeletal destruction)

(monoclonal gammopathy)
5. Thyroid carcinoma, islets Langerhans
6. Nutritional

Excessive food intake (dairy products?)

7. Age (heart mainly)

8. Experimental
Immunization, casein, viruses

the past tuberculosis was especially empha-
sized, more recently rheumatoid arthritis,

pyelonephritis and ulcerative colitis have

been mentioned. Fifteen percent of pa-

tients with multiple myeloma have amyloid

deposits. Osserman et al3 has emphasized a

diffuse, non-myelomatous plasmacytosis as-

sociated with monoclonal gammopathy but

lacking skeletal destruction. Amyloid may
be a feature of this condition. Amyloid
may be deposited in the islets of Langer-

hans, particularly in diabetes mellitus.

Nutritional factor such as excessive food in-

take, particularly dairy products, have been

incriminated. In the aging process, amyloid

is apt to be deposited in the heart, and ex-
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perimentally amyloid is produced by hyper-

immunization, the intake of casein and may
be transmitted in diseases that appear to be

of viral origin. In most of these instances,

there is plasmacytosis of the bone marrow.

Table 3 relates certain characteristics of

Table 3

Amyloid Make-up

1. Glycoprotein (protein-mucopolysaccharide)

2. Different proteins

3. Hyaline, extracellular deposit

4. Staining reactions (not consistent)

Metachromasia
Congo red

PAS
Thioflavine-T

5. Gamma globulin in some (not all)

6. Possible relation to Bence-Jones protein

(Light chain of y
globulin)

7. Electron microscopy consistent, all types

a. Fibrillar (100 A across)

b. Periodicity

c. Similar to plasma a glob.

(additional protein?)

amyloid. 4 '8 Amyloid is considered as a gly-

coprotein. It contains, however, different

types of proteins within its makeup. This

latter feature may be responsible in part for

disagreements concerning this substance.

In attempts to identify amyloid according to

its staining reactions, variations may be en-

countered. Some amyloid deposits have

gamma globulin, some have fibrinogen,

some have other proteins. The important

point is that by electronmicroscopy it

makes little difference what the background

for the amyloid material is, the appearance

is the same. The amyloid appears to be

make up of fibrous protein material. These

various differences have given rise to two
major points of view concerning the deposi-

tion of amyloid. In one, it is thought to be

produced locally, possibly by reticulo-

endothelial elements. The other view, ex-

pressed by Azar,2 considers that plasma

cells or lymphoreticular cells produce the

protein, that it travels in the blood stream

and is deposited in certain locations, parti-

cularly in subendothelial and perivascular

locations. Onto this protein may be added
carbohydrates and possibly other sub-

stances (Table 4)

.

Table 4

Origin Amyloid

1. Related to plasma cell and lymphoreticular

proliferation.

2. Not common in bone marrow.
3. Subendothelial or perivascular location.

4. Fibrillar protein in lymphoreticular cells.

5. Azar Thesis: Origin in cells

4
circulate in blood

4
deposit perivascular

In the present case, there was diffuse

amyloidosis and since there was no asso-

ciated disease it must be designated as pri-

mary amyloidosis by the 1935 classification.

The distribution, however, had much of the

characteristics of secondary amyloidosis

with emphasis on deposits in the liver,

spleen and kidneys. The hypotensive state,

possibly of cardiac origin, aggravated the

basic disease by causing additional hepato-

cellular and renal tubular damage.
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TENNESSEE VALLEY MEDICAL ASSEMBLY
(Sponsored by the Chattanooga and Hamilton County Medical Society, Inc.)

MEMORIAL AUDITORIUM, CHATTANOOGA, TENNESSEE
Monday, October 2, and Tuesday, October 3, 1967

15TH ANNUAL ASSEMBLY
Monday, October 2, 1967

7:30 REGISTRATION BEGINS

9:00 Philip Thorfk, M.l)., Prof, of Surgery, Cook
Co. Graduate School of Medicine, Chicago, III.,

“The Anile Abdomen in Ihe Aged"

9:30 Grant W. Liddi.e, M.l)., Prof, of Medicine, Van-
derbilt Univ. School of Medicine, Nashville,

Tenn., “Ectopic Hormones ”

10:00-10:30 A.M. INTERMISSION—REVIEW OF
EXHIBITS

10:30 H. M. Pollard, M.D., Prof, and Chr., Dept, of

Int. Med., Univ. of Michigan Medical School,

Ann Arbor, Michigan, “Management of Small

and Large Bowel Inflammatory Disease"

11:00 T. Maniord McGee, M.D., Clin. Assoc. Prof.

Dept, of Otolaryngology, Wayne State Univ.

School of Medicine, Detroit, Mich., “Vertigo

and Its Interpretation”

11:30 Carroll E. Witten, M.l)., Pres. American Acad-
emy of Gen. Practice, Louisville, Ky., “Medi-
care— What Does the Future Hold?”

NOON

Luncheon Symposiums—October 2, 1907—$4.00
(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

No. I “THE PATHOLOGY OF DIABETES-1967”
Guest Panelists: Shields Warren, M.l).

Vernon Knicht, M.l).

No. 2. “CHANGING PATTERNS IN CANCER OF
THE G.I. TRACT”
Guest Panelists: Philip Thorfk, M.l).

H. M. Pollard, M.D.

2:00 B. H. Scribner, M.D., Prof, of Medicine, Univ.
of Washington School of Medicine, Seattle,

Wash., “Dialysis in Chronic Renal Failure”

2:30 John G. Boutselis, M.D., Assoc. Prof., Dept.

Obstetrics & Gynecology, Ohio State Univ. Col-

lege of Medicine, Columbus, Ohio, “Carcinoma
In Situ of the Cervix”

3:00-3:30 P.M. INTERMISSION—Review of Exhibits

3:30 Vernon Knicht, M.D., Chr. and Prof, of Medi-
cine, Baylor Univ. College of Medicine, Houston,
Texas, “New Studies on the Common Cold and
Influenza”

4:00 Shields Warren, M.D., Prof. Emeritus, Pathol-

ogy, New England Deaconess Hosp., Boston,

Mass.,
“Pathology of Cancer of the Thyroid and

its Relation to Radioactive Fallout”

Tuesday, October 3, 1967

7:30 REGISTRATION

9:00 Guy L. Odom, M.D., Prof. Neurosurgery, Duke
LTniv. Medical School, Durham, N. C.> “Intra-

cranial Bleeding of Non-Traumatic Origin”

9:30 Louis K. Diamond, M.D., Prof. Pediatrics, Har-
vard Medical School, Boston, Mass., “Blood and
Blood Replacement : Benefits and Hazards"

10:00-10:30 A.M. I NTER MISSION—REVIEW OF
EXHIBITS

10:30 Robert A. Robinson, M.D., Prof. Orthopaedic
Surgery, Johns Hopkins Univ., Baltimore, Md.,
“Anterior Fusion of the Cervical Spine”

11:00 Harry W. Southyvick, M.l)., Clin. Prof, of Sur-

gery, Univ. of Illinois College of Medicine, Chi-
cago, III., “Management of Disseminated Breast

Cancer”

11:30 James T. Grace, Jr., M.D., Asst. l)ir., Roswell
Park Memorial Institute, Buffalo, New York,
“Viruses and Neoplasms”

NOON

Luncheon Symposiums—October 3, 1967—$4.00
(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

No. 3 “DO’S AND DON’TS IN THE EMERGENCY
ROOM”
Guest Panelists: R. A. Robinson, M.D., Guy L.

Odom, M.D., H. W. South wick, M.D.

No. 4 “LYMPHOMAS AND RETROPERITONEAL
TUMORS”
Guest Panelists:

J.
T. Grace, Jr., M.D., Harris

I). Riley, M.D.,
J. E. Lewis, Jr., M.D., L. K.

Diamond, M.D.

2:00 Henry N. Harkins, M.l)., Prof. & Chr., Dept,
of Surg., Univ. Washington School of Medicine,

Seattle, Wash.,
“Development and Advantages of

the 'Combined Operation’ for Duodenal Ulcer

Incorporating Selected Vagotomy”

2:30 Harris D. Rii.f.y, Jr., M.D., Chr. & Prof., Pedi-

atrics, Univ. of Oklahoma School of Medicine,
Oklahoma City, Okla., “Measles Vaccine: Results

of Studies and Use in Practice”

3:00-3:30 P.M. INTERMISSION—Review of Exhibits

3:30 Edward D. Freis, M.D., Sr. Medical Investigator,

Veterans Administration, Washington, L). C.,

“The Treatment of Hypertension”

4:00 J.
Eugene Lewis, Jr., M.D., Assoc. Prof, of Clin.

Surgery, St. Louis Univ. School of Medicine, St.

Louis, Mo., “The Optimum Age for Electii’e

Surgery in Children”



Medicare in Tennessee • Tennesseans have received more than $33,000,000 in Medi-
Pays $33,000,000. care benefits during the first ten months of the federal

health care program for those over 65. A total of 6.8 mil-
lion dollars of this was under "Part B" for the major medi-
cal portion of the program, which is growing rapidly. This
is the portion where Medicare pays 80 percent of the "usual
and customary" charges for medical services after the first
$50.

The biggest portion of the Medicare payments went for
hospital, extended care and home health agency bills. Total
dollar claims in this category for 90 of Tennessee's 95
counties were 21.1 million dollars. Total number of claims
during the period from July 1, 1966, when Medicare went into
effect, through April 30 of this year were 91,300.

In the five West Tennessee counties, including Shelby,
27,114 claims for the ten month period, totaled $6,662,092.00.

E. Bailentine

Development Council
Organized for State-
wide Health Careers
Program

• A newly organized Development Council for a health ca-
reers program throughout the state has been completed by the
Tennessee Hospital Education and Research Foundation.

The Council, which will have approximately 100 members is
being organized in support of an effort to raise funds to
finance the health careers program which is a coordinated
effort to relieve Tennessee's current severe shortage of
nurses and para-medical personnel.

Tennessee's hospitals alone will need an additional 8,000
skilled health workers in the next five years, it is re-
ported. Statistics show that Tennessee has only 178 nurses
per 100,000 population compared to the national average of
298. Goals have been established and funds will be used to
recruit students and faculty, provide scholarships and loans
and develop adequate facilities for education and training
in all types of health careers.

IRS Opens Attack
On Tax Exempt
Organizations

• The Internal Revenue Service has announced proposed
regulations which would make unrelated business income of
tax exempt organizations subject to income tax. The pro-
posed IRS regulations would hit particularly hard at journal
advertising revenue received by professional and trade as-
sociations. It would affect organizations such as the Boy
Scouts, the Girl Scouts, the Tennessee Medical Journal, the
AMA Journal, the American Bar Association, the American
Dental Association, the U. S. Chamber of Commerce, the Farm
Bureau and thousands of other non-profit organizations in-
cluding state medical societies. Already, the IRS has
initiated action against the Student American Medical Asso-
ciation to revoke its tax exempt status. Write your Con-
gressman protesting this proposed IRS regulation.

Health Care Prices • Much concern is being expressed about the trends in
health care prices. HEW has stated, "physician fees, which
had been rising about 3 percent in 1960-65, went up 7.8 per-
cent in 1966 the biggest increase since 1927". "Hos-
pital daily charges, rising about 6 percent a year between
1960 and 1965, went up 16.5 percent in 1966 the largest
increase in eighteen years."



The AMA has pointed out that these figures widely quoted
in the press and used by commentators were based on a com-
parison of fourth quarter, 1965, figures in the Consumer
Price Index with fourth quarter, 1966, figures in the CPI.
AMA research survey shows that physician fees in 1966 over
1965 is up 5.8 percent, not 7.8.

Workmen's
Compensation—Action

of the Tennessee
General Assembly

• A number of bills were introduced initially in the recent
session of the Tennessee General Assembly, with the various
phases of the Workmen's Compensation Act. Late in the ses-
sion, an over-all composite bill was drawn to include much
contained in various small and insignificant bills. The
Workmen's Compensation Act was amended by the Legislature to
increase hospital medical benefits from $2,500 to $5,000.
The hospital and physician was also granted the immunity of
sending records of insurance companies on Workmen's Com-
pensation cases without the consent of the patient.

Medical Laboratory • The Senate and House passed an Act providing for the
Bill Passes licensing and regulation of medical laboratories and of cer-

tain personnel associated with such laboratories ; to provide
for the promulgation of rules and regulations pertaining
thereto by the Department of Public Health; to provide for
inspection of such laboratories and reporting of certain
information by such laboratories ; to provide for the
appointment of advisory committees to the Department of Pub-
lic Health; to regulate the training of laboratory person-
nel ; to provide for the qualification of laboratory person-
nel ; to prohibit certain acts by medical laboratories and
their personnel and by others and to provide sanctions for
such acts. The Act became effective July 1.

General Assembly • The Tennessee General Assembly (Senate and House) adopted
Thanks TMA for First joint resolutions thanking the Tennessee Medical Association
Aid Station for sponsoring, with the Tennessee Hospital Association, a

first aid station for members of the 85th General Assembly.
The TMA and the Hospital Association provided the equipment
and services and more than forty physician members volun-
teered their time to staff the station. The Tennessee
Hospital Association supplied a full-time nurse. More than
350 persons were seen at the station during the session.

DISTRIBUTION OF THE HEALTH CARE DOLLAR

FOR YEARS 1955, 1960, AND 1965

1955 1960 1965

Physicians

27.7^

Physicians

27.70

Physicians

27.10

Dentists
Dentists

L 10.50 y

Dentists

s.9.60 /

Appliances

Hospitals

26.60

OtherAppliances Other Appliances

Health Insurance Health Insurance Health Insurance

SURVEY OF CURRENT BUSINESS, November 1965, Vol. 45, No. 11,

pp. 20-23; July 1966, Vol. 46, No.7, p. 20.

SOURCE: U. S. Department of Commerce, Office of Business Economics.

(Calculations by Dept, of Survey Research, AMA)

—AMA News Graphichart
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Hadley Williams, Assistant Executive Director

AMA Conducts • A recently completed drug-price survey conducted by the
Drug Cost Survey AMA staff in the Chicago area reinforces the contention that

the generic prescribing of drugs by a physician does not as-
sure the patient a lower price.

The survey came as the generic vs. brand name ethical
drug argument was being debated in Congress. The Senate
Small Business Subcommittee, headed by Sen. Gaylord Nelson
(D. Wis.), began hearing witnesses on the subject and it
became apparent as testimony was given that the hearings
were being held to muster support for bills to require
generic prescribing.

The AMA survey involved 686 prescriptions for seven drugs
filled at a total of 185 drug stores.

Two significant factors evolved from the survey, (1) that
there are large variances, store-to-store , in the price of a
single drug and (2) that the prescribing method of the
physician (generic vs. name brand) has little or no bearing
on what the patient will have to pay to have the prescrip-
tion filled. The survey calls attention to the fact that a
generic prescription is viewed by the pharmacist as an open
prescription which can be filled with any brand drug he de-
sires, even the more expensive.

TMA Position on
Drug Prescribing

Physician Ethics

Regarding Drugs

• The TMA House of Delegates adopted a resolution at the
April meeting opposing any attempt by any governmental
agency to require the use of generic drugs or generic terms
in the prescribing of drugs by the physicians of Tennessee
in their private practice of medicine. The House said that
it is the duty of every physician to prescribe precisely
that drug for the patient which he deems, in his best judg-
ment, to be most efficacious and that the use of generic
terms in prescribing drugs transfers to the pharmacist the
prerogative of deciding which brand or quality of drug is to
be used in filling the prescription.

• The physician’s ethical responsibilities in prescribing
drugs and devices have been outlined in a resolution re-
cently adopted by the AMA’s Judicial Council. The Council’s
resolution made the following points:

1. It is unethical for a physician to be influenced in
the prescribing of drugs or devices by his direct or in-
direct financial interest in a pharmaceutical firm or
other supplier. It is immaterial whether or not the firm
manufactures or repackages the products involved.

2. It is unethical for a physician to own stock or have
a direct or indirect financial interest in a firm that

uses its relationship with physician-stockholders as a

means of inducing or influencing them to prescribe the
firm’s products. Practicing physicians should divest
themselves of any financial interest in firms that use
this form of sales promotion. Reputable firms rely upon
quality and efficiency to sell their products under com-

petitive circumstances, and not upon appeal to physicians
with financial involvements which might influence them in

their prescribing.



Health Guide
Being Distributed

Glaucoma Clinics
Successful

Newspaper Feature
Being Continued

3. Prescribing for patients involves more than the desig-
nation of drugs or devices which are most likely to prove
efficacious in the treatment of a patient. The physician
has an ethical responsibility to assure that high quality
products will be dispensed to his patient. Obviously,
the benefits of the physician's skill are diminished if
the patient receives drugs or devices of inferior qual-
ity.

4. Inasmuch as the physician should also be mindful of
the cost to his patients of drugs or devices he pre-
scribes, he may properly discuss with patients both the
quality and cost.

Dr. Charles C. Smeltzer, of Knoxville, is a member of the
AMA Judicial Council.

• "Today's Health Guide", the AMA's comprehensive manual
of health information, is in the process of being placed in
each senior high school in Tennessee. More than 350 copies
have been distributed thus far by TMA in cooperation with
local county medical societies and distribution of approxi-
mately 600 copies is the ultimate goal. Each county society
is being asked to share with TMA the cost of placing the
book in each high school within the respective society's
county.

The 640-page compendium of information, now in its third
printing, is designed to furnish the latest information at a
time when medical knowledge is increasing rapidly. "To-
day's Health Guide" contains 90 chapters, each dealing with
an important aspect of health in the family.

Response to the project has been excellent and many
schools have expressed appreciation for making this publica-
tion available to their faculties and students.

County societies that have not participated to date are
urged to give immediate consideration to this worthwhile
public service project.

• The Hamilton County Opthalmologist Society joined with
the Hamilton County Health Department and eighteen Lions
Clubs in mid-May to successfully conduct their ninth annual
Glaucoma Clinic.

Four clinics were operated throughout the county by some
800 member Lions, 20 Opthalmologists and their aides and
more than 50 student and registered nurses and members of
the Hamilton County Health Department.

More than 38,000 free examinations have been given in
prior clinics and 833 cases of glaucoma detected as a result
of this excellent project.

• "The World of Medicine", a public service newspaper fea-
ture, is being continued by TMA in more than 50 newspapers
across the state for the remainder of the year.

The interesting and informative "Believe-it-or-Not " type
of newspaper feature is furnished free to newspapers desir-
ing the service. Each feature gives specific health infor-
mation, spreads knowledge of the historic roots and tradi-
tions of medical practice and upgrades the public awareness
of good medical standards.

Let your local editor know that the physicians of his
community would like to see the feature in his newspaper,
if he is not participating in the project at present. And,
be sure to thank him if he is scheduling the feature already.
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Comprehensive Health Planning

Recently enacted by the 89th Congress, P. L. 89-749, otherwise
known as the Comprehensive Health Planning Law, places all fed-
eral grants to states under a single state agency, rather than in
categories. This means that each state will receive a block grant
for all health services and will then decide how this money is to be
expended.

The Tennessee Department of Public Health has been designated
by the Tennessee General Assembly to supervise this program. The
Governor will appoint a Comprehensive Health Planning Council
which by law (federal) must include consumers of health services
as a majority of its members. The Tennessee Medical Association
will be asked by the Governor for nominations of physician mem-

bers for this Council. In addition, a Technical Consultative Committee will be appointed
by the Commissioner of Public Health and since the composition of this committee is not
spelled out in the law, it is presumed that a majority of its members will be physicians
representing the Tennessee Medical Association.

Since the stated purpose of this law is to coordinate the planning of all health serv-

ices, including medical services, with resulting economy of manpower as well as finances,

it is difficult to oppose the principle of the program. Theoretically, through proper plan-

ning, these health services can be provided to more people at less cost than before. How-
ever, as we have seen in the past, the end result of health legislation is not necessarily

beneficial, even if the principle is sound.

What all of this means to us as practitioners depends upon the extension of public

health services to larger and larger segments of the population, and the ever present

danger of encroachment on the private practice of medicine. Allowing consumers of

health services to choose what services they will receive is comparable to letting children

choose what they eat or wear, and what they shall study in school.

Theoretically, the regional medical programs (heart, cancer, stroke), the Areawide
Planning Council, Demonstration Health Centers, Appalachia health services, and a

myriad of other services will eventually all be dovetailed and fitted together by means
of comprehensive health planning. If this occurs, we will indeed have quite a program
which, although it might serve to make more efficient use of funds, might very well lead

to the Federal Government further usurping prerogatives heretofore in the hands of pri-

vate practitioners.

This program will be followed with interest by the officers, Board and staff of the

Tennessee Medical Association, and as we comply with the law, we will endeavor to ex-

ert our influence to keep this program in its proper frame of reference.

Sincerely,

,
sn- 2)

President
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EDITORIAL

THERAPEUTIC ABORTION

Practically a century has passed since the

American Medical Association last took ac-

tion on this matter (in 1871). The recom-

mendation at that time was that it “be un-

lawful and unprofessional for any physician

to induce abortion or premature labor,

without the concurrent opinion of at least

one other respectable consulting physician,

and then always with a view to the safety

of the child—if that be possible.”

For those impatient of “progress,” in what-

ever area of human interest, the changing

concepts about therapeutic abortion within

the past decade should again emphasize that

other than political revolution, the march of

human progress is measured and quite or-

derly, albeit at times with seeming tor-

toise-like speed. History is replete with

many examples of the necessary accumula-

tion of knowledge and thoughtfulness as to

its application before a march of events gets

underway. When it does, it is interesting to

recognize that it does so often simulta-

neously in multiple foci in the world. The
House of Lords is currently discussing abor-

tion in the context of English Law. A bill

to legalize therapeutic abortion has been in-

troduced in the Canadian House of Com-
mons by a woman M.P.; California, Colo-

rado, and North Carolina have taken legis-

lative steps to modernize their laws in re-

spect to therapeutic abortion. In 20 addi-

tional states bills have been introduced or

study commissions been appointed. Some
countries have for some years had a more
liberal attitude in this regard.

Why this multifocal general agreement
that serious thought be directed to the sub-

ject of therapeutic abortion?

Knowledge has expanded beyond the

mere saving of a mother’s life to an under-

standing of genetics and extraneous deleter-

ious influences upon the developing fetus.

The astute clinical observations of the Aus-

tralian practitioner who documented the

congenital anomalies common in the

off-spring of women who had had rubella

during pregnancy, the more recent impact

of thalidomide and birth of deformed chil-

dren, as well as the gradually accumulating

knowledge of the untoward effect of other

extraneous influences upon the developing

fetus, have become well known to the liter-

ate and have inspired fears and demands for

preventative medicine in this area. One
can understand the anxiety of an intelligent

pregnant woman who in planning a family

is fearful of a “fifty-fifty chance” of a handi-

capped child possibly for life and her desire

to have another chance. If she and her hus-

band seriously practice family planning, she

can easily rationalize therapeutic abortion.

One can argue if one will that she should

have the same freedom of choice as one of

different background, cultural or religious,

who would find this repugnant. Psychiatry

and mental health too have come of age in

the past half-century and many will argue

that mental, social and family health are

factors to be weighed in the balance, and

hence the willingness to accept pregnancy

as the result of rape or incest as legitimate

indications for therapeutic abortion as well

as more purely psychiatric states in the

mother.

In addition to the expansion of knowledge

which has had its impact upon literate and
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intelligent people, is the unquestioned

change to a more liberal interpretation of

ethical and religious mores. Not only de-

vout members of religious sects but also

many in the pulpit are taking a more liberal

and realistic viewpoint of the great number
of social problems which press upon our

civilization. These changes in attitude have
been directed more to divorce and contra-

ception, but hand in hand with such think-

ing there is sure to be a more liberal in-

terpretation for therapeutic abortion.

Some time subsequent to the recommen-
dations of changes in our laws as proposed

in the 1959 Model Penal Code promulgated

by the American Law Institute, the AMA
Committee on Human Reproduction took

the matter of therapeutic abortion under

consideration. Its report in 1965 was trans-

mitted to the House of Delegates by the

Board of Trustees. After much testimony

and discussion before a Reference Commit-
tee, this Committee brought the report to

the House with, “Mr. Speaker, I move that

the portion of the report of the Committee
on Human Reproduction which is concerned

with abortion be referred back to the Board
of Trustees, with the recommendation that

the subject matter be explored in depth

with other interested groups.”

The problem as summarized in the recent

report (1967) points to the state laws on
abortion all now about a century in age. At
the same time hundreds of physicians an-

nually are breaking the law (criminal abor-

tions are not under consideration here) in

that about “10,000 pregnancies are termi-

nated (annually) by licensed physicians in

accredited hospitals with the knowledge
and concurrence of consulting colleagues.”

These are performed for reasons summa-
rized above, probably a half or more for

psychiatric reasons. In other words, thera-

peutic abortions not to save a mother’s life.

Since the 1965 action of the House of

Delegates the Committee on Human Re-
production has held the following hearings

or meetings:—with the Council on Mental
Health and the American Psychiatric Asso-

ciation; with the American Bar Association;

through the AMA Department of Medicine

and Religion obtained expressions of opin-

ions from the Roman Catholic, Protestant

and Jewish clergy; the AMA Committee on

Maternal and Child Care; from 12 state

medical societies which have taken action

or contemplate doing so; as well as from the

following medical organizations which have
taken a stand or expect to,—The American
College of Obstetricians and Gynecologists;

American Medical Women’s Association;

American Psychiatric Association; Ameri-
can Public Health Association; Chicago

Gynecologic Society; New York Academy of

Medicine, and the Women’s Medical Asso-

ciation of New York. A poll of the obstetri-

cian-gynecologists of the states of New
York and California shows that a large ma-
jority favor the recommendations of the

Model Penal Code. “Finally, in a 1966 Gal-

lup poll, about 80% of the public contacted

favored therapeutic abortion for reasons of

maternal health as well as life, and a major-

ity favored voluntary termination of preg-

nancy in cases where the child might be

born deformed.”

It seemed to the Committee on Human
Reproduction that the AMA should adopt a

position which might guide component and

constituent societies in states contemplating

legislative reform. The report recognized

that the profession was not in universal

agreement with this position, and certainly

everyone recognizes too that a large seg-

ment of the population at this time in the

world’s history cannot and will not accept

therapeutic abortion in the new sense be-

cause of religious or ethical scruples.

However, these scruples which forged the

iron-bound laws of a century ago may now
be broken to free ethical physicians to prac-

tice modern medicine, and grant freedom to

a married couple within the context of to-

day’s serious family planning for the num-
ber and timing of healthy children for the

family unit.

The guide-lines as passed by the House of

Delegates then stands as follows:

“In view of the above, the American Medical

Association is opposed to induced abortion except

when:

(1) There is documented medical evidence that

continuance of the pregnancy may threaten the

health or life of the mother, or

(2) There is documented medical evidence that

the infant may be born with incapacitating physi-

cal deformity or mental deficiency, or

(3) There is documented medical evidence that

continuance of a pregnancy, resulting from legally

established statutory or forcible rape or incest
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may constitute a threat to the mental or physical

health of the patient;

(4) Two other physicians chosen because of

their recognized professional competence have ex-

amined the patient and have concurred in writing;

and

(5) The procedure is performed in a hospital

accredited by the Joint Commission on Accredita-

tion of Hospitals.

“It is to be considered consistent with the prin-

ciples of ethics of the American Medical Associa-

tion for physicians to provide medical information

and guidance to State Legislatures in their con-

sideration of revision and/or the development of

new legislation regarding therapeutic abortion in

conformance with the above statements.”

The House of Delegates of the American
Medical Association has acted with proper

timing in accord with a popular and profes-

sional ground-swell for liberalization of the

recommendations on therapeutic abortion

written a century ago. To have taken such

action a decade ago would have been pre-

mature and by popular, religious or legal

reaction might have set back the hands of

the clock. History has demonstrated time

and again that feasible change or evolution

can keep pace only with a constituency

amenable to change—anything else is revo-

lutionary to be accompanied literally or fig-

uratively by bloodshed.

Even without this action, as has been in-

dicated, quite a number of states have bills

under consideration consonant with the

Model Penal Code. With the guidelines of-

fered by the AMA one can anticipate in-

terest by the medical profession in initiat-

ing action in still other states. And, finally,

no doubt sooner or later, one may anticipate

that the Tennessee Medical Association will

need to take a similar stand.

R.H.K.

Special Item

AMERICAN COLLEGE OF PHYSICIANS

INSTALLS DR. RUDOLPH H. KAMPMEIER
AS ITS PRESIDENT

Honors belong to men of stature—lives of

renown—in fields of service unsurpassed for

usefulness. Tributes conferred by col-

leagues have a special significance, attesting

as they do to the qualities thus recognized

in the profession bestowing them; and that

distinction was pronounced in the installa-

tion of Dr. Rudolph H. Kampmeier of

Nashville, as President of the American
College of Physicians. Dr. Kampmeier’s in-

stallation came on April 14th in San Fran-
cisco before an audience of 5,500 doctors.

Physicians of Tennessee know him as an
esteemed citizen and practitioner through
the years. He has been chosen by his col-

leagues as Tennessee’s Outstanding Physi-

cian of the Year, and has been a leader, in-

structor, author, in the realm of the healing

sciences, and has been involved in numer-
ous civic projects having to do with com-
munity health in Nashville and Davidson
County.

Now Professor of Medicine Emeritus at

the Vanderbilt University School of Medi-
cine—and as the past director of continuing

education—he has contributed a lifetime of

service to this vital field of expanding
knowledge. He is well known as a Past-

President of the Tennessee Medical Associa-

tion, Editor of its Journal, as well as the Ed-

itor of the Southern Medical Journal and
Past-President of that Association.

As President of the American College of

Physicians, Dr. Kampmeier will head the

group’s education program. He has pre-

viously served for five years on the Board of

Regents of the group and his election to

President is the highest honor that can be

bestowed upon a practitioner of internal

medicine.

A native of Clarksville, Iowa, he is a

graduate of the University of Iowa and re-

ceived his specialty training at the Univer-

sity of Michigan Medical School.

The American College of Physicians rep-

resents 13,000 physicians whose specialty

is internal medicine and related fields. The
primary purpose of the organization is the

continuing education of practicing physi-

cians.

At various times during Dr. Kampmeier’s

career, he has been a teacher, general prac-

titioner, internist, author, clinical re-

searcher and consultant to government

agencies. By the record of a life-long dedi-

cation to medical education—his tireless

contributions to it, in practice, in research

and through the written and spoken word

—

the Presidency of the American College of

Physicians is a great responsibility now in

most capable hands of leadership.
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Dr. Kampmeier’s selection as President of

the American College of Physicians is an

earned distinction for which congratula-

tions and commendation are extended to

him and to the College.

The House of Delegates of the Tennessee

Medical Association in its official actions in

Memphis on April 13th, unanimously com-

municated its best wishes and commenda-

tion to Dr. Kampmeier upon his assuming

the office of President of the American Col-

lege of Physicians. His outstanding quali-

ties, leadership and respect of his colleagues

has meant much to medicine in Tennessee

and has reflected great credit upon the med-

ical profession of the State and the Tennes-

see Medical Association.

Jack Ballentine

Executive Director

IN MEMORIAM

Piston, Robert Ervin, Johnson City. Died 9,

May, 1967, Aged 49. Graduate of Vanderbilt Uni-

versity School of Medicine, 1943. Member of

Washington-Carter-Unicoi County Medical So-

ciety.

Poole, Wallace Lamar, Johnson City. Died 1,

May, 1967, Aged 66. Graduate of Medical College

of Georgia, Augusta, 1924. Member of Washing-

ton-Carter-Unicoi County Medical Society.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Memphis-Shelby County Medical Society

The Memphis and Shelby County Medical

Society met in regular session in the audito-

rium of the Institute of Pathology, Univer-

sity of Tennessee, on June 6th. The pro-

gram, entitled “Medicare 1967” was pre-

sented by Dr. Thomas Alphin, Medical De-

partment, Equitable Life Assurance So-

ciety, New York.

A session of the Society’s House of Dele-

gates followed Dr. Alphin’s presentation at

8:00 P.M.

NATIONAL NEWS

The Month in Washington

(From Washington Office, AMA)
The Department of Health, Education and

Welfare is making a broad study of pre-

scription drugs which will be the basis of a

recommendation on whether their costs

should be covered by medicare when they

are used outside a hospital.

HEW Secretary John W. Gardner ap-

pointed a task force of HEW officials to

evaluate the study and make the recom-

mendation. “Prescription drugs are an es-

sential element of modern medical care,”

Gardner said. “In the last twenty-five

years we have witnessed greater advances

in the use of drugs than in the whole pre-

vious history of medicine. Today drugs and

biologicals make possible the prevention

and successful treatment of illnesses that

were serious and frequently fatal.

“Yet for many older Americans the cost

of needed drugs prescribed by a physician

is a heavy burden, representing 15 to 20

percent of their medical care costs. Many
older Americans find themselves with lim-

ited financial resources at the very time

that age brings an increasing incidence of

chronic disease and greater needs for medi-

cal care, including prescription drugs.”

President Johnson directed last January

that Gardner “undertake immediately a

comprehensive study of the problems of in-

cluding the cost of prescription drugs under

medicare.” Studies on some aspects of the

question were started then and are near

completion. Other specific studies are in

various stages of progress.

But Congress may decide the issue before

the full study is completed. The Senate Fi-

nance Committee will hold hearings this

summer on such a medicare extension.

Dr. Philip R. Lee, Assistant HEW Secre-

tary and Chairman of the task force, said

that even if the study is incomplete, HEW
will take a stand anyway when the Senate

Finance Committee takes up the legislation.

One bill would finance medicare coverage

of drugs by increasing from $3 to $4 the cost

of monthly premiums for the voluntary doc-

tor bills insurance program (Plan B) for
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persons 65 and over. Sponsored by Senator

Joseph M. Montoya (D., N. M.) the bill

would provide that generic drugs rather

than trade name products be used whenever

possible. Another bill is sponsored by

Chairman Russell B. Long, (D., La.)
,
the

Senate’s leading critic of the drug industry.

It would spur generic purchasing for all

federally-connected welfare programs.

Lee said that “the task force will examine

a number of factors which are closely in-

volved with the use of prescription drugs

and with present and proposed methods of

purchasing them. Many of these factors

concern not only drug costs—and who pays

them—but also the quality of medicare

care.”

Among the major areas listed for task

force study: (1) Present patterns of drug

prescription by physicians. (2) Present

patterns of prescription drug use and ex-

pense by patients. (3) Present resources

used to meet drug costs (including personal

resources, aid from relatives, insurance,

government assistance)
. (4) Present drug

cost coverage programs (including federal,

state, commercial insurance, union, and for-

eign programs). (5) Distribution systems

(including independent pharmacies, central

pharmacies, mail-order distribution, physi-

cian dispensing, and hospital dispensing).

(6) Reimbursement factors (including de-

termination of costs; co-insurance; deducti-

bles; and limitations on dollar costs, drug

quantities, and drug types)
. (7) Account-

ing methods (including nomenclature, cod-

ing, data processing)
. (8) Pharmacological

aspects including generic equivalents vs.

clinical equivalents. (9) Clinical aspects

including formulatory systems. (10) Legal

and fiscal aspects. (11) Impact of proposed

methods of purchasing prescription drugs

on costs and quality of patient care, on med-
ical profession, on pharmacy profession, on
drug industry, on government.

Surgeon General William H. Stewart says

that measles (Rubella) should be eradi-

cated this year but other cripplers and kill-

ers like venereal disease and cancer still

baffle researchers. “This year, 1967, may
well go down in history as the year of mea-
sles eradication in the United States,” Stew-
art told a House Appropriations Subcom-

mittee, in testimony recently published.

Stewart said the measles vaccine, licensed

four years ago, is “bringing the disease to

the vanishing point.” The Public Health

Service researchers now are working with
an “experimental vaccine” trying to con-

quer German measles, he said.

Other health problems, such as cancer,

heart disease and gonorrhea, continue how-
ever, to pose numerous research problems,

Stewart reported. He told the Appropria-

tions Subcommittee that the “fastest rising

causes of death and disability” in this na-

tion are emphysema and other chronic res-

piratory diseases. He said deaths from em-
physema and chronic bronchitis have in-

creased about nine times in the last 20

years, causing more than 60,000 deaths a

year.

The federal health official, who estimated

that some 300,000 people die each year indi-

rectly from smoking, also reported that a

new less dangerous cigarette may be devel-

oped. “There is reason to believe that the

development of a less hazardous cigarette is

potentially within reach,” he said. But he

put no timetable on development of this

type of cigarette.

The American Medical Association sup-

ports all except one provision of legislation

(S. 780) that would expand the federal gov-

ernment’s role in the federal-state program
to curb air pollution. In a letter to the Sen-

ate Subcommittee on Air and Water Pollu-

tion, Dr. F. J. L. Blasingame, executive

Vice-President of AMA, pointed out that

the AMA has been directing the attention of

physicians and other health workers to the

problems of air pollution through a series of

meetings and its publications. He also

noted that the AMA has supported such leg-

islation in past years.

“In spite of past legislation and on-going

federal, state and local programs which are

carried on in cooperation with private in-

dustry, the American Medical Association

recognizes that air pollution continues as a

major environmental problem.” Dr. Blasin-

game said. “Increased program emphasis

on research and development in techniques

of air pollution control and abatement is

worthy of the support of the medical

profession. The bill before you contains
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one provision which we cannot support.

Section 107 of S. 780 would require the Sec-

retary of HEW to establish emission stand-

ards for certain industries. On the basis of

present information and understanding of

the relationship between emissions and the

effect it has on surrounding air, such a re-

quirement is unrealistic and would not ac-

complish its intended purpose.”

MEDICAL NEWS
IN TENNESSEE

Heart, Cancer, Stroke Program

for Memphis Area

A Regional Medical Program for Heart,

Cancer and Stroke has been approved for

the Memphis area, with the College of Med-

icine to serve as the focal point. Official an-

nouncement of a $173,119 planning grant

has been received by Chancellor Homer F.

Marsh, who is administrative officer for the

application for funds made in 1966 through

the Division of Regional Medical Programs

of the National Institutes of Health.

Dr. James W. Culbertson, professor of

medicine in cardiovascular diseases, has

been named coordinator of the program.

Prior to Dr. Culbertson’s appointment, Dr.

James W. Pate, professor and chairman of

thoracic surgery, served as acting coordina-

tor directing the initial planning phase of

the program.

Dr. Pate will continue to serve as chair-

man of the program’s committee on cardio-

vascular diseases. Others in the organiza-

tional framework: Dr. Francis Murphey,

chairman of the committee on cerebrovas-

cular diseases; Dr. Edward Storer, chairman

on neoplastic diseases; Dr. Henry Packer,

epidemiologist for the program; Dr. Richard

R. Overman, chairman of the administrative

committee on research.

In addition to his overall duties as coordi-

nator, Dr. Culbertson will also serve as

chairman of the committee on professional

education within the program. Acting as

an advisory group for the program will be

the Mid-South Medical Council.

University of Tennessee

College of Medicine

The University of Tennessee awarded 223

degrees at the spring commencement exer-

cises, June 11th. The degrees were
awarded to 78 graduates of the College of

Medicine, 75 graduates of the College of

Pharmacy, 44 graduates of the College of

Dentistry, and the remainder to candidates

from the College of Nursing and the Gradu-

ate School in Medical Sciences.

The Commencement address was deliv-

ered by Dr. Edward R. Annis, Miami, Flor-

ida, a past president of the American Medi-

cal Association.

On July 1st, the Division of Ophthalmol-

ogy became the Department of Ophthalmol-

ogy. Ophthalmology has been a Division

of General Surgery since the Medical

School was organized in Memphis in 1911.

Dr. Philip M. Lewis, clinical professor and

chairman of the Division of Ophthalmology,

will continue to be the clinical professor

and chairman of the new department. The
Department of Ophthalmology embraces

the training programs in the City of Mem-
phis Hospitals, the Methodist Hospital, and

the Memphis Veterans Administration Hos-

pital.

Two Tennessee Physicians Receive

Fellowship Grants for Pediatric Training

To assist a group of young physicians in

their desire for further training, the Wyeth
Fund for Postgraduate Education has again

granted fifteen, two-year residency Fellow-

ships in pediatrics. This is the 10th group

of Fellows to be honored in the program es-

tablished in 1958 by Wyeth Laboratories.

Tennessee recipients and their places of res-

idency which began July 1 are: Dr. Her-

man Andrew Crisler, Jr., City of Memphis
Hospital, Memphis; and Dr. Milton Shelby

Smith, University of Tennessee, Memphis.

The Wyeth Fund awards each doctor a

Fellowship of $4800 toward the expenses of

undertaking advanced training in the medi-

cal care of children. The Fellows are cho-

sen from physicians completing their in-

ternships, physicians leaving the Armed
Services or the U. S. Public Health Service,

and research Fellows. Each is free to



July, 1967 MEDICAL NEWS IN TENNESSEE 775

choose his or her place of residency from

the institutions accredited by the Residency

Review Committee of the American Medi-

cal Association, the American Board of Pe-

diatrics, and the American Association of

Pediatrics.

Dr. Amos Christie, chairman and profes-

sor, department of pediatrics, Vanderbilt

University School of Medicine, Nashville, is

a member of the Selection Committee

which is headed by Dr. Philip S. Barba, ad-

junct professor of pediatrics, Temple Uni-

versity School of Medicine, and past presi-

dent of the American Academy of Pedia-

trics.

Seminar in Psychiatry

tor General Practitioners

The sixth annual seminar in psychiatry

for general practitioners, presented through

the cooperation of the Tennessee Depart-

ment of Mental Health, Vanderbilt Univer-

sity School of Medicine and the Tennessee

Academy of General Practice, was held

May 25th at Central State Hospital,

Nashville. Principal speakers included: Dr.

Richard C. Proctor, professor of psychiatry

and head of the Department of Psychiatry

at Bowman Gray School of Medicine, Win-
ston-Salem, N. C., and Dr. Ray Feldman,

chief of the General Practitioner Education

Project, American Psychiatric Association,

Washington. Subjects discussed were cen-

tered on the recognition of emotional fac-

tors in the patient who comes to the office of

the family physician, psychopharmacologic

drugs, goals of treatment, utilization of

community agencies, criteria for referral,

place of the state hospital in the total pro-

gram, the new mental health law, and the

future educational programs for physicians.

Memphis Academy of Internal Medicine

Dr. Irving Schulman, Professor and
Chairman of the Department of Pediatrics

at the University of Illinois was guest

speaker at the meeting of the Academy on

May 26th. Dr. Schulman, one of the fore-

most pediatric hematologists in the United

States, is an authority on mechanisms for

control of hemopoiesis.

The speaker for the October 27th meeting
of the Academy will be Dr. Edwin Kil-

bourne, one of the country’s leading clini-

cian-virologists from Cornell University

Medical School.

Vanderbilt University

School of Medicine

A $73,963 grant from the National Heart

Institute has been awarded to Dr. H. Wil-

liam Scott, Jr. as principal investigator for

the project. It is to continue for five years,

the $73,963 is allotted for the first year.

The research will concern an intestinal by-

pass in experimental atherosclerosis.

Speakers and their topics for the annual

Vanderbilt Medical Alumni Association

reunion June 9th and 10th were:—Harris D.

Riley, M.D., Professor of Pediatrics at the

University of Oklahoma School of Medicine,

“The New Penicillins: Historical Note, Bi-

ologic Properties and Clinical use”; Fred Al-

lison, Jr., M.D., Professor of Medicine and
Associate Professor of Microbiology, at the

University of Mississippi, “Cellular Aspects

of the Immune Mechamism”; H. Earl Ginn,

M.D., Chief of the Renal Dialysis Units at

Vanderbilt Hospital and V. A. Hospital, “In-

termittant Hemodialysis and Renal Trans-

plantation”; Judson Graves Randolph, M.D.,

Surgeon-in-Chief at the Children’s Hospital

of the District of Columbia, “Gastric Sur-

gery in Infants”; and William L. Caldwell,

M.D., Director of the Division of Radiation

Therapy and Associate Professor of Radiol-

ogy at Vanderbilt, “Prospects for Radiother-

apy.” Paul W. Sanger, M.D., President of

the VMAA, presided over the scientific pro-

gram. Official welcome was given by Van-
derbilt Chancellor Alexander Heard.

The Department of Pharmacology has

joined forces with the National Institute of

Mental Health and the Tennessee Depart-

ment of Mental Health in setting up a Psy-

chopharmacology Research Center at Cen-

tral State Psychiatric Hospital to provide

for research as to direct organic causes and

biochemical processes of mental illnesses,

and to develop more effective methods of

treatment.

Dr. Allan D. Bass, Chairman of the De-

partment of Pharmacology requested aid

from NIMH 3 years ago to develop a small
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installation at Central State with the assist-

ance of the State. A year later, NIMH sug-

gested a more complete research center in

the area of psychopharmacology.

The Center presently occupies 8000 sq. ft.

in the Cooper Building at Central State

Hospital, and is gradually expanding and

will include the entire building. The Cen-

ter, now in operation for 2 years, has a staff

of 5, each carrying on a separate project re-

lated to the organic nature of mental ill-

ness. Dr. Nat Winston, State Commissioner

of Mental Health, states: “We feel that en-

vironment and behavior play a great part in

mental illness, but until recently the or-

ganic aspect, perhaps just as important, has

been neglected. What we have now at Cen-

tral State is primarily an institute on or-

ganic research.” Dr. Bass has said, “There

is nothing quite like it anywhere else, no

place which has a solid basic science re-

search unit, with a psychiatric unit working

along side. Within a university setting, this

is the only place I know of that has this

close collaboration between psychiatry and

pharmacology.” Four departments work
together with the Research Center:—
Pharmacology, Anatomy, Psychology, and

Psychiatry.

The presence of the research group is di-

rectly responsible for the presence of two
distinguished men at Central State Hospi-

tal. Dr. W. H. Tragell, presently Superin-

tendent of the Hospital, came particularly

because of the opportunity this unit pro-

vides. Dr. William E. Fann, presently at

the VA Hospital, will join the Center as a

psychiatrist interested in clinical psycho-

pharmacology, holding joint appointments

in the Departments of Psychiatry and Phar-

macology.

The primary activity at the Center is fun-

damental research into the physiology of

mental illnesses. Presently 5 investigators

have projects in progress at Central State.

Dr. Fridolin Sulser, Professor of Pharmacol-

ogy, joined the Center in 1965, as Coordina-

tor of Research Activities. He is concerned

with the interaction of psychotropic drugs

(which act within the brain), such as nor-

epinephrine, dopamine and indolealkyla-

mine derivatives, with physiological and bio-

chemical mechanisms within the central

nervous system. In the same year, Dr. James
V. Dingell, Assistant Professor of Pharma-
cology, joined the program to study drug

metabolism in an attempt to gain an under-

standing of the action of drugs in the body

which will lead both to better therapeutic

drugs and better use of those presently em-
ployed. Assistant Professor of Pharmacol-

ogy, Floris de Balbian Verster, came to the

installation at Central State in 1965, with a

main interest in neurochemistry, and to

study the efficacy of such drugs as acetyl-

choline and glutamic acid in modifying ar-

tifically induced epilepsy in the brains of

subject animals. Much of his work involves

developing new experimental technics for

studying the metabolisms of drugs within

the brains of living subjects. By today’s

technics of implanted electrodes and cannu-

las a drug may be introduced into speci-

fied areas of the brain to permit in vivo

studies. Dr. George Alan Robison joined

the Center in 1966, as an Assistant Professor

of Pharmacology, and is engaged in re-

search to determine how drugs and hor-

mones act at the molecular level. His in-

vestigations are testing the belief that cer-

tain mental disorders may be directly re-

lated to the presence in the brain of such

compounds as Cyclic AMP, norepinephrine,

and serotonin. In January, 1967, a neuro-

physiologist, Dr. Daniel Buxbaum, joined

the group as an Assistant Professor of Phar-

macology. His work is directed toward de-

termining precisely where in the central

nervous system, and how such narcotics as

morphine act to relieve pain. The basic re-

search carried on at Central State Hospital

permits a program of training for medical

and graduate students. In accordance with

the original NIMH grant, 3 graduate stu-

dents are presently engaged on projects at

the Center, a number to be increased next

year.

Facilities for advanced training in psy-

chiatry will be improved when Dr. Fann

opens the planned clinical research ward.

This close cooperation between the ward

and the laboratory will enable those in

training better to care for the mentally ill

and to learn of the latest and best methods

which medical research can provide.
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PERSONAL NEWS

Dr. E. P. Muncy, Jefferson City, has been in-

stalled as President of the Tennessee Heart Asso-

ciation.

Dr. Louis G. Britt, assistant professor of sur-

gery, and Dr. Federico Fuste, associate professor

of pathology, University of Tennessee College of

Medicine, have each been presented with a

Golden Apple Award for excellence in teaching.

The awards are presented annually by the Stu-

dent American Medical Association.

Dr. Paul Spray, Oak Ridge orthopedic surgeon,

is serving a sixty-day period as a volunteer phy-

sician in Viet Nam. This is Dr. Spray’s fifth vol-

unteer trip to an underdeveloped nation for the

purpose of providing service. Under the volun-

teer Medico program, Dr. Spray has gone to Nige-

ria twice, to Algeria and to Jordan.

Dr. J. Lynwood Herrington, Jr. of Nashville

was recently elected to membership in the Ameri-

can Surgical Association at its annual meeting at

the Broadmoor Hotel, Colorado Springs, Colorado.

Dr. William G. Fuqua, Columbia, spoke to the

Kiwanis Club on May 12th on the subject of “pet-

rified hearts.”

Dr. William A. Crosby, Dickson, has been

elected to active membership in the American
Academy of General Practice.

Dr. Edwin M. Levy, superintendent of Western
State Psychiatric Hospital in Bolivar for the past

13 years, has resigned, effective June 15.

Succeeding Dr. Levy is Dr. James Druff, assistant

state commissioner for professional services. Dr.

Druff was superintendent of Virginia’s Western
State Psychiatric Hospital before becoming coor-

dinator of professional services for the State De-
partment of Mental Health last January.

Dr. R. H. Kampmeier, Nashville, represented

the American College of Physicians at the

three-hundredth anniversary of the Royal College

of Physicians of Ireland, in Dublin in mid-May.
Dr. Fred D. Ownby, Nashville, presented the

Nat T. Winston Memorial Lecture on June 1st in

Elizabethton. The program was sponsored by the

Appalachian Heart Association and Home Federal

Savings & Loan Association, in cooperation with
the Washington-Carter-Unicoi County Medical
Society.

Dr Eben Alexander is the recipient of a bronze
plaque from the Knoxville Academy of Medicine
in recognition of his 57 years of service in

Knoxville.

Dr. James 'William Shore has joined the staff of

the Martin Medical Center. Dr. Shore has just

completed two years of service in the Army at

Fort Campbell, is a former student of the Univer-
sity of Tennessee in Martin, and is a graduate of

U. T. College of Medicine in Memphis.
Dr. John E. Kesterson, Knoxville, has been

named president-elect of the East Tennessee

Heart Association to succeed Dr. Richard A. Ob-
enour in 1968.

Dr. Gould A. Andrews, chairman of the Oak
Ridge Associated Universities medical division,

represented ORAU at a conference on acute

leukemia, sponsored by the American Cancer So-

ciety in New York, May 18-20.

Dr. Robert Carver Bone, Lebanon, has been
elected to the Board of Trustees of Cumberland
University.

The U. S. Senate has confirmed the promotion
of Dr. James G. Hughes, chairman of the Univer-
sity of Tennessee College of Medicine’s pediatrics

unit, to brigadier general in the Army Reserve.

Dr. Hughes has also been invited to become a

member of the Surgeon General’s Advisory Coun-
cil for Reserve Affairs.

Dr. Jacob T. Bradsher, Jr., Knoxville, was guest

speaker at a recent meeting of the Area 4,

Tennessee Licensed Practical Nurses Association.

His subject was “Diagnosis and Prognosis of Em-
physema.”

Dr. Harrison Shull, Nashville, was elected to

the Governing Board of the American Gastro-

enterological Association at its recent meeting in

Colorado Springs.

Dr. Harcourt Morgan, Belfast, has been elected

to the Board of Directors of the Middle Tennessee

Heart Association.

Dr. Sam Sanders, chairman and professor of

otolaryngology, U. T., has returned from Mt. Sinai

Hospital, New York, where he taught a week’s

course in rhinoplasty at the invitation of Colum-
bia University. Dr. Sanders recently presented

papers at the annual meetings of the Louisiana

and Mississippi Society of Otolaryngology and
Ophthalmology and the West Virginia Academy
of Otolaryngology and Ophthalmology.

BOOK REVIEW

CLINICAL ENDOCRINOLOGY. By Karl E.

Paschkis, M.D.; Abraham E. Rakoff, M.D.;

Abraham Cantarrow, M.D., and Joseph J.

Rupp, M.D., all of the Jefferson Medical Col-

lege, Philadelphia. 1008 pages, 339 illustrations.

Newr York: Hoeber Medical Division, Harper &
Row, Publisher, 1967. Price S27.50.

Keyed to a rapidly changing field, this well-

revised edition offers considerable help to the stu-

dent and clinician in understanding and dealing

with clinical endocrine problems. The sections

are well written and concise with the information

presented so as to be readable and usable as a

reference text. Each section is complemented by
an excellent bibliography of articles and refer-

ences the reader will find helpful. There is

ample discussion of gross and microscopic normal

and pathological anatomy, physiology and patho-

physiology of each organ as well as clinical mani-

festations and treatment of the syndromes each

cause.
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New treatment methods are given plentiful

coverage; an entire chapter is devoted to commer-
cially available hormone preparations. New di-

agnostic tests are included with full scope of

endocrinological essays, screening and evaluation

procedures. Included in these, of course, are

chromatin studies for genetically determined sex

aberrations.

The book is well illustrated. There are 15

full-color photographs as well as other black and
white photographs, charts and graphs. An unu-
sually thorough and complete index allows opti-

mal use of this excellent text. One could wish

for a more detailed or thorough discussion of be-

havioral and psychologic manifestations of the

dysfunctioning organs considered in the book be-

cause these aspects are given on passing discus-

sion or are merely mentioned. Of course, such

would require great amounts of space and would
probably not be practical however useful it would
be.

ANNOUNCEMENTS

Calendar of Meetings, 1967

Sept. 10-12

Oct. 2-3

Nov. 1-3

Nov. 16

State

Tennesssee State Pediatric So-

ciety, Downtown Holiday Inn,

Chattanooga

Tennessee Valley Medical As-
sembly, Chattanooga

Tennessee Academy of General

Practice, 19th Annual Scientific

Assembly and Congress of

Delegates, Gatlinburg Audito-

rium, Gatlinburg

Middle Tennessee Medical As-

sociation

National

August 21-24 American Hospital Association,

Chicago

Sept. 7-9 American Association of

Obstetricians and Gynecolo-

gists, Homestead, Hot Springs,

Va.

Sept. 14-16 American Thyroid Association,

Michigan Union, Ann Arbor,

Michigan

Sept. 15-23 American Academy of General

Practice, Dallas, Texas

Sept. 22-30 American Society of Clinical

Pathologists, Palmer House,

Chicago

Sept. 29-Oct. 3

Oct. 1-4

Oct. 2-6

Oct. 5-7

Oct. 21-26

Oct. 22-23

Oct. 25-28

Oct. 27-30

Oct. 29

Oct. 29-Nov. 1

Oct. 29-Nov. 3

Nov. 5-8

Nov. 9-11

Nov. 13-16

Nov. 16-18

Nov. 25-26

Nov. 26-29

Dec. 2-7

Dec. 4-6

781

American Society of Anesthe-
siologists, Las Vegas, Nev.

Neurosurgical Society of

America, The Biltmore, New
York

American College of Surgeons
(Annual) Conrad Hilton, Chi-

cago

Association of American Physi-

cians and Surgeons, Sheraton-
Lincoln, Houston

American Academy of Pedia-

trics, Washington Hilton Hotel,

Washington, D. C.

American College of Preven-

tive Medicine, Fontainebleau

Hotel, Miami Beach, Fla.

Congress of Neurological Sur-

geons, San Francisco Hilton

Hotel, San Francisco

Association of American Medi-

cal Colleges, New York Hilton,

New York

American Association of

Ophthalmology, Palmer House,

Chicago

American College of Gas-

troenterology, Biltmore Hotel,

Los Angeles

American Academy of

Ophthalmology & Otolaryngo-

logy, Palmer House, Chicago

American Society of Plastic

and Reconstructive Surgeons,

Waldorf-Astoria, New York

Southern Thoracic Surgical As-

sociation, Sheraton Dallas,

Dallas, Texas

Southern Medical Association,

Miami Beach, Florida

Western Surgical Association,

Ambassador Hotel, Los Angeles

American College of Chest

Physicians (Interim Clinical

Meeting) Houston, Texas

American Medical Association

(Clinical Convention) Houston

American Academy of Derma-
tology, Palmer House, Chicago

Southern Surgical Association,

The Homestead, Hot Springs,

Va.
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TMA the viewing box
The Improvement in the Keogh Law
Starting in 1968, physicians and other

self-employed individuals will receive more
favorable income-tax treatment on money
that they invest in their retirement plans.

In November, 1966, Congress enacted a law
which—among a great many other things

including partial support of presidential

election campaigns from income-tax re-

ceipts—will allow the self-employed to de-

duct all of their annual contributions to

their own retirement plans up to a maxi-

mum of $2,500 or 10 per cent of their in-

comes, whichever is smaller.

Since 1963, when the Keogh Law first

took effect, a self-employed person has been

permitted to deduct half of his annual con-

tribution to his own retirement plan, and

that contribution could be no greater than

$2,500 or 10 per cent of his income, which-

ever was smaller. Probably because of the

original restriction, only about 40,000 per-

sons have chosen to participate in Keogh-

type retirement plans, despite the original

prediction, four years ago, that the program

would cover 6,000,000 self-employed and

their 9,000,000 employees. The recent liber-

alization is expected to encourage many
more of the self-employed to utilize this

method for themselves and for their em-
ployees.

The Law in Brief

Beginning with the tax year 1968 (for

which a tax return must be submitted on or

before April 15, 1969)
,
a physician or other

self-employed person can contribute 10 per

cent of his earned income or $2,500 per year,

whichever is less, to a qualified retirement

plan for himself, and can deduct the entire

contribution from his taxable income. If

there are individuals who have been in his

employ for three or more years, he is re-

quired, with few exceptions, to include

them in the retirement plan and to make
annual contributions to it on their behalf.

He may deduct the full amount of his con-

tributions on behalf of his employees when
he reports his income for federal tax pur-

poses.

Earnings on funds invested in the plan ac-

cumulate tax-free, and the compounding of

interest alone can create substantial growth

by the time the self-employed individual

and his employees reach retirement age.

Sums withdrawn from the fund after retire-

ment will be fully taxable, but doubtless

they will be taxed at lower rates than

would have been applicable in the years in

which the contributed money was earned.

Often a doctor may have one assistant in

his practice—his wife, who serves as his

full-time nurse and secretary. Since her in-

come is reported together with his on their

joint return, and since a wife’s employment
by her husband is excluded from coverage

under the Social Security Law, there was
no advantage in a doctor’s paying his wife a

salary for her work in his office until the

enactment of the Keogh Law. However,

there is nothing in the Keogh Law to pre-

vent a doctor from paying his wife a salary,

provided that she works regularly at tasks

for which he otherwise would have to hire

someone else. Actually, if she has been on

salary for three years or more as a full-time

employee, the doctor must make regular

contributions to his Keogh-type plan on her

behalf.

Under a Keogh-type plan, contributions

made on behalf of employees must be non-

forfeitable. The plan can provide that if an

employee leaves, he may immediately with-

draw the contributions made on his behalf,

or it can provide that he must wait until re-

tirement age to receive benefits based upon
those contributions. Under the non-

discrimination rules, contributions on be-

half of employees cannot be proportionately

smaller than those which the employer

makes for his own retirement.

What has been said thus far has related to

deductible contributions made by the em-
ployer on behalf of himself and his employ-

ee (s). The employer and/or employees can

make additional voluntary contributions to

their respective accounts in the Keogh-type

plan, or not, as each of them wishes.

However, such annual contributions may be

no greater than the employer’s initial con-

tribution to the account, and the sum so
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contributed is not tax-exempt. There are

severe penalties in store for anyone who
puts sums of money into a Keogh-type plan

in excess of the limits just stated.

Payments of benefits to an employer can-

not begin until he reaches age 59V2 (“insur-

ance age” 60) ,
unless he has been perma-

nently disabled. Similarly, he can wait no

longer than to age 70 V2 before starting to

receive benefits. If he dies, the entire

amount due him under the plan must, gen-

erally within five years, be distributed to

his designated beneficiaries or used to buy
immediate annuities for them. If financial

necessity or something else prompts an em-
ployer to withdraw funds from his plan be-

fore attaining age 59

V

2 or becoming dis-

abled, he will be penalized.

Types of Plans That Qualify

Four sorts of plans satisfy the require-

ments of the Keogh Law. They are offered,

respectively, by (1) life insurance compa-
nies, (2) banks, (3) mutual funds or medi-
cal organizations having contracts with mu-
tual funds, and (4) the federal government.

The next issue of the Journal will contain

summaries of the merits and possible disad-

vantages of each of them, but regardless of

what a doctor may read about Keogh-type

plans in this magazine or elsewhere, or

what he may be told by salesmen for the

various types of proposals, he should take

no hasty action. Each doctor should consult

his lawyer, both because every doctor’s situ-

ation—familial, financial, etc.—is unique,

and because his attorney is well informed,

impartial as regards the various types of in-

vestment, and devoted to his client’s best in-

terests.

We repeat: There is no need for haste.

The Keogh Law has been in effect for four

years, and it currently is no more attractive

than it has been since 1963. Contributions

up to 10 per cent of income, or $2,500,

whichever is less, become fully deductible

for the first time in 1968, and whoever
wants to start such a program to take ad-

vantage of last year’s improvement has

until December 31, 1968, to act.

(From the Journal of Iowa Medical So-

ciety, page 75, January, 1967.
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drug and alcohol habituation.
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete
laboratory facilities, including electroencephalography and X-ray.
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climate for health and comfort. There are ample facilities for classification of patients, rooms single or
en suite.

WM. RAY GRIFFIN, JR., M.D. MARK A. GRIFFIN, SR., M.D.
ROBERT A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D.

For rates and further information write
Appalachian Hall, Asheville, N. C.

APPALACHIAN HALL
Established 1916

Asheville North Carolina
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There are 39,600*

undetected diabetics in

Tennessee
Most of 1 1 lest' are probably among patients over 40; the overweight;

relatives of diabetics, and motbeis of large babies. By tbe time polyphagia, polyuria,

polydipsia, pruritus or other overt symptoms of diabetes appear,

damage may have been done that could have been minimized.

DLX1 ROST IX (W gives you a reliable blood glucose estimate in 60 seconds.

WhyWait?

•"Based on Statistical Report, U.S. Dept. Commerce, ed. 86, and Fisher, G. F., and Vavra,

Pub. Health Rep. 80:961 (Nov.) 1965. /

Note: DEXTROSTIX is not meant to replace the more precise analytical laboratory

procedur es such as needed in glucose tolerance testing.

H. M.:

AMES COMPANY, Division Miles Laboratories, Inc., I Ikhart, Indiana 46514 Ames41IM7



Journal of the Tennessee Medical Association

OWNED AND PUBLISHED BY THE ASSOCIATION

VOLUME 60 AUGUST, 1967 NO. 8

Health Manpower To Meet Rural-Urban

Needs*
ALVIN J. INGRAM, M.D.,t Memphis, Tenn.

How are the health care needs of the

rural population being met today? What
will be their needs in the future, and how
will these be served? These are subjects of

great national interest, and questions with

which this conference is primarliy con-

cerned.

Before we begin our discussion, we
should establish a perspective or framework

for our thoughts and actions. In the first

place, we are discussing the best system of

government and the best method of deliv-

ery of medical care which has been devised

so far. As we point out the weaknesses, de-

fects, and flaws in the system, let it be

known that our criticisms are intended to

be constructive and in the interest of im-

provement of a producing system and not

replacement by something new or untried.

Secondly, we must be continually aware of

the fact that it is the public that makes the

final decision in our society. Our plans,

whether they concern manpower recruit-

ment, the patterns of medical practice, or

community planning and action, require ac-

ceptance by the public before they are

valid. An old political axiom remains true:

What the public wants, it gets.

As we turn our attention to the subject of

Health Manpower to meet rural and urban

needs, it becomes clearly apparent that

there has been a great increase in health

manpower throughout the country in recent

years, and this trend is certain to continue.

"'Presented at the 20th National Conference on

Rural Health, Charlotte, North Carolina, March
10

,
1967 .

fMember AMA Board of Trustees and AMA
Committee on Health Manpower.

In the numbers of people employed, the

health industry rates third at present and is

destined to become first by 1970. And yet,

we recognize that there is a shortage of

practically all types of health workers to

meet the demands of the public. The ques-

tion naturally follows—what can be done

about it, and who will do what in solving

the problem? How will we bring demand
into equilibrium with supply?

The American Medical Association has

long demonstrated a deep and abiding inter-

est in the subject of Health Manpower to

meet rural and urban needs. This is evi-

denced by the total activity of its Councils

on Rural Health and on Medical Education;

by its many conferences on the subject; by

the total program of the AMA Education

and Research Foundation, especially the

student loan fund whereby the AMA has

made available more than 40 million dollars

as loans to medical students and interns in

the past 6 years; by the initiation of the

Flexner Study; and more lately by the Mil-

lis Commission Study. Even more recently

the Board of Trustees has appointed a Com-
mittee on Health Manpower which is

charged to study the numbers, distribution,

quality, and interrelationships of health

manpower workers. Membership on this

committee has been a valuable educational

experience to me, and I hope and believe

that it will be a significant contribution to-

ward the solution of a large, important, and

multifaceted problem.

Many other organizations have been ac-

tive in the area over an extended period

such as the American Hospital Association,

the American Association of Medical Col-
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leges, the voluntary health agencies, numer-
ous professional and voluntary associations,

and the federal government, especially the

U. S. Public Health Service.

Despite these rather tremendous efforts, a

shortage of health manpower does exist. In

our society a shortage of goods or services

means that the demand exceeds the supply.

This imbalance can be corrected by either

diminishing the demand—which in this in-

stance seems unlikely as well as undesira-

ble—or by increasing the supply. The sup-

ply of a service can theoretically be in-

creased by either increasing the number
producing the service, by increasing the

productivity of the individuals who render

the service, or by both.

There are many factors which contribute

to the persistent high and increasing de-

mand for health care services in our society.

Social factors such as the progressive afflu-

ence of our society, the population explo-

sion, the urbanization of our population, the

increased speed of transport, the shortened

work week, the mobility of our population,

and many others make it easier for more
patients to see their physicians. Thus each

factor contributes to the increased appetite

for health care services which the American
public has shown lately.

An increase in both the general educa-

tional level of the citizenry, and in health

education of the public has created a sense

of awareness of the health field in the mind
of the public, has undermined previously

existing fears and superstitions in their

minds, and has produced a heightened

health expectation on the part of the public.

All of these factors translate into an in-

crease in the demand for health care serv-

ices.

Advances in our ability to promptly de-

termine the cause of the patient’s complaint

have given the physician an ability to ad-

minister specific treatment aimed at correc-

tion of the pathological state. This has re-

sulted in a lowered morbidity and mortal-

ity, a state which in turn has caused there

to be a larger number and proportion of the

two groups who need and use health care

most frequently—the young and the aged.

The other side of the coin, however, is that

medicine has become oriented more in the

direction of institutions, instruments, and

machines. The new machines and instru-

ments require personnel to operate them in

addition to new education for the physi-

cians who interpret and apply the observa-

tions.

The wide-spread acceptance and use of

health insurance has demonstrated the de-

sire and the ability of individuals to pay for

their health care services while they are

well rather than when they are sick. While

much of the economic sting has thus been

removed from sickness and disability, the

fact remains that insured patients utilize

hospital facilities one and one-half times

more frequently than do the uninsured.

The current government policy is to be-

come increasingly concerned with the

health of all the citizens. This concern and

interest will effect manpower in ways
which cannot be accurately perceived now
but which will surely be significant. The
manpower implications of the recently en-

acted Medicare Law, the Title XIX or

Medicaid Law, the Heart Disease, Cancer,

and Stroke Amendments, the poverty pro-

gram, and the multitude of other programs

and activities of the federal, state and local

governments cannot be accurately meas-

ured. It is certain that an increased de-

mand for health care services will result

from these programs, and since such ser-

vices are already in short supply, it will

further complicate the problem, increasing

the competition for the limited services

available.

The problems surrounding the supply of

health care services can be discussed in four

areas: the identification of roles, the re-

cruitment of high quality personnel, the

utilization of available personnel in the best

interest of the patient and the provider, and

education for excellence of performance.

In 1986 it was stated that the average an-

nual wage for sub-professionals in the

health industry was $3,000, and for nurses

and qualified technicians $4,500 annually.

When these figures are compared with

wages and salaries in government and in-

dustry it is apparent that talents in our field

are undervalued and the pay is inadequate

to satisfy the needs of a breadwinner or the

head of a family. Thus, financial considera-

tions alone are probably enough to direct

young, intelligent, and aggressive males
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away from careers in fields of direct patient

care, and certainly they serve as career

roadblocks in even some of the more peri-

pheral fields in the health care industry.

The personal satisfactions which arise

from being at the right place at the proper

time and rendering a much needed and

highly personalized service to a fellow

human being is compensation above and be-

yond pure financial payment. It provides a

tremendous gratification to the ego, one

which is frequently experienced in our

lives, but not so frequently encountered in

other walks of life. However, it is not fair

compensation nor is it adequate. Rather it

is “lagnappe,” a word which means some-

thing additional or an extra dividend. All

health workers are entitled to adequate dol-

lar compensation for the goods and services

they produce at the same rate as other citi-

zens comparably situated in society. Each

should be able to feel that he is an essential

contributing member of a team, one whose

talents are needed and appreciated, and one

who is entitled to his “place in the sun.”

These personal, financial, and social grat-

ifications will be satisfying to the individ-

ual who has already been recruited and

who renders the service, but recruiting an

increasingly larger number of quality peo-

ple into the field is another story. We must
identify the people who have the proper in-

terests, talents, and motivations, and then

we should see that no artificial barriers

such as sex, race, or lack of finances ex-

cludes them from entry into the health field

of their choosing.

As the amount of scientific information

accumulates and we attempt to divide the

available information into vertical segments

by specialization of our efforts, the team ap-

proach to health care delivery is needed and

its expansion seems inevitable. To avoid

confusion and minimize overlaps and redu-

plications of effort, we must develop accu-

rate job descriptions for the various posi-

tions on the health care team. Such de-

scriptions should include not only the essen-

tial prerequisites for entry into the field,

but also a clear description of the steps by
which a worker may move horizontally

within the health field or vertically within

his particular specialty.

Of course we must see that the job de-

scriptions are accurate, acceptable to the

persons whose jobs are described, accepta-

ble to the other members of the health

team, and especially must the delegation of

responsibility and authority be acceptable

to the public or patients.

The field of nursing currently exemplifies

a need for the mobility of a “career ladder.”

There are at least five different and identifi-

able levels of nursing personnel and skill,

beginning with the nurses’ aide and pro-

gressing upward by way of the LPN, the

Associate degree nurse (junior college

graduate)
,
the diploma school graduate, and

the baccalaureate degree nurse. An indi-

vidual at any level who desires to move up-

ward must begin with the beginners at each

new level of skill and must continue to the

completion of the full course to enjoy the

benefits of the particular level. His pre-

viously acquired training or experience is

not credited to his educational account at

any point along the way. A similar situa-

tion exists in the relationship between occu-

pational therapists and occupational ther-

apy aides; between physical therapists, cor-

rectional therapists, and physical therapy

aides. In these and other instances similar

problems exist and similar solutions are im-

plied.

It would appear then that there is a great

need for experimentation in curriculum de-

sign. Careers with a particular vertical

segment of health care could be arranged in

a building block design, so that as an indi-

vidual escalates upward or moves laterally,

credit is given for previously acquired edu-

cation and experience.

The subject of utilization of health man-
power is important from many viewpoints.

Some feel that the role of the pharmacist

should now be redefined in view of the

widespread use of prepared and packaged

drugs and medications. They believe that

the pharmacist now spends most of his time

performing duties which are purely clerical,

and his unique talents and distinctive edu-

cation are being largely wasted. Some are

concerned because significant numbers of fe-

male physicians become inactive after only

a few years of practice. They claim that

thus the limited medical educational facili-

ties are being wasted by teaching people

who will probably not repay the commu-
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nity in service. Some are equally con-

cerned with the “flight of physicians into

research.” They cite an increase in full-

time faculty members from 11,000 to 17,000

physicians in the last five years and when
this number is added to the rapidly increas-

ing number of physicians working full time

for all levels of government, we see that the

numbers assume real significance. Finally,

we are all concerned with the progressive

decrease in numbers of physicians who are

in general practice, family practice, or who
serve as the primary contact physician.

Certainly, if our attempt is to solve the

health needs of the public, we must begin

by talking about physicians who are avail-

able and who are accessible to patients for

their personal health problems. The num-
ber, distribution, and effectiveness of mem-
bers of this group continues to be a primary

concern of the AMA.
Because of the many changes in the world

around us, a practicing physician is able to

see more patients, he is able to study them

more thoroughly, and he can treat them in a

given period of time more effectively today

than at any previous given time in history.

Despite this fact, the physician practitioner

works longer hours, and under greater

stresses and strains than his counterpart in

the business world. There is every reason

to expect a continuation of the progressive

increased demands upon his time and his

talents in the future.

In an attempt to conserve the physician’s

time and energies, so that his unique and

distinctive talents could be used with a

maximum of efficiency, Dr. Eugene Stead at

Duke University developed his program for

the education and training of a new mem-
ber of the Health Team known as “the phy-

sician’s assistant.” This role is designed to

provide a career opportunity to men work-

ing under the direction of a physician.

They would perform reliably and responsi-

bly certain acts which are currently prac-

ticed by nurses, technicians, and physicians.

At the Presbyterian Hospital in San Fran-

cisco a program is under way for the train-

ing of orthopaedic technicians. Most of the

enrollees in the program are retirees from
the armed services who have previously

served as orthopaedic technicians or corps-

men. Similar experiments in the develop-

ment of new types of health workers are

under way at such places as Montefiore

Hospital, the University of Florida, Temple
University, the University of Washington,

the University of Colorado, and Harvard.

In his message to Congress on February 8,

1967, President Johnson expressed an intent

to subsidize certain pilot centers and re-

quested 10 million dollars for the first and

33 million dollars for the second year of

such a program to train physician’s assist-

ants.

As we proceed to develop the job specifi-

cations for this new assistant, it behooves

each professional on the health care team to

be certain that the job description is ac-

ceptable, realistic, and capable of personal

satisfaction. We must also be certain that

we are not developing a “Feldscher” or a

second-class physician who is capable of

functioning at a low level of professional

competence as an independent entrepre-

neur. Proper licensure privileges must be

developed, and the practicing physician em-
ployer must be convinced that such an as-

sistant serves the physician’s own best in-

terests, if he is to function in the role con-

ceived for him.

There certainly exists a pool of men in so-

ciety who have demonstrated an interest in

medicine in the past whose interest and tal-

ents are apparently not now used and who
might be considered candidates for this new
role as physician’s assistants. For instance,

the overall dropout rate from medical

schools is estimated at between ten and

twelve per cent, making four or five thou-

sand individuals available each year.

Approximately 10,000 applicants are refused

admission to medical colleges annually, and

finally the armed services estimate that

more than 50,000 individuals with some
training in a health field leave the military

services annually. As far as I can deter-

mine, no one knows what becomes of the

people in any of these categories nor what
would be required to induce them to remain

in the health industry. Certainly they have

already demonstrated an interest in the

field, and it is regrettable that a more co-

ordinated attempt is not made to retain

their services.

The nursing profession illustrates another

set of problems dealing with manpower
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utilization. It is estimated that nearly half

of a nurses’s time is spent performing

non-nursing tasks for which they have little

or no training, while the tasks for which
they have been trained are frequently as-

signed to other individuals. In regard to

their career profile many nurses follow a

fairly consistent pattern: they work as

nurses for approximately three years after

graduation, withdraw from the field for 12

to 15 years as they bear and raise their fam-

ilies, and then resume their nursing careers

at age 45 or 50. There are currently 500,000

registered nurses not professionally active,

including many in this lay-out period.

Interestingly enough, this pattern persists

in some communities despite critical short-

ages. For instance, the Methodist Hospital

in Memphis has 150 new beds built and
equipped but not in use because of the

shortage of nurses, and I am sure that this

same situation exists elsewhere.

I am happy to say that these serious prob-

lems in nursing are finally beginning to re-

ceive the attention they deserve and defi-

nite improvement is occurring and in my
opinion will continue along the line. Better

pay and working conditions are becoming a

reality. Efforts are being made to redefine

the role of the nurse and her duty asign-

ment, proper refresher courses are becom-
ing available, and attempts are being made
to lure more men into the field in the hope

that their presence will upgrade pay and

prestige, stabilizing the career opportuni-

ties. At this time what nurses need most
from the rest of us is a sympathetic under-

standing of their problems and our advice

and support as they pursue their aims and

aspirations.

The pursuit of excellence must continue

to be the hallmark of education in all of the

health fields. While we need an increase in

number in all categories, we must not sacri-

fice quality on the altar of expediency. The
efforts of the Council on Medical Education

in the development of standards and accred-

itation procedures in the health field are

unique, most valuable, and a source of pride

to all AMA members. As new skills and

technologies develop, there will be further

need for the development of standards and

accreditation mechanisms to assure excel-

lency of performance not only when such

people enter their chosen field, but through-

out the period of their performance as a

member of the health care team.

We have discussed the factors of the sup-

ply and demand for health manpower.
There are many other areas surrounding

the problem of health manpower, pertain-

ing to both rural and urban areas, which
would merit our attention and discussion

had we the time to cover them.

There is a great need for studies to accu-

rately determine the basic and essential ed-

ucational prerequisites for each deliverer of

health services. There is a great need for

innovative thinking, experimentation, and
modifications of curricula aimed at deliver-

ing different kinds of people for the health

care team, as well as improving the quality

of training which each of us now receives.

There are special needs for study and expe-

rimentation in the organization, the design,

and the pattern of delivery of health care

services both in rural and in urban areas.

Along this line, we continue to applaud the

efforts of the Sears, Roebuck Foundation

which we all know well.

One of the greatest needs in the health

manpower area is a better definition of

roles, authority, and responsibility of var-

ious groups interested in the subject. We
need to recognize the unique features and

the potential contributions of the govern-

ment—federal, state and local, professional

associations, voluntary health agencies, and

the many others concerned.

The federal government has the capabil-

ity and occasionally demonstrates its power
to preempt an activity by its powers of ap-

propriation. The federal government is as-

suming a new and different role in the

Health area, a role described as “Creative

Federalism.” This term needs to be accu-

rately and carefully defined as promptly as

possible to prevent conflict of interests and

wasteful reduplication of efforts and expen-

ditures.

As we all move along in pursuit of our

common objective—to make the highest

possible quality of medical care available

and accessible to the public, our pa-

tients—all interested parties should enter

into constructive dialogue for the purpose

of identifying and solving any problems
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which might arise. The American Medical spect. This conference is another manifes-

Association through its House of Delegates, tation of our dedication and our commit-
its Board of Trustees, and its various coun- ment to this objective, and we hope that

cils and committees, stands ready to do its our mutual purposes will be served by this

share and to go the extra mile in this re- period of fellowship.

THE CORONARY CARE UNIT. Bernard Lown,
A. M. Fakhro, W. B. Hood, Jr., and G. W.
Thorn, Boston. J.A.M.A. 199: 188, (Jan. 16,)

1967.

The death rate from myocardial infarction 30

years ago ranged from 30 to 40%, and remains

unaltered today. Arrhythmias account for 40% of

deaths. Of these, about two-thirds are due to

ventricular fibrillation and one-third to bradycar-

dia, heart block, and asystole. Electrical catastro-

phies are usually not due to irreversible cardiac

damage. Prompt treatment restores integrated

cardiac activity and permits full recovery.

The coronary care unit segregates patients with

an acute myocardial infarction in a specialized

area. Reduction in mortality is accomplished

through control and prevention of arrhythmias.

Current emphasis is on prevention of cardiac ar-

rest rather than treatment. Three derangements

in rhythm are harbingers of cardiac arrest and
require prompt treatment:—ventricular extrasys-

toles, bradycardia, and prolongation of AV con-

duction.

In the course of one year, 130 patients with

proven myocardial infarction were treated in the

Levine Coronary Care unit. Eighty-eight percent

exhibited arrhythmias. Lidocaine was employed

to suppress ventricular ectopic beats. Ventricular

tachycardia was similarly treated. If there was
no response to a 50-and then a 100 mg. bolus of

lidocaine, cardioversion was employed. In 5 such

patients, electrical shock was used. There was not

a single instance of primary ventricular fibrilla-

tion among 130 unselected consecutive patients.

Quinidine was given for frequently recurring

atrial ectopic beats. Digitalization was used for

persistent atrial flutter and fibrillation. Atrial

flutter lasting more than one hour was treated by

cardioversion. Complete heart block requiring

transvenous pacing developed in 5 patients.

The mortality in the coronary care unit was

11.5% and the overall mortality including patients

dying after being discharged from the unit but

while still in the hospital was 16.9 percent.

This data reported by Lown and associates em-
phasize the importance of identification and

prompt treatment of so-called minor rhythm dis-

turbances.

The focus of management in the coronai’y care

unit is altered from resuscitation to prevention of

the need for resuscitation. (Abstracted For the

Middle Tennessee Heart Association by Laurence

A. Grossman, M. D., Nashville.)
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The authors describe their studies with oral contraceptives in terms of success or failures, side effects,

and time of conception and normal pregnancies after discontinuance of “the pill.”

Conception Following And During Therapy

With Various Progestagens*

A. W. DIDDLE, M.D, GLENN F. WATTS, M.D., WILLIAM H. GARDNER, M.D.,
P. J. WILLIAMSON. M.D.. and H. M. KELSO. M.D..T Knoxville. Tenn.

This is a continuation study that deals

with the effort time for conception follow-

ing withdrawal of various oral contracep-

tive medications; and whether previously

fertile patients were less fertile after being

treated with oral progestagens.

Subjects

Thirteen hundred and ten women treated

prior to August 1, 1966 were the subjects.

None were afflicted with pelvic disease.

Their ages ranged from 17 to 41 years with

the majority in the 25 to 35 year range.

Two-thirds of the women were under inves-

tigative study while the other third ob-

tained their medication by prescription.

Seven hundred and fifty-four were indigent

and 556 nonindigent. One hundred and six-

ty-nine withdrew purposely to conceive.

Two others conceived during their treat-

ment and another 6, by hindsight, were
pregnant when the medication was begun.

Patients under investigation were seen at

least four times a year while those procur-

ing their medication by prescription were
seen at least twice a year.

Medications

Medications given are recorded in table

1. Note, a key number was assigned to each

drug and used throughout the tables. More
than one-fourth of the women under in-

vestigative study were purposely changed
to another medication. A similar ratio of

those receiving medication by prescription

changed to different drugs because of un-

desirable side-effects. (Table 2.)

For the most part, the women in the

* Study supported in part by Parke Davis &
Company and Eli Lilly Company.
fProm the Department of Obstetrics and Gyne-

cology, Memorial Research Center and Hospital

University of Tennessee, and Department of

Public Health of Knox County, Knoxville, Tenn.

Table I

Medications

Key
Number Medication

Trade

Name

No.

Patients

Treated*

1 . Norethindrone acetate

(2.5 or 5 mg.) with

estinyl estradiol 50

meg. Norlestrin 521

2. Norethindrone 5, 10, or

15 mg. Norlutin 269

3. Chlormadinone acetate

2 mg. with mestranol

0.8 mg. C-Quens 507

4. Norethindrone (2 or 5

mg.) with mestranol

0.1 or 0.6 mg. Orthonovum 78

5. Norethindrone acetate

5 or 10 mg. Norlutate 57

6. Norethynedrol 2.5 mg.
with mestranol 0.1 mg. Enovid 23

7. Dimesthistrone 25 mg.
with estinyl estradiol

0.1 mg. Oracon 38

*Some women were treated with more than one
drug at different times.

Table 2

Change of Medication

Group Type of Change
No.

Patients

Study No change 744

Study Combination to Combina-
tion, one change 200

Prescription No change 262

Prescription Combination to sequential

approach* 58

Prescription Different combinations* 45

Prescription Different sequential 1

"Change 1 to 4 times per patient.
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study group took medication 20 days and

waited until the 5th day of the next menses
before beginning a new cycle. Those who
received their medication by prescription

followed this method in some instances but

more often took a tablet daily 3 out of each

4 weeks cyclicly. Not infrequently patients

incorrectly timed their medication some-

time during their treatment but no attempt

was made to correct these failures.

Results

Table 3 shows the conceptions that

preceded or occurred during the course of

therapy. Of special interest are 16 women.
Six of these were pregnant before treat-

ment was begun. Two others cycled their

medications improperly. The remaining 8

women either denied they erred in their

treatment (2 patients) or their conception

was associated in some way with changing

from one kind of progestagen to another (6

patients). We wonder about the reliability

of the record of patient number 9, who de-

nied error, for the reason that she is a

chronic alcoholic. An equal number of pa-

tients were in the investigational and non-

investigational series, respectively. •

Table 3

Conception Preceding or During the Course of Treatment

Cycles of Drugs by
Patient Treatment Key Number Remarks Outcome

1* 37 1 Failed to take part of medi-

cation in 33rd cycle.

Amenorrhea thereafter.

Denied failure until 4th

month of gestation. Girl, term

2 2 3 Bleeding began on 17th day
cycle of medication. Dis-

continued drug for 5 days.

Then began 2nd cycle of

treatment which was taken

20 days. Undelivered

3* 3 6 )

) Girl, term

4* 1 1 )

) Girl, term

5* 3 3 ) By hindsight conceived Undelivered

) before onset of medi-
cation.

6* 1 2 )

) Boy, term

7* 2 2 )

) Girl, term

8* 3 3 ) Girl, term

9** 30 2 Denied improper cycling Boy, term

10 5 3 Denied improper cycling Girl, term

11* 17 Switched Change from drug 1 to 3

from 4 to April, 1966. Missed 9th pill

1 to 3 of 15th cycle (4/18).

Last menses began 5/4.

16th cycle medication

5/9 to 6/28 inclusive.

17th cycle medication begun
on 6/4. Uterus size 2

months pregnancy June 27,

1966. Boy, term



August, 1967 CONCEPTION DURING THERAPY WITH VARIOUS PROGESTAGENS— Diddle, et al 831

Table 3 (continued)

Cycles of Drugs by
Patient Treatment Key Number Remarks Outcome

12 * 25 Switched from
6 to 3

Changed from drug 6 to 3

in Dec., 1985. 23rd cycle

of medication ended Apr. 8,

1966. Bled 4/13 and 4/14.

Started 24th cycle of medi-
cation 4/18 through 5/7.

Amenorrhea one week followed

by 25th cycle medication, end
of which time uterus size 10

weeks pregnancy. Boy, term

13 * 4 Switched from Drug 7 began early April,

1 to 7 1966. On 6/16 uterus

size of 8 weeks pregnancy.

Medication cycled last 7

months by starting new cycle

on 5th day of menses. Girl, term

14*

15 *

Switched from

6 to 1 to 3

Changed from drug 1 to 3

Sept., 1965. Medication

begun on 5th day of menses.

Last menses began Feb. 15,

1966. Early pregnancy 4/23.

Delivered 11/15. Girl, term

Switched from
1 to 3

Drug 3 begun Jan. 17, 1966,

5th day of menses. Cycled

repeatedly to late March,

when uterus size 8 weeks
pregnancy. Delivered

11/7. Boy, term

16* 46 Switched from

6 to 3

Changed to drug 3 in

Dec., 1965. Last menses
began Mar. 20, 1966. Medication

cycled 20 days on, 7 days

off through April and May.
Early June uterus size of 2 to 3

months pregnancy. Girl, term

*These patients took medication while pregnant for 1 to 4 months each.

**Patient a chronic alcoholic. For this reason we wonder about the accuracy of her record.

Table 4 gives the total cycles of our ex-

perience with various oral contraceptives.

There were 156 women who conceived

after discontinuing therapy. Seventy-two

percent were pregnant within 6 months

after 91% were gravid at the end of 12

months effort time. (Table 5.) Fertility

apparently was not modified adversely by

any one of the progestagens.

Patients on treatment more than 2 years

conceived more often after the third month
following discontinuation of medication

than did those treated less than 2 years. By
the end of a year the majority in all groups

were pregnant irrespective of the duration

of therapy or the type of drugs used pre-

viously.

At this reporting the outcome of the preg-

nancy is given for 172 women after therapy

was discontinued. (Table 6.) All of those

undelivered or lost were past the first

trimester when last seen.

The relation of cycles of treatment corre-

lated with conception for 169 women is

given in table 7. The longest therapy prior

to the present conception was 4.5 years.

Comment

We found that the average woman con-

ceived as readily after the use of one of the

progestagens as before their use. This con-



832 CONCEPTION DURING THERAPY WITH VARIOUS PROGESTAGENS— Diddle, et al August, 1967

Table 4

Contraceptive Experience

Drugs Used by

Key Number
Experience in

Patient Years

1 1437.5

2 366.8

3 66.6

4 62.4

5 30.0

6 19.4

7 0.8

Total 1979.5

Table 5

Effort Time for Conception

Effort Time No.

in Months Who

No. Patients Who Had
Patients Not Conceived When
Conceived Last Seen

1-3 80 4

4-6 29 2

7-12 29 3

13-24 11 3

25-36 4 0

37-42 1 1

Questionable 2

Total 156 13

Table 6

Outcome of Pregnancy After Treatment
with Progestagens

Outcome Pregnancy No . Babies or Fetuses

Males, term 79

Females, term 64

Undelivered 9

Abortion 18

Lost 5

Term, sex unknown 2

Total 177*

^Includes 5 twin pregnancies, 4 sets living, the

fifth a combined intrauterine and tubal pregnancy
terminated in the third month by spontaneous
abortion and salpingectomy, respectively.

Table 7

Duration of Previous Treatment Correlated
with Subsequent Conceptions

Duration

Treatment
No. Cycles

No. Patients

Involved
No.

Pregnancies

1-3 181 48

4-6 129 20

7-12 107 28

13-24 76 32

25-36 41 24

37-48 17 7

49-60 9 6

Questionable 3 3

Total 169

firms previous studies. 16 Others find that

previous treatment with one of the proges-

tagens often enhances fertility. 1 ’ 3 We were
unable to substantiate this opinion.

Compare our pregnancy rate during

treatment to figures given in a previous

study." Seven hundred fifty-eight controls

had a like number of conceptions in 888.4

patient years while another 324 women had
324 conceptions within a period of 260 pa-

tient years prior to the use of norethindrone

acetate.

Studies in lower animals and fowl indi-

cate that ovulation will not be inhibited if

the delay is several hours beyond the criti-

cal time. 8 If the delay is beyond the critical

time then the mechanism to prevent ovula-

tion fails. Varying amounts of estrogen in

the medication influences this process dif-

ferently. We hypothesize that this situa-

tion holds true for the human, also, and ex-

plains the occasional failure to preclude

pregnancy. It is believed the occasional pa-

tient, even though medication is taken as

prescribed, has insufficient estrogen to in-

hibit pituitary action. In our experience,

failure is more probable with change from
one kind of progestagen to another. Others

are of a similar opinion. 5

We are uncertain that switching from the

combination to the sequential drugs may be

fraught more often with contraceptive fail-

ure than vice versa or from a combination
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to a combination. Mears5 suspected the

former relationship. Goldzieher and Maas 9

refute it.

We found that the indigent woman took

her pill as well, if not more consistently,

than did the private patients.

Those patients receiving progestagens

during early pregnancy had normal babies.

Others report similar results. 1 * 3

Summary

Patients who received their medication

by prescription appeared to have more con-

traceptive failures than did those under in-

vestigational scrutiny. It is believed this

reflects motivation and less careful cycling

of medication.

The effort time to conceive was not de-

creased after the administration of proges-

tagens when compared with the pretreat-

ment effort time. Most patients conceived

within one year after their medication was
withdrawn. At this reporting 172 women
had conceived during, or after discontinua-

tion of their medication.

There were 10 conceptions that occurred

during 1979.5 patient years of contraceptive

experience. Six of these pregnancies were
associated in some way with the switch

from one type of progestagen to another.

Two others accompanied regular cycling of

the same medication while the remaining

two conceptions occurred with irregular

cycling of medication.

Thirteen women continued to take one of

the oral contraceptives one to four months
each during the early part of pregnancy.

Twelve of the patients so far have had nor-

mal infants.

The final outcome after previous therapy

with progestagens is known for 154 preg-

nancies. Five of the 154 were twin preg-

nancies or a ratio of single to multiple ges-

tations of 1:31.
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The essayist reviews promising results in recent aproaches to irradiation of tumors by fractionation

of total dosage, thereby apparently reducing the incidence and severity of reactions in the normal tis-

sues.

Time-Dose Relationships In Radiotherapy*

WILLIAM L. CALDWELL, M.D.,f Nashville, Tenn.

With the availability of modern mega-

voltage treatment facilities it is now possi-

ble, through elegant technics devised with

the help of radiologic physicists, to deliver

large doses of radiation to localized tumors

with minimal risk to adjacent normal tis-

sues. Certain reversible side effects are

still associated with such radiotherapy and

there is even a rare situation of long term

consequence; both problems are less fre-

quent than in the area of kilovoltage ther-

apy.

In spite of these advances, however, it is

still not possible to cure, by the use of ioniz-

ing radiations, all patients who have region-

ally localized disease. Small tumors (e.g.,

carcinoma of the cervix, carcinoma of the

larynx, head and neck tumors of squamous
cell origin, carcinomas of the skin, etc.) can

be permanently eradicated by irradiation

with relative ease with 90% or better confi-

dence. But as the size and extent of the

primary lesions increase, there is greater

difficulty in obtaining local control with ra-

diotherapy (and with surgery, for that mat-

ter) . Larger doses of radiation might be

expected to yield a greater cure rate in

these instances, but ordinarily at the risk of

an increased incidence of reversible reac-

tions and even long term damage to normal

tissues

Efforts are being made to improve the

therapeutic ratio of ionizing radia-

tions,—that is, to increase the relative effect

on tumor tissue as compared to the effect

on normal tissues. Means which have been

instituted to accomplish this include:—the

*Read at the meeting of the Tennessee Radio-

logical Society, April 15, 1967, Memphis, Tenn.

fFrom the Department of Radiology, Division

of Radiotherapy and Radiation Research, Vander-
bilt University School of Medicine, Nashville,

Tenn.

**In an attempt to increase the sensitivity of

hypoxic tumor cells, ordinarily relatively resistant

to radiation and particularly prevalent in large

tumors.

use of high pressure oxygen or intra-

arterial hydrogen peroxide in conjunction

with irradiation**; administration of radia-

tion sensitizers such as halogenated pyrimi-

dines (BUdR)
;
use of radiotherapy subse-

quent to or concomittantly with chemother-

apy methotrexate or 5FU; or, changes in

the spatial relationship of radiation in terms

of the size and number of increments of ra-

diation as well as the timing of these incre-

ments. It is in this latter area that I will

make brief, hopefully pertinent, comments.

In the 1920’s it was discovered by Regaud
and Ferroux 1 that one could successfully

sterilize the ram’s testis without damaging
the overlying skin by the use of multiple

fractions of radiation. A single dose of ra-

diation, adequate to sterilize the testis, was
associated with irreversible reactions in the

overlying skin. With this elementary ra-

diobiologic data, multiple fraction radio-

therapy was initiated in an effort to achieve

sterilization; the premise was that tumor
tissues perhaps more closely resemble testi-

cular tissue than skin. Treatment regimens

utilizing regularly spaced multiple fractions

of irradiation proved relatively successful.

Consequently, for the past three decades

most treatments with radiotherapy empiri-

cally have been given on a 5 to 6 times a

week basis with overall treatment times, for

curative therapy, lasting from 4 to 8 weeks
with total doses in the neighborhood of

6,000 rads.

It seems very likely that optimal time-

dose relationships have not as yet been

found. Such optimal technics theoretically

should result in a significant increase in the

present local cure rate obtained.

Scanlon2 of the Mayo Clinic and

Sambrook 3 of Swansea, Wales have both

championed the use of split-course radio-

therapy. With this technic a short course of

radiation is given, and the patient is then

allowed to rest for 2 to 3 weeks, and subse-

quently another course of radiation is given.
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It is thought, by proponents of this technic,

that during the rest period there is con-

siderable recovery of the normal tissues,

but little, if any, regrowth of neoplasm. If

this is indeed what occurs, with the initia-

tion of the second half of a split-course of

treatment the normal tissues have a relative

advantage over that of the neoplastic tis-

sues. Recent reports by Scanlon4 suggest

that the split-course technic has a definite

advantage although, since randomized stud-

ies were not conducted, it is difficult to be

certain. My own personal experience, with

limited use of this method, is that normal

tissues do tolerate this treatment (3,000

rads in 2 weeks, 3 weeks rest, and another

3,000 rads in 2 weeks) well; it is still too

early for even a subjective impression

about the response of tumors to such a regi-

men. A nation-wide study involving many
institutions is being organized to evaluate

adequately the advantage of the split-course

technic.

In some institutions treatment is done 3

times a week instead of the more usual 5

times a week and in most instances this

treatment seems well tolerated. 5 The ad-

vantage of this is that relatively large incre-

ments of radiation can be given at each

fraction and from a radiobiologic standpoint

this seems desirable. If treatment is given

over the same overall time period, because

of a smaller number of fractions of radia-

tion, the dose is ordinarily reduced by ap-

proximately 10% with such a technic.

The advantage in clinical practice of large

increments of radiation has been clearly

shown by Finney. 6 Patients with Stage T1

or T2 carcinomas of the bladder were
treated by him at Newcastle-on-Tyne by
three different dose schedules. All patients,

randomly categorized as to dose schedule,

were treated with a three field technic with

moderate sized fields to a total dose of 6,500

rads. One group was treated with incre-

ments of 200 rads per treatment, another

with 250 rads per treatment, and another

with 300 rads per treatment, all patients

being treated 5 times a week until a dose of

6,500 rads was attained. At 3 years there

were 3 of 16 survivors in the 200 rad per

treatment group, 4 out of 16 survivors in the

250 rad per treatment group, and 12 out of

16 survivors in the 300 rad per treatment

group. This is an obviously significant

difference. There was an increased inci-

dence of gastrointestinal complications in

the group treated with the 300 rad fractions,

but in most instances the reactions were re-

versible; one patient required a permanent
colostomy. A split-course technic might

permit one to give large increment therapy

with the rest period allowing reduction in

the incidence of anticipated complications

in the normal tissues.

Other time-dose relationships, based on

future radiobiologic studies, should prove

promising. Irregular scheduling of treat-

ments might actually be more beneficial

than regularly scheduled treatments.

Summary. With the innovation of new
methods of radiotherapy, improvement in

the local control of tumors is anticipated

without an appreciable increase in reactions

in adjacent normal tissues. 5 Attempts to

obtain optimal fractionation and timing of

radiation doses seem an encouraging ap-

proach toward this end.

References

1. Regaud, C. and Ferroux, R.: Discourdance

des effets des rayons x, d’une part dans la peau,

d’autre part dans le testicule, par le fractionne-

ment de la dose: diminution de l’efficacite dans la

peau, maintein de l’efficacite dans le testicule,

Compt. rend. Soc. de Biol. 97: 431, 1927.

2. Scanlon, P. W.: Initial Experience with

Split-dose Periodic Radiation Therapy, Am. J.

Roentgenol. 84: 541, 1960.

3. Sambrook,, D. K.: Split-Course Radiation

Therapy in Malignant Tumors, Am. J. Roentgenol.

91: 37, 1964.

4. Scanlon, P. W., et al: Cancer of the Naso-
pharynx: 142 Patients Treated in the 11 Year Pe-
riod 1950-1962, Am. J. Roentgenol. 99: 313, 1967.

5. Botstein, C.: Reduced Fractionation in Ra-
diation Therapy, Am. J. Roentgenol. 91: 46,, 1964.

6. Finney, R.: The Treatment of Carcinoma of

the Bladder with Megavoltage Irradiation—

A

Clinical Trial, Clin. Radiol. 16: 324, 1965.



836 CYLINDROMAS OF THE HEAD AND NECK—Cox and Maguda August, 1967

Cylindromas Of The Head And Neck*
CHARLES W. COX, M.D., and THOMAS A. MAGUDA, M.D,f Memphis, Tenn.

Introduction

Cylindroma is an uncommon tumor con-

sidered by most authorities to be of epithe-

lial origin. It has been referred to by a va-

riety of terms including adenoid cystic car-

cinoma, basiloma, and adenocarcinoma,

cylindromatous type.

Cylindromas are generally thought to

originate from mucous glands scattered

throughout the mucosa of the lips, oral cav-

ity, palate, pharynx, larynx, trachea, bron-

chi, nose, and paranasal sinuses. It is per-

haps more commonly found in salivary

glands, especially the major salivary glands

which have large mucus producing acini.

Rare cases of adenoid cystic carcinoma of

the external auditory canal do not differ

from such tumors occurring elsewhere in

the body; however, some of these lesions of

the external canal contain yellow pigment

like that present in ceruminous glands, thus

suggesting origin from a ceruminous gland.

Historical Review

Billroth, 1 who originated the term “cylin-

droma” in 1856, is given credit by most

modern texts as the first to describe the

tumor. However, Robin and Laboulbene2

described the pathology and behavior of

this tumor 3 years earlier. A long list of

case reports subsequently appeared in the

literature with various names applied to

this lesion including myxosarcoma, basal

cell tumor, basiloma, adenomyoepithelioma,

and adenocystic carcinoma. Even today the

term “cylindroma” is not accepted univer-

sally, although it is a short specific term and
more generally used.

Histopathology

The diagnosis of cylindroma is made on

the basis of a characteristic tissue pattern.

It differs from many other tumors in that it

*Read at the meeting of the Tennessee Academy
of Otolaryngology, April 13, 1967, Memphis, Tenn.

fFrom the Surgical Service, Otolaryngology
Section, Veterans Administration Hospital, and
the Department of Surgery of the University of

Tennessee College of Medicine, Memphis, Tennes-
see.

does not have typical cells of distinctive

shape, size, and staining quality which are

diagnostic. Cords, tubules, and circum-

scribed masses of uniform cells with deeply

stained nuclei and scant cytoplasm are

found, and mitotic activity is usually mini-

mal. The cells may form a glandular ar-

rangement in some areas with tubular

lumen containing hyaline material. A
“swiss cheese” appearance is frequently

used in dscribing its histologic pattern. In

many cylindromas there are graduations

from the fenestrated pattern into more solid

elements similar to basal cell epithelioma of

skin. The photomicrograph exhibits the

typical cribriform arrangement of basiloid

cells. (Fig. 1.)

Fig. 1. Photomicrograph illustrating the typical

cribriform arrangement of basiloid cells.

Perineural lymphatic invasion is almost

invariably present. The tumor infiltrates

muscle and fascia, usually extending far be-

yond the gross margins of the lesion. It

may progress through bone via the marrow
spaces with little or no apparent destruction

of bone architecture and thus produce no

x-ray changes.

Cylindromas may resemble mixed tu-

mors; but usually they are found to be rela-

tively circumscribed, about 2 to 4 cm. in di-

ameter, and reveal little tendency to encap-

sulation. The capsule, when present, is

usually incomplete. The mass may be firm,

yellowish or grayish white, having a homo-
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genous appearance with little tendency to-

ward cystic degeneration or hemorrhage.

Many of the reports in the literature de-

scribe metastases from these tumors. They
can spread to the regional nodes and later

may evidence widespread metastases, espe-

cially to the pulmonary and skeletal sys-

tems.

Case Reports

Case 1. A 58 year old white man developed a

bulging, ulcerated lesion in the roof of his mouth
12 years ago, which was treated by a full course

of irradiation. He had no further difficulty until 1

year before admission when a painful, slightly ul-

cerated mass was noticed in the same area.

Examination revealed a firm, well circum-

scribed, 3 cm. mass involving almost the entire

hard palate, and extending onto the soft palate.

There was slight fullness of the left nasal cavity

posteriorly. X-ray examinations of the facial

bones were normal. A histologic diagnosis of cy-

lindroma was made.

The hard palate, left antrum, and a major por-

tion of the soft palate were excised. A prosthesis

was later constructed by the Dental Department.

Case 2. A 43 year old negro man developed

pain and bleeding from his right ear in 1963.

Several months later a preauricular mass devel-

oped but subsided following antibiotics and drain-

age. A biopsy from the ear canal was reported as

“adenoma, ceruminous glands.”

In July 1965, pain and bleeding of the ear again

occurred along with a right facial paralysis. He
was referred to the Veterans Administration Hos-

pital, Memphis, in November 1965. Examination

revealed a whitish friable lesion filling the exter-

nal canal. Two draining fistulas were present in

the postauricular area.

Following a biopsy report of basal cell carci-

noma radical excision of the entire ear, radical

mastoidectomy, and partial parotidectomy was
done. The pathologist reported adenocarcinoma,

cylindroma type.

Incidence

Cylindromas were reported by Foote and

Frazell3 to compose 4.4% of over 500 tumors

of the major salivary glands. Dockerty and

Mayo4 reported an 18% incidence of cylin-

droma among 81 cases of submaxillary tu-

mors. A report of 210 parotid neoplasms by
Quattlebaum5 revealed a 10% incidence of

this tumor. However, in the nose, throat,

and mouth the proportion of cylindromas to

other neoplasms is higher. McDonald and

Havens6 reported a 25% occurrence of cy-

lindroma from 339 cases of malignant glan-

dular tumors of these areas. Suehs7
,
in a

review of the literature with case reports,

mentions 33 cases of tracheal and 6 cases of

laryngeal cylindroma. Tauxe8
,
in a similar

study, gathered 27 cases involving the nasal

cavity and paranasal sinuses.

Cylindroma of the external auditory

canal is quite rare. Pulec9 could find only

17 acceptable cases in the literature and
added a series of 21 cases from the Mayo
Clinic.

Signs and Symptoms

Symptoms depend on the location of the

tumor. A mass, possibly of long duration,

with an intact overlying mucosa, is sugges-

tive of cylindroma. Pain is present in many
primary tumors and in almost all cases of

recurrent disease. Symptoms of nasal ob-

struction, irritation of dentures, proptosis,

and dysphagia may occur. Sinusitis, epis-

taxis, facial paralysis, localized anesthesia,

and visual disturbances are among the pre-

senting complaints.

In cylindroma of the ear, no one part of

the canal is more effected than others.

There is usually no prior history of aural

disease, and severe ear pain is an early and

almost constant symptom. Local progres-

sive growth of the tumor with repeated op-

erative procedures is a common clinical

characteristic.

Treatment

Although sensitive to radiotherapy, cylin-

dromas are probably not curable by this

form of treatment. The progress of the dis-

ease is not limited by anatomic planes. It is

unlikely that a patient in whom recurrent

cylindroma has developed can be cured by
any mode of therapy. Incomplete resection

appears to contribute to the development of

distant metastasis. 10 These features em-
phasize the generally accepted view that

wide excision of the lesion offers the best

chance of cure.

Summary

Cylindromas are adenocarcinomas which
arise in mucous glands and their ducts and

occur wherever these glands are found in

the upper digestive and respiratory pas-

sages. These tumors may rarely occur in

the external auditory canal, apparently

arising from the ceruminous glands. A case

report of cylindroma involving the external

auditory canal is added to the few cases

mentioned in the literature.
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Cylindroma presents a clinical and path-

ologic picture somewhat different from

other adenocarcinomas. It infiltrates

widely involving almost all types of adja-

cent tissue. Marked perineural extension is

a characteristic finding. Metastasis to re-

gional nodes and also to distant sites may
occur.

Although few patients have been cured,

many survive for long periods with locally

recurrent or metastatic disease. Roent-

genologic therapy may be of some short

term benefit, but surgical intervention ap-

pears to be the therapeutic method of

choice.
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*

PROSTHETIC REPLACEMENT OF THE MI-
TRAL VALVE: Preoperative and Postoperative

Clinical and Hemodynamic Assessments in 100

Patients. Morrow, A. G., Oldham, H. N., El-

kins, R. C., and Braunwald, E. Circulation 35:

962 (May) 1967.

The Starr-Edwards valve was employed for

isolated mitral replacement in 100 patients with

acquired mitral valvular disease at the National

Heart Institute between 1961 and 1965. All pa-

tients had acquired mitral valvular disease.

Among the 100 patients, 50 had pure or predomi-
nant mitral stenosis and 50, pure or predominant
mitral regurgitation. Preoperatively 2 patients

were in functional class II, 64 in class III, and 34

in class IV. All were studied before operation by
right and left heart catheterization, and the clini-

cal and hemodynamic abnormalities were defined

in detail and related to the valvular malforma-
tion. Seventeen patients died at or shortly after

operation. Seven others died in the late post-

operative period.

The 76 surviving patients have been followed
for intervals of 15 months to 5 years.

Forty-seven are asymptomatic (class I).

Twenty-six are in class II and 3 in class III.

*

Postoperative hemodynamic assessments uni-

formly demonstrated regression of pulmonary hy-
pertension, and intracardiac pressures and cardiac

index were usually normal at rest. Hemodynamic
responses to muscular exercise, however, were
abnormal in most patients. Since the total early

and late mortality following mitral replacement

among these patients was 24%, it seemed clear

that the operation should only be recommended
for severely disabled patients, those in functional

classes III or IV in whom the operation can rea-

sonably be expected to prolong life. If such pa-

tients are managed without operation the risk of

death within two years is equal to or exceeds the

risk of valve replacement. Important considera-

tion must be given to the gratifying symptomatic
and hemodynamic improvement that was shown
to follow mitral valve replacement. Although
present methods and prostheses employed for mi-
tral valve replacement are less than ideal, contin-

ued application of the operation is clearly indi-

cated in sevei’ely symptomatic patients since a

large proportion of them will survive and be sub-

stantially improved. (Abstracted for the Middle

Tennessee Heart Association, by Harold A. Col-

lins, M.D., Nashville.)
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Tetanus— An Old Problem, A New Dilemma*
Of all the poisons known to man, medi-

cine is perhaps most concerned with that

produced by tiny bacteria that go by the big

name Clostridium tetani. For it is this poi-

son, a sort of by-product of the growth of

the microscopic blob of life, that causes the

ravages of tetanus—commonly called lock-

jaw.

Modern medicine has greatly reduced the

prevalence of tetanus. In fact, its uncom-

monness has caused such public lack of con-

cern that the national level of immunity has

decreased in recent years. This in turn has

increased the danger that the disease will

start a comeback. To reverse this ironical

situation, the American Medical Association

has undertaken a continuing campaign of

public and professional education aimed at

getting the nation’s protection against tet-

anus on a firmer footing.

Tetanus remains one of the most danger-

ous diseases that can strike a human being.

No antibiotic or other drug can halt a

full-blown case of the disease, and about 60

per cent of those afflicted die, according to

Raymond L. White, M.D., former director of

environmental medicine for the AMA.
Tetanus never has been a mass killer as

pneumonia and tuberculosis once were, he

explains. But it does cause a particularly

frightening form of death among the major-

ity of those it strikes. “The fact is,” Dr.

White said, “practically no one needs to die

of tetanus ... or acquire the disease, for

that matter. Yet each year we still receive

reports of 400 or so cases.” The lethal seeds

of this insidious disease are found wherever

civilization leaves its mark—in farm soil,

city grit and household dirt. They have

popped up in hospital operating rooms

—

tracked in by street shoes—and at one time

were even isolated from surgical dusting

powder and “sterile” vaccines.

While tetanus rarely haunts the hospital

any more, its spores in many parts of Amer-

ica are nearly as common as dirt, and the

chances are you’re carrying some on your

*A Science Feature Article prepared by the

Communications Division, American Medical As-

sociation.

skin right now. How is it then that tetanus

is not a more common disease?

For one thing, physicians are trained and

retrained to take special precautions.

Almost every time he sees a wound—major

portal of entry for the disease—the specter

of tetanus arises in a doctor’s mind. For

another, tetanus is a finicky disease.

Circumstances must be exactly right for it

to strike. The drumstick-shaped micro-

organism that causes tetanus is physically

rather feeble. A breath of fresh air will

kill it—a fact which has led some physicians

to place tetanus victims in pressure cham-

bers where more oxygen than normal can

be forced into body tissues. The bacteria

grows well, however, in the air-free intes-

tional tract of animals, including man.

Within the intestines the bacteria offer no

outright threat to the host. The danger lies

in the spores or seeds produced by these

bacteria which reach the ground in animal

manure. In contrast to their parents, the

spores are extremely tough. They are not

affected by air and are even transported

great distances by the wind. They can en-

dure an hour in boiling water or germinate

after sitting in wait for a victim for as long

as eleven years—providing conditions are to

their liking. In order to begin their chain

of infection, tetanus spores must be injected

into the living tissue of the body. This can

be accomplished by a cut, scrape, scratch or

even something as minute as an insect

sting—things people usually don’t see a

physician about. Usually the spore is

flushed out of a free-bleeding wound. But

when there is little bleeding, as in puncture

or crushing wounds, or when dirt or dead

tissue within a wound keeps blood away
from tetanus spores, then the seeds may
hatch into the tetanus bacteria, which grow

and liberate their poison.

There are two agents in this poison, both

of which are probably necessary if the

bacteria are to begin their destructive infec-

tion. One, tetanolysis, has the ability to

break down red blood cells, thus insulating

the bacteria and allowing them to multiply.

Tetanospasmin, the other chemical in the
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poison, attacks the nerve centers causing

convulsions and muscular spasms—some so

severe that victims have been known to

fracture their own vertebra. Tetanospasmin

is of such potency that a thin coating on a

pin point would be enough to cause several

deaths. Usually the first nerves to show

evidence that tetanus toxin is at work are

those of the head and neck, and particularly

the chewing muscles. These turn rigid

through spasm and give the disease its fa-

miliar name. Once the toxin has entered

the nervous system, tetanus is largely out

of reach of medicine. So, it becomes the

physician’s task to prevent the toxin from

ever getting that far.

Medicine has two weapons to guard

against tetanus. One, an antitoxin, is capa-

ble of neutralizing the deadly by-products

of the tetanus bacteria once they have

sprung to life within the body. The other

tetanus toxoid, works something like a vac-

cine, stimulating the body into defending it-

self against tetanus. The antitoxin was dis-

covered first, and was used extensively dur-

ing World War I. It saved many thousands

of lives, for the long-cultivated and heavily

manured fields of Flanders were found to

have a particularly heavy concentration of

tetanus spores. The antitoxin, however,

has one serious drawback. Animal serum is

used in its manufacture, and some people

are literally deadly allergic to animal

serum. Therefore, antitoxin is employed

only as an emergency measure and only

after a person’s sensitivity to serum has

been determined.

Far more preferable is tetanus toxoid. It

rarely produces dangerous side effects and,

when injected like a vaccine, has protection

already established should tetanus spores

subsequently enter the body. World War II

offered the best proof of the value of tet-

anus toxoid. Of the 600,000 Americans

who were wounded in action only one de-

veloped tetanus. The situation was far

different in the Japanese and German ar-

mies which continued to rely on the anti-

toxin. Thousands of Axis soldiers died be-

cause they could not be given the anti-

toxin in time.

“Despite the almost complete protection

against tetanus offered by immunization,

the disease remains a ticklish proposition in

this country because millions of people have

allowed their immunity to wane, and mil-

lions more have never been immunized,”

Dr. White said. “Most people don’t seem to

realize that one shot of tetanus toxoid or

even a single series of shots, won’t confer

life-long immunity. Complete protection

demands recurrent immunization.” The

need for continued protection is demon-

strated by the ability of tetanus to sort of

“out-wait” the body defenses. Spores have

been known to lie dormant in the scar tis-

sue of an old wound, or in bits of dead bone

resulting from a complicated fracture, until

a subsequent injury set them free to spring

into virulence. Injury, even without exter-

nal wounding, can also trigger the growth

of tetanus bacteria in internal organs where

spores can be carried by the blood stream

from the site of a wound.

Immunity against tetanus is initiated by a

series of three shots spaced out over eight

weeks and followed by a booster dose

within six to 12 months. This immunity is

then maintained by booster doses every five

years, and a similar booster dose after any

injury that might cause tetanus. Protection

should start early—one and a half to two

months after birth—for the scrapes and

falls of childhood offer tetanus many oppor-

tunities, Dr. White said. “In the nation

today, tetanus mortality is highest in young
children. This can only be true because so

many parents fail to take advantage of tet-

anus immunization for their infants,” he

said.

While perhaps less open to infection, the

adult population is so “extremely noncha-
lant” about tetanus that “an estimated

three-fourths are lacking in immunity,” ac-

cording to Dr. White. “This,” he adds, “is

sheer neglect. With the new emphasis on

outdoor living, with accidents on the in-

crease and with the spore of tetanus in the

dust and dirt all about us, we can only look

forward to an increase in this deadly dis-

ease unless we make better use of our good
sense, get immunized and keep immunized.”
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STAFF CONFERENCE

Heart Disease in Pregnancy

University of Tennessee Hospitals*

DR. SAM PATTERSON: This case con-

cerns heart disease in pregnancy, and there

are various facets of the problem that this

case illustrates. The case will be presented

by Dr. Arthur Fort. The members of the

panel are Dr. John Q. Adams, Dr. Dan Cope-

land from the Division of Cardiology, Dr.

Paul Sherman from the Division of Cardio-

vascular Surgery and myself, Dr. Sam Pat-

terson from the Department of Obstetrics

and Gynecology.

DR. ARTHUR FORT: Gentlemen, this is

a very interesting but unfortunate case of a

young woman who had severe heart disease

which was organic in nature and compli-

cated by pregnancy. This case will give us

an opportunity to discuss several things:

—

first, the additional load which pregnancy

imposes on a normal as well as an abnor-

mal heart; second, the complex problems of

managing and diagnosing organic heart dis-

ease in pregnancy from the view of the car-

diologist, the cardiac surgeon, and the ob-

stetrician; and third, the rapid advances in

the field of cardiac surgery and heart dis-

ease with pregnancy.

This is the case of a 22 year old white woman,
gravida 4, para 3, at 14 weeks’ gestation. She had
valvular heart disease principally in the form of

mitral insufficiency and mitral stenosis. She had
an enlarged heart, so enlarged that it compressed
the recurrent laryngeal nerve causing hoarseness.

She had a fixed cardiac output and was a func-

tional late Class III.

That is her general story, but I will now unfold

the case from the beginning. She was born ap-

parently normal and had a normally active child-

hood. During her teenage years she played bas-

ketball on the high school team. At age 16, she

married to get away from a rather poor home en-

vironment. At 17 years of age, she had an appar-
ently normal uneventful pregnancy and delivery.

She delivered a 4 pound infant which died at 2

days of age, presumably of prematurity. Her 2nd
pregnancy occurred at age 18. At 24 weeks’ ges-

tation during that pregnancy she had the onset of

orthopnea and dyspnea on moderate exertion

*From the Department of Obstetrics and Gyne-
cology, University of Tennessee College of Medi-
cine, Memphis, Tennessee.

which continued throughout her pregnancy. Her
local doctor did not listen to her heart and did not

give treatment. She delivered a 6 lb. 5 oz. infant,

which died on the second day of life gasping and
blue. At that time she was a Class III cardiac

and was given diuretics with symptomatic im-

provement. The onset of the heart disease, then,

was at 18 years of age with no history of URI or

anything suggesting rheumatic fever. During the

interval between her 2nd and 3rd pregnancy, she

continued having orthopnea, dyspnea with exer-

tion, and easy fatigability. She could do her

housework if she rested every 10 to 15 minutes.

Three years later at age 21, still a Class III car-

diac she was carefully managed through her 3rd

pregnancy without developing cardiac decompen-
sation. She delivered a 6 lb. 4 oz. infant which is

doing well at 15 months of age. Immediately

postpartum, she developed severe congestive heart

failure a few hours following delivery. She was
hospitalized for 2 months, and moving from bed to

chair was about all the exertion she could tolerate

during this period. She was classified as a Class

IV during this interval. About 2 months postpar-

tum she improved a little and was able to do her

housework providing she rested every 10 to 15

minutes. She was then in a functional Class III

again.

About a year later at age 22 she became preg-

nant for the 4th time and was referred to the Uni-

versity of Tennessee at about 14 weeks’ gestation.

There had been no evidence of any progression of

disease since she recovered from the puerperium

of her prior pregnancy and she was able to do or-

dinary housework.

DR. PATTERSON: As we consider the

patient for the first time, there are a num-
ber of questions that come to mind. Can
this patient carry this pregnancy? What
are her chances? What will be the stress

on her cardiovascular system? What is the

status of her heart lesion? What kind of

heart lesion does she have? Can this lesion

be corrected by cardiac surgery? And,

should possibly the patient be sterilized if

she has this baby, or if she does not have

this baby? Dr. Copeland is our cardiology

consultant who has interviewed the patient

and reviewed her EKG’s.

DR. DAN COPELAND: I think it was Sir

James Mackenzie who first said that the

loudness of a murmur should not intimidate

one in caring for a pregnant woman but

rather the functional state of the heart; that

is, has it failed, how bad is the failure, and

how difficult is it to control the failure? I

think all tend to be a little frightened by

heart disease in pregnancy. One reason is

that it is very difficult to assess the symp-
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toms of heart failure in pregnancy. For ex-

ample, dyspnea, I think, occurs in some-

thing like 60% of all pregnant women with-

out any heart disease. Most pregnant

women have some ankle edema during later

pregnancy, and frequently a little tachycar-

dia. There may also be EKG. changes dur-

ing pregnancy.

When I first saw this girl I was impressed

that she was a severe cardiac. I first

thought that she was not well digitalized

because she had tachycardia at bed rest and

some moist rales. We altered her medica-

tion, she became accustomed to being ex-

amined by us, and the heart rate slowed.

The point of maximum impulse was way
out at the anterior axillary line. Her chest

film revealed a huge heart filling the left

hemithorax. The predominant murmur
was a loud systolic murmur. The liver was
enlarged, and it was obvious that her nor-

mal nonpregnant activity was restricted

considerably, so we called her a functional

Class III cardiac, meaning that she could do

ordinary activity but markedly limited by
her cardiac disease. Since she was 14

weeks pregnant, I started looking for a way
out. Now, had this represented a pure le-

sion of mitral stenosis, I don’t think we
would have worried very much about it be-

cause the cardiac surgeons now can perform
closed mitral commissurotomy on pregnant

women without a great deal of apprehen-

sion. It has been shown that the indications

for mitral commissurotomy during preg-

nancy are the same as in nonpregnant
women. There is some increased incidence

of prematurity and of miscarriage perhaps,

but there are few maternal deaths asso-

ciated with closed heart surgery or with re-

pair of a patent ductus. However, the prob-

lem was mitral insufficiency and, if any car-

diac surgery were to be attempted, it would
have to be done using the heart-lung bypass

and would probably require a prosthetic

valve. I did not think she could be handled

medically through the pregnancy. There
are series reported from Dublin and Boston

where all grades of cardiac function have
been handled through pregnancy, but the

Class III or III 1/2, as with this lady, just do

not do well on a medical regimen. She
would require institutionalization, severe

sodium and caloric restriction, and anti-

biotic coverage throughout pregnancy. So,

though she was 14 weeks along at the time,

it seemed that the easier way was to inter-

rupt the pregnancy and then try to contend

with the heart disease. I hasten to add that

at 14 weeks the hemodymanic load of preg-

nancy has not yet been reached. When I

first saw her, she was just as she would
have been if not pregnant.

DR. PATTERSON: Dr. Copeland, al-

though this patient is a Class III at 14

weeks, what do you think she will be at the

end of this pregnancy?

DR. COPELAND: I think she would have
been a Class IV by the 32nd week, if not be-

fore.

DR. PATTERSON: I would like for Dr.

Adams to discuss cardiovascular physiology

during pregnancy.

DR. JOHN Q. ADAMS: Alterations in

cardiovascular physiology occur during all

pregnancies. These alterations take place

in normal patients as well as in patients

with heart disease. A normal patient, how-
ever, is well able to compensate for the

stresses placed on her heart.

There are two points of maximal cardiac

stress during pregnancy, as reflected by the

cardiac work load which parallels cardiac

output. If one plots cardiac output in nor-

mal pregnancy, the first trimester shows no
increase whatsoever. About the beginning

of the second trimester there is an increase

in cardiac output which reaches a maxi-

mum at about 28 to 30 weeks. This increase

is about 30% over the nonpregnant level.

This peak at 28 or 30 weeks is the first max-
imum the heart must endure. A patient

with heart disease may have difficulty as

this time is approached. After reaching

this peak, spontaneous improvement
usually occurs. If decompensation does not

occur by 30 or 32 weeks, it probably will not

in the latter part of pregnancy. Immedi-
ately after delivery, due to several factors

we will not take time to go into, there is

another rise in cardiac output. There is a

sudden increase and then a leveling off,

reaching a nonpregnant level about two
weeks postpartum. This is the second point

to watch, the immediate postpartum period.

If decompensation is to occur again, this

is the dangerous time.

DR. PATTERSON: Thank you, Dr.
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Adams. Although Dr. Copeland has al-

ready said he does not think this patient

ought to be allowed to carry this pregnancy,

let us disregard this for the moment and ask

Dr. Sherman to tell us his opinion regarding

the cardiac lesion and to tell us if this is a

lesion that is correctable by surgery. We
have already been told that patients may
have cardiac surgery during pregnancy, and

we would like to hear from Dr. Sherman re-

garding the type of operation this patient

could or should have and other lesions that

might be correctable by cardiac surgery

during pregnancy and the time at which

these are best done during pregnancy.

DR. PAUL SHERMAN: Gentlemen, this

is a bad case as you will see; but, neverthe-

less, the concepts we are going to develop as

far as cardiac surgery is concerned are very

important. We can start with what Dr.

Adams said as far as the cardiac output is

concerned. Surgery could offer this patient

what? It could offer this patient a new mi-

tral valve. That would be important be-

cause of the insufficiency. Early in preg-

nancy before extra stress occurs the lungs

are getting 4-f- regurgitant flow of pressure

back into the lungs and on the right heart.

There is a vicious cycle. She can’t get

blood out of the aorta. It is going back into

her lungs, and the right heart is trying to

compensate by crushing against the disease.

As the blood volume increases in preg-

nancy, which is worse for the patient, the

problem becomes infinitely worse on an ex-

ponential scale. She will not get worse

slowly, but will suddenly. When she has a

cardiac output of about 30% above normal,

she will go from a Class III to a Class V-f-

overnight. Some develop irreversible fail-

ure.

The problem we are faced with surgically

is what to do with this pregnant woman
who is obviously headed toward disaster

with this pregnancy. The percentages are

so great that one cannot deny considering

this from a surgical viewpoint. We are

faced with the problems of increased car-

diac output and increased volemia. We
have mitral surgery to offer, and there are

two categories—one is reconstruction of the

annulus with annuloplasty and the other is

replacement of the whole valve with a new

prosthetic valve. A third point that we
have to consider is the pregnancy itself.

Let’s take up this point first—should we
perfuse this patient with a pregnancy or

without? We are concerned that with per-

fusion an abnormal baby may be produced.

Some take it with a grain of salt and say,

“Oh, that’s nothing, we perfuse these every

day.” Both attitudes are wrong. There are

apparently some instances of abnormal chil-

dren with perfused cases, but statistically

not proved as to etiology. It may be that

this is simply a manifestation of people who
are sick with heart disease, and who have
abnormal children. Can we perfuse them
in the first place without losing the mother?
Yes, we can! Has it been done before?

Yes, it has! Has it been done with mitral

disease? Yes, it has. Has it been done with

left heart surgery—that is where you oper-

ate on the aortic valvular side or the aorta?

Yes, it has! How long does the operation

take? Forty-five minutes at least. Are
these children normal? Instances that I

have seen, yes, they are normal. Have peo-

ple died under these conditions? Yes, they

have, and they run more risk than those

who are not pregnant.

Considering all this, one might ask,

“What are you waiting for, doctor, why
don’t you get busy and operate on this

woman?” But, we are faced with addi-

tional problems. We don’t know from the

outside, that is not looking at the valve,

whether or not annuloplasty is indicated

here, an operation which has a relatively

bad reputation among cardiac surgeons as

far as efficiency, long term longevity of the

patient, and satisfactory results are con-

cerned. To balance that off, there are new
types of annuloplasties that have had better

results over the past 3 to 4 years. However,
the results are not as good as with pros-

thetic valves. There is probably about an

85% chance that we would have to put a

prosthetic valve in this girl’s mitral annulus

and about a 15% chance that we could get

away with an annuloplasty of modern type.

Under these conditions, what do we offer

the patient? Long term anticoagulation

might be required. So we toss that prob-

lem right back into the laps of Dr. Adams
and Dr. Copeland. We agree to take this

girl and perfuse her. We can accept the
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risk to the pregnancy. It is a risk that is

not unwarranted. If she wants the child or

if there are other mitigating circumstances,

such as religion, I would not refuse surgery

and allow a physiologic castastrophe just

because she is pregnant and could not be

placed on the pump. But, we need anticoag-

ulants about the fourth day postoperative-

ly and to continue these throughout the

pregnancy. If this is done, where do we
stand?

DR. COPELAND: If you were able to do

an annuloplasty, would you have to use an-

ticoagulants.

DR. SHERMAN: No! I am sorry that I

did not say anything about annuloplasty not

requiring anticoagulation. But, with

prosthetic valves, 10 or 15% of cases will

accumulate thrombi that will embolize.

DR. COPELAND: Dr. Paul Sherman and
Dr. Jim Pate can put in cage ball valves all

day with very little difficulty and rarely

with leakage now. They fit fine, but what
happens after long followup?—Endocarditis

develops around the valve mounts, clots ap-

pear on the valves, and the patients have to

be treated by antibiotics as well as on anti-

coagulants for a long time to prevent septic

embolization from the prosthetic valves.

DR. PATTERSON: We might mention
anticoagulation in pregnancy. We have
had bad experience with coumadin deriva-

tives and no longer use them in pregnancy.

The last two or three patients we carried on
coumadin had intrauterine deaths. This

has been reported throughout the country

now, and patients who require anticoagu-

lants during pregnancy should be heparin-

ized. Dr. Sherman, did you say if this preg-

nancy is carried when the ideal time to per-

form cardiac surgery would be? How long

before this peak load at 28 weeks? Is it 26

or 13 or 18 weeks?

DR. SHERMAN: Well, I don’t think 28

weeks is a hard and fast number, but the

sooner before the 28th week the better.

DR. PATTERSON: Don’t we think it’s

probably best done after organogenesis and
after the first 12 weeks, sometime before the

18th or 24th week?
DR. ADAMS: Any time during that pe-

riod would be adequate. I would hesitate

anytime beyond the 24th week, for sure,

and preferably earlier than that.

I think Dr. Copeland and Dr. Sherman
are about to ask us as obstetricians, “How
about terminating this pregnancy, so we
can get on with it?” I think that we have
seen the pendulum swing back and forth

concerning termination of cardiac patients

in pregnancy. There was an era in which
this was done freely, and pregnancies in

women with heart disease were terminated.

Then the internists became able to give

medication very accurately, and we came
through an era in which pregnancies were
never terminated for heart disease. Now
with the advent of cardiac surgery we are

again admitting that there are patients that

may require termination in order to be ade-

quately treated. This pregnancy may well

be one that we are willing to terminate in

order to allow adequate cardiac therapy.

Ten years ago we probably wouldn’t have
terminated the pregnancy. We would have

hospitalized her for six months on a strict

medical regimen.

We are getting a little more liberal now,

and the pendulum is swinging back, I hope
not back as far as it once was; but certain

pregnancies, after consultation with cardiol-

ogists and thoracic surgeons, should be ter-

minated. This is a very laborious decision

and is certainly not taken lightly, but in

this particular patient the obstetricians did

agree to terminate the pregnancy so that

cardiac surgery could be performed.

DR. FORT: May I ask a question before

we go any further? How progressive

would this patient’s heart condition be if

she were not pregnant? Also, how long

would it take after surgery for her heart

condition to reverse? She is now 14 weeks.

Will she improve by 28 weeks’ supposing

that the operation is a total success?

DR. PATTERSON: Are you asking if she

will be a Class I after surgery? Is that

what you are saying?

DR. FORT: Yes.

DR. COPELAND: The answer to that lies

in her heart size and the condition of her

myocardium. The heart fibers are already

stressed about as far as they can go, and
that is irreversible.

Cardiac catheterization revealed that the

intraventricular pressure tracings showed
no compliance in the ventricular wall,

which meant that contractility was already
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very poor due to prolonged heart failure.

The myocardium was almost surely se-

verely damaged in this case and only mod-
est to moderate improvement might be

hoped for with the best technical results.

Do you agree, Dr. Sherman?
DR. SHERMAN: Certainly we wouldn’t

want to operate and not feel very strongly

that the patient was going to get better,

barring some complicated problem with

surgery per se. I would state very strongly

that this would be better at 14 weeks. It

certainly takes 6 weeks to get a substantial

increase in intracellular protein that is in-

volved intimately in metabolism, so one

wouldn’t want less than 6 weeks to really

show better muscle strength, whether it is

the gastrocnemius or the myocardium. At
14 weeks I would expect that it would cer-

tainly protect the lungs and the right heart

and take the strain off of the left heart

sufficiently to allow her to carry the preg-

nancy. That would be the hope with sur-

gery.

DR. PATTERSON: When we had this pa-

tient originally, in poor condition, we
thought that we would give her to the car-

diologists and cardiovascular surgeons and
they would help her for a while and then

give her back to us in good shape. Now
they have just caught the ball and thrown it

back, saying, “We would like for you to

consider termination of this pregnancy be-

fore we go ahead with any heart surgery.”

So the question then came back to our de-

partment regarding therapeutic abortion.

There are several ways that this could be

performed. She was a little far along for D
& C, since the uterus was a good 14 weeks’

size. Abdominal hysterotomy could be

used, or transabdominal injection of a solu-

tion that would cause evacuation vaginally

might be a good method. The solutions that

have been used for this are hypertonic sa-

line and hypertonic glucose, 200 ml. as a

rule of 20% saline or 50% glucose. Dr.

Adams, what is your opinion regarding this

type of termination for this pregnancy?

DR. ADAMS: Well, I think that an in-

trauterine injection technic is ideal for this

patient because it is an atraumatic means of

inducing labor. We would otherwise have
to do a hysterotomy, and this is a surgical

procedure requiring anesthesia and may be

associated with excessive blood loss, infec-

tion and anything else among surgical com-
plications. So, the least traumatic way of

terminating this pregnancy would be best

for the patient. Transabdominal amniocen-

tesis would be ideal, and the two solutions

mentioned are both usually effective. We
have been concerned by reports in the liter-

ature concerning complications with hyper-

tonic glucose. Heretofore, glucose has been
the standard solution for injection in the

uterus to induce abortion in these patients,

but a report came out about six months ago

of necrosis of the myometrium caused by
glucose, indicating that glucose may not be

innocuous and that saline is probably the

best solution to use. We were hesitant to

use hypertonic saline in a Class III cardiac

so we thought glucose would be better.

DR. PATTERSON: There has been in the

literature recently 3 cases of maternal death

due to introduction of hypertonic glucose.

These were associated with intravascular

gas gangrene. I think at this time that we
are glad perhaps we didn’t know it then be-

cause we were hesitant to use hypertonic

saline.

The question also arose as to the type of

anesthesia preferred if hysterotomy were to

be performed and about sterilization. The
ideal type of anesthesia in a patient with

this type heart disease would be local

anesthesia. This can work out well many
times. Nevertheless, on opening the uterus

sometimes other anesthesia is necessary.

Then as Dr. Adams mentioned the blood

loss that occasionally may occur with ab-

dominal hysterotomy was considered. It

was debated, and we decided on transab-

dominal amniocentesis with injection of a

hypertonic solution. Dr. Fort, exactly what
was done?

DR. FORT: Hypertonic glucose was in-

jected twice, 48 hours between injections.

She aborted about 12 hours after the second

injection.

DR. PATTERSON: In view of the compli-

cations reported since this case was han-

dled, I think we would not advocate its use

now. For injecting saline or for the simple

diagnostic tap we use a small No. 20 needle,

but a large No. 14 or 16 needle is necessary

with thick glucose.

We performed a tubal ligation on the pa-
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tient after consultation with the men on
this panel. Dr. Copeland said he thought

she probably would not revert to a much
lower class cardiac with valvular replace-

ment. She agreed to this very readily and

so did her boy friend who was the father of

this pregnancy. He had her legal husband
come in to sign the papers. Sterilization

was performed and anesthesia about a week
after she aborted. Then we turned her back

over to the cardiovascular surgeons, after

we had evacuated the uterus and tied her

tubes.

DR. SHERMAN: At this point we cathe-

terized the left side of her heart to be certain

she had no aortic insufficiency and to know
when she went on the pump whether or not

the aortic valve was competent or incompe-

tent. Not that one cannot operate if it is in-

competent, but one must know. Using the

extracorporeal unit the blood comes from

the inferior and superior vena cavae out of

the heart by two large silastic catheters

which have been placed in these cavae

through the right atrium down into the su-

perior and inferior vena cavae. The cavae

are tied down around these catheters forc-

ing all the blood through the catheters into

the heart lung machine where it is oxygen-

ated and the carbon dioxide is removed. It

is then filtered and pumped back into the

left femoral artery. It returns retrograde

through the aortic circulation and laterally

in the normal fashion from the aorta.

These vessels being ignorant—they don’t

know that the blood is going the wrong way
and not coming out of the heart. It even

perfuses the coronaries, but it must not leak

back into the left ventricle unless you know
it because this leakage back into the left

ventricle would overload the left ventricle

which is already in trouble. The strain of

an extra large volume being pumped into

her left ventricle could not be tolerated. So

one must know whether the left ventricle

needs to be vented, so that is why this left

sided aortic catheterization is done with an-

giography.

This patient then was allowed to go home.
She healed well from these procedures and
returned for open heart surgery. At the

time of open heart surgery which was ap-

proached midline through the sternum, the

left side of the heart was opened where the

right and left atria meet. In this case it

was quite straightforward to do an annulo-

plasty with total closure and complete ces-

sation of regurgitation with plenty of room
for blood to go through giving a satisfactory

cardiac output. She was taken to the re-

covery room but did not survive. There

was no urinary output postoperatively, and

it was noted on taking the cannula out of

the femoral artery that the situation was
diagnostic of having stripped the intima off

the media of the femoral artery. Although

her husband and fiance refused autopsy, dis-

secting aneurysm apparently blocked the

renal arteries. This is a matter of “happen-

stance” in this particular case and not perti-

nent to the gynecologic or surgical aspects.

Although she survived for some time in the

recovery room and her cardiac output was
satisfactory, she went into progressive aci-

dosis and did not survive. The essential

feature is that the girl wound up in a satis-

factory class and probably could have car-

ried her baby had this unfortunate compli-

cation not occurred with dissecting aneu-

rysm.

DR. PATTERSON: Thank you, Dr. Sher-

man, Dr. Copeland, Dr. Adams and Dr. Fort.

This case has served nicely to demonstrate

many of the aspects of heart disease compli-

cating pregnancy.
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“George wants to know if it’s okay to take his cold

medicine now, Doctor, instead of seven o’clock?”

The long-continued action of Novahistine LP

should help you both get a good night's sleep.

Two tablets in the morning and two in the evening

will usually provide round-the-clock relief by help-

ing clear congested air passages for freer breathing.

Novahistine LP also helps restore normal mucus

secretion and ciliary activity— normal physiologic

defenses against infection of the respiratory tract.

Use cautiously in individuals with severe hyperten-

sion, diabetes mellitus, hyperthyroidism or urinary

retention. Caution ambulatory patients that drowsi-

ness may result. Each Novahistine LP tablet con-

tains: phenylephrine hydrochloride, 25 mg., and

chlorpheniramine maleate, 4 mg.

NOVAHISTINE’ LP

PITMAN-MOORE Division of The Dow Chemical Company, Indianapolis
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TENNESSEE VALLEY MEDICAL ASSEMBLY
(Sponsored by the Chattanooga and Hamilton County Medical Society, Inc.)

MEMORIAL AUDITORIUM, CHATTANOOGA, TENNESSEE
Monday, October 2, and Tuesday, October 3, 1967

1STH ANNUAL ASSEMBLY
Monday, October 2, 1967

7:30 REGISTRATION BEGINS

9:00 Philip Thorek, M.D., Prof, of Surgery, Cook
Co. Graduate School of Medicine, Chicago, 111.,

“The Acute Abdomen in the Aged’’

9:30 Grant W. Liddle, M.D., Prof, of Medicine, Van-
derbilt Univ. School of Medicine, Nashville,

Tenn., “Ectopic Hormones”

10:00-10:30 A.M. INTERMISSION-REVIEW OF
EXHIBITS

10:30 H. M. Pollard, M.D., Prof, and Chr., Dept, of

Int. Med., Univ. of Michigan Medical School,

Ann Arbor, Michigan, “Management of Small
and Large Bowel Inflammatory Disease”

11:00 T. Manford McGee, M.D., Clin. Assoc. Prof.

Dept, of Otolaryngology, Wayne State Univ.

School of Medicine, Detroit, Mich., “Vertigo

and Its Interpretation”

11:30 Carroll L. Witten, M.D., Pres. American Acad-
emy of Gen. Practice, Louisville, Ky., “Medi-
care—What Does the Future Hold?”

NOON

Luncheon Symposiums—October 2, 1967—$4.00
(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

No. 1 “THE PATHOLOGY OF DIABETES-1967”
Guest Panelists: Shields Warren, M.D.

Vernon Knight, M.D.

No. 2. “CHANGING PATTERNS IN CANCER OF
THE G.I. TRACT”
Guest Panelists: Philip Thorek, M.D.

H. M. Pollard, M.D.

2:00 B. H. Scribner, M.D., Prof, of Medicine, Univ.
of Washington School of Medicine, Seattle,

Wash., “Dialysis in Chronic Renal Failure”

2:30 John G. Boutselis, M.D., Assoc. Prof., Dept.
Obstetrics 8c Gynecology, Ohio State Univ. Col-

lege of Medicine, Columbus, Ohio, “Carcinoma
In Situ of the Cervix”

3:00-3:30 P.M. INTERMISSION—Review of Exhibits

3:30 Vernon Knight, M.D., Chr. and Prof, of Medi-
cine, Baylor Univ. College of Medicine, Houston,
Texas, “New Studies on the Common Cold and
Influenza”

4:00 Shields Warren, M.D., Prof. Emeritus, Pathol-
ogy, New England Deaconess Hosp., Boston,
Mass., “Pathology of Cancer of the Thyroid and
its Relation to Radioactive Fallout”

Tuesday, October 3, 1967

7:30 REGISTRATION

9:00 Guy L. Odom, M.D., Prof. Neurosurgery, Duke
Univ. Medical School, Durham, N. C., “Intra-

cranial Bleeding of Non-Traumatic Origin”

9:30 Louis K. Diamond, M.D., Prof. Pediatrics, Har-
vard Medical School, Boston, Mass., “Blood and
Blood Replacement: Benefits and Hazards”

10:00-10:30 A.M. INTERMISSION-REVIEW OF
EXHIBITS

10:30 Robert A. Robinson, M.D., Prof. Orthopaedic
Surgery, Johns Hopkins Univ., Baltimore, Md.,
“Anterior Fusion of the Cervical Spine”

11:00 Harry W. Southwick, M.D., Clin. Prof, of Sur-

gery, Univ. of Illinois College of Medicine, Chi-
cago, 111., “Management of Disseminated Breast

Cancer”

11:30 James T. Grace, Jr., M.D., Asst. Dir., Roswell
Park Memorial Institute, Buffalo, New York,
“Viruses and Neoplasms”

NOON

Luncheon Symposiums—October 3, 1967—$4.00
(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

No. 3 “DO’S AND DON’TS IN THE EMERGENCY
ROOM”
Guest Panelists: R. A. Robinson, M.D., Guy L.

Odom, M.D., H. W. Southwick, M.D.

No. 4 “LYMPHOMAS AND RETROPERITONEAL
TUMORS”
Guest Panelists: J. T. Grace, Jr., M.D., Harris
D. Riley, M.D., J. E. Lewis, Jr., M.D., L. K.
Diamond, M.D.

2:00 Henry N. Harkins, M.D., Prof. & Chr., Dept,
of Surg., Univ. Washington School of Medicine,
Seattle, Wash., “Development and Advantages of
the ‘Combined Operation’ for Duodenal Ulcer
Incorporating Selected Vagotomy”

2:30 Harris D. Riley, Jr., M.D., Chr. Sc Prof., Pedi-

atrics, Univ. of Oklahoma School of Medicine,
Oklahoma City, Okla., “Measles Vaccine: Results

of Studies atid Use in Practice”

3:00-3:30 P.M. INTERMISSION—Review of Exhibits

3:30 Edward D. Freis, M.D., Sr. Medical Investigator,

Veterans Administration, Washington, D. C.,

“The Treatment of Hypertension”

4:00 J. Eugene Lewis, Jr., M.D., Assoc. Prof, of Clin.

Surgery, St. Louis Univ. School of Medicine, St.

Louis, Mo., “The Optimum Age for Elective

Surgery in Children”



Record Amount of

Business—Dr.

Ingram Re-elected

Dr. Rouse
Inaugurated
President

Therapeutic
Abortion

Government Health
Programs

Medicine and
Osteopathy

REPORT ON ACTIONS OF AMA HOUSE OF DELEGATES—ATLANTIC CITY

• The AMA House was presented with 151 items of business on
which action had to be taken, including a record total of
123 resolutions. Dr. Dwight L. Wilbur, San Francisco, was
named President-Elect. Dr. Alvin J. Ingram, Memphis, was
re-elected to the Board of Trustees for a three-year term.

The House heard outgoing President Charles L. Hudson,
Cleveland, Ohio, urge physicians to "take the initiative and
apply local solutions to local problems in order to persuade
people that the proper function of government is to confine
its activities to the support of private enterprise rather
than to act as a competitor."

• Dr. Milford 0. Rouse, Dallas, Texas, President, asked for
more unity within the medical profession

;
greater inter-

professional harmony with all other elements of health care
;

increased participation by physicians in the deliberations
and programs of their medical associations ; and the develop-
ment of interest in matters of overall health.

• The following was established as policy of the American
Medical Association: Recognizing that many physicians on
moral or religious grounds, oppose therapeutic abortion, the
AMA is opposed to induced abortion except when (1) there is
documented medical evidence that continuance of the preg-
nancy may threaten the health or life of the mother, or
(2) there is documented medical evidence that the infant
may be born with incapacitating physical deformity or mental
deficiency, or (3) there is documented medical evidence that
continuance of a pregnancy, resulting from legally estab-
lished statutory or forcible rape or incest may constitute a
threat to the mental or physical health of the patient

; (4)
two other physicians chosen because of their recognized pro-
fessional competence have examined the patient and have con-
curred in writing; and (5) the procedure is performed in a
hospital accredited by the Joint Commission on Accreditation
of Hospitals. It was determined that it is consistent with
the principles of ethics of AMA for physicians to provide
medical information to State Legislatures in their consider-
ation of revision and/or the development of new legislation
regarding therapeutic abortion.

• Reaffirmed policy that "the medical profession has
consistently held to two basic positions concerning per-
sonal health care and its financing: that no one should go
without needed care because of inability to pay, and that
responsibility for payment rests first on the individual
himself and then, to the extent that he is unable to pay, on
his family, the community, the county, the state, and to the
extent that lesser levels of government are unable to fi-
nance the care, the federal government."

• The House adopted the following recommendations regarding
the medical profession's relationships with osteopathy: (1)
Authorize the Board of Trustees to begin promptly negotia-



AMA Disability

Insurance
Program

Political Action

Generic
Prescribing

Other Actions

tions directed toward beginning official change of schools
of osteopathy to schools of medicine. (2) Authorize the
Council on Medical Education to undertake negotiations to
establish means by which selected students with proven sat-
isfactory scholastic ability in schools of osteopathy may
be considered by schools of medicine for transfer into
medical school classes.

• The House adopted guidelines to aid in negotiating and
executing the necessary contracts and in the future opera-
tion of the disability insurance program: (1) Provide ample
assurance that disability claimants will be treated equita-
bly and justly. (2) The carrier should guarantee benefits
and premiums for a period of at least five years in order to
assure the stability of the program. (3) Promotional liter-
ature be approved in advance by the Board or its designee
with all measures being kept within the bounds of dignity
and ethics. (4) A continuous ongoing review of the entire
program should be maintained and that insureds be made aware
of the necessity for a revision of the program at the end
of the five year period. (5) An AMA Disability Insurance
Committee should be continued and should provide a mechanism
for claims review.

® The House adopted a resolution "that medical societies be
urged to investigate, document and report to the Law Divi-
sion, all violations of Public Law 89-97 by officers and
employees of the federal government and that a status report
be provided to the House of Delegates at the 1967 Clinical
Convention.

"

• The AMA again reaffirmed its policy that physicians
should be free to use either the generic or the brand names
in prescribing drugs for their patients

; and encourage phy-
sicians to supplement medical judgments with cost considera-
tions in making this choice.

• . . . Referred to the Board of Trustees a proposal call-
ing for an annual AMA sponsored education conference for
state legislators . . . Reaffirmed its policy calling for
enactment of legislation to require the internal revenue
service to treat state-recognized professional associations
on the same basis as corporations as it did before issuance
of the so-called Kintner regulations in 1965 . . . Commended
Congressmen who have introduced legislation which would au-
thorize payment to a medicare beneficiary on the basis of a
physician's itemized statement of charges . . . Adopted a
resolution suggesting a feasibility study of converting
Veterans Administration Hospitals into community hospitals
with private medical staffs . . . Sought continued efforts
to change certification and recertification policy while
using admission and progress notes rather than special forms
now in use in hospitals . . . Agreed to the need for atten-
tion to political and socio-economic education in under-
graduate and postgraduate medical education . . . Referred
to the Council on Medical Education a resolution from the
Tennessee Delegation, suggesting a study to investigate
regular presentation of political and socio-economic matters
to the Student American Medical Association and other stu-
dent groups . . . Reaffirmed its support of diploma schools
of nursing and the other forms of nursing education in the
action taken in support of the resolution submitted by the
Tennessee Delegation.

The House commended hospitals conducting diploma schools
for helping to meet the nation's health needs and urged
them to continue the schools and increase enrollment, allow-
ing the individual to choose the kind of nursing education
he or she desires. The Reference Committee reported the
need for 850,000 professional nurses by 1970 and that to
reach this goal, nursing schools must produce 53,000 gradu-
ates per year by 1969.



Regional Medical
Programs Advance

State Legislation

Affecting Health Care

Hadley Williams, Public Service Director

• With the recent awarding of a $173,119 planning grant,
the Memphis Medical Region joins with the Tennessee Mid-
South Region in Nashville to give Tennessee two programs
under P.L. 89-239 (Heart, Cancer & Stroke).

Vanderbilt University in cooperation with Meharry Medical
College was given a planning grant of $205,390 in August,
1966 and just recently submitted operational projects to
Washington totalling over $4.9 million.

The Memphis Medical Region will include all of West Ten-
nessee West of the Tennessee River, a large part of Northern
Mississippi, most of Eastern Arkansas, and small portions of
Kentucky and Missouri. The total population of the area is
approximately 2.4 million persons.

The Tennessee Mid-South Regional Medical Program covers
all of Tennessee East of the Tennessee River and portions of
Southern Kentucky. Approximately two million persons reside
within the area to be served.

Thirty-four projects totaling just over $3 million for
the first year of operation was included in the Mid-South
Regional Program’s initial request to Washington. If ap-
proved, more than two-thirds of this amount or $2.1 million
will go to Vanderbilt and Meharry for 16 operational proj-
ects. By far the largest single project is a request by
Meharry for funds to establish a "multiphasic screening cen-
ter." Designed to evaluate the effectiveness of multiphasic
screening, early diagnosis, and adequate treatment on a de-
fined population group, $849,825 has been requested for the
first year of operation. An estimate of just over $2.1 mil-
lion will be required for the project over a three-year
period.

Cities and towns other than Nashville for which project
funds have been requested include Knoxville, Chattanooga,
Columbia, Tullahoma, Crossville, Clarksville, Franklin and
Oneida within the state, as well as, Murray and Hopkinsville
in Kentucky.

An advisory group composed of 58 people has been ap-
pointed by Vanderbilt University for the Mid-South Regional
Program. The Tennessee Medical Association has on the group
one representative. Dr. W. 0. Vaughan of Nashville.

• Physicians who serve on hospital utilization review com-
mittees as provided under P.L. 89-97 (Medicare) have been
declared immune from liability with respect to decisions
made on behalf of the committee so long as actions are made
in good faith and without malice. The General Assembly
adopted the above provisions during the 60-day legislative
session and the bill was signed into law by Governor Elling-
ton. Sponsored by TMA, the bill was introduced by Dr. Jack
Peeples, of Memphis in the House and Senator John Wilder of
Sommerville in the Senate.

Also adopted and signed by the governor was a bill which
removes blood and human tissues from the statutes pertaining
to the implied warranties of merchantability and fitness of
products. The amendment states that "the implied warranties
of merchantability and fitness shall not be applicable to a



contract for the sale, procurement, processing, distribution
or use of human tissues (such as corneas, bones, or organs),
whole blood, plasma, blood products or blood derivatives.
Such human tissues, whole blood, plasma, blood products, or
blood derivatives shall not be considered commodities sub-
ject to sale or barter, and the transplanting, injection,
transfusion or other transfer of such substances into the
human body shall be considered a medical service."

Dr. Peeples, along with nine others, introduced the bill
in the House as did Senator Wilder and two others in the
Senate. The TMA sponsored legislation is now in effect.

Workman's
Compensation
Revisions Adopted

Medical Laboratory
Licensure Act

• Several revisions in the Tennessee Workman's Compensation
law were adopted during the 1967 session of the General As-
sembly.

The most important change relative to medical care was
an amendment which increased the amount payable for care
from $1800 to $3500 and the amount available through court
authorization from $700 to $1500. Another amendment pro-
vides that the period during which the employer shall fur-
nish free to an injured employee medical and surgical treat-
ment is increased from the present one year to two years.

Physicians and hospitals in furnishing to the employer or
1

insurer a complete medical report on an injured employee
shall not be required to first obtain consent of the em-
ployee and such physicians and hospitals shall incur no lia-
bility as a result of submitting such medical report.

The law was further amended by inserting after the words
"The injured employee shall accept the same ; provided, that
the employer shall designate a group of three (3) or more
reputable physicians or surgeons" the following words "not
associated in practice."

The maximum weekly benefit was increased from $38 to $42
and the maximum benefit payable for death or total permanent
disability was increased from $14,000 to $16,000.

• The Tennessee General Assembly recently adopted a pro-
posal by the Tennessee Department of Public Health which
provided for the licensing of all medical laboratories and
lab personnel within the state. Excluded from the provi-
sions of the act are laboratories operated by physicians
solely as an adjunct to the treatment of their own patients.
If any referred work is received by these labs however, all
provisions of the new law will apply.

The Medicare law provides certain standards medical labs
must meet to qualify as a provider of services. In those
states that have not established standards for medical labs,
the Federal Government is expected to do so.

The new Tennessee Law provides for the establishment of
standards for the operation of medical laboratories and for
the licensing and payment of annual licensing fees by medi-
cal labs ; the licensing of medical laboratory personnel ;

annual registration and payment of fees for licensing of lab
personnel ; the establishment of standards that lab personnel
shall meet and standards that schools of laboratory medicine
shall be required to meet and maintain.

The Commissioner of Public Health has the authority to
appoint one or more advisory committees to assist in the
drafting of rules and regulations to govern medical labora-
tories, medical lab personnel and the training of medical
lab personnel within the state.
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^%e&Cclettt & r>aae
Health Ca re Costs

The progressive rise in health care costs in recent years has
been the subject of much debate in many conferences in the past
few months. The recent one in Washington called by President
Johnson to discuss this matter emphasizes the importance that he
attaches to it. Health, Education and Welfare Secretary John
Gardner, recently called on the medical and allied professions to

overhaul long-established practices and search for new and better
and less expensive ways of doing things. Dr. Milford O. Rouse,
recently-installed President of the American Medical Association,
commended the Administration for calling the conference. I am
sure that many more conferences and analytical studies of this

problem will be done in the succeeding months.

It is only proper that we point out for all to see some of the factors involved in ris-

ing health care costs that I have seen no mention of elsewhere. First, we must all face

the fact that the cost of all consumer services and goods is tied directly or indirectly to

the cost of operation of the Federal Government and the various state and local govern-
ments. Certainly as long as the government continues to spend more money and in-

creases taxes more and more, there can be no doubt that in order to keep profits at the

same level, increased prices will be necessary. As government spending spirals upward
and onward, consumers of services and goods will be forced to pay higher taxes, and
also higher prices for the services and goods they purchase, because the seller of these

goods and services will need to increase his prices to pay additional taxes.

We would be making a grave error, however, if we did not face the fact that we as

physicians have a considerable and direct influence on the cost of medical care. As I have
said before in these pages, the time for introspection and critical self-examination is

upon us and we can no longer afford the luxury of complacency and detachment from
the socio-economic problems of medical care. We must lay our traditional concepts of

the practice of medicine out on the dissecting table and examine its form and structure

with courage, daring and an open mind. We must have the courage to cast aside the

concepts that are useless and wasteful, the daring to undertake new methods, and the
open-mindedness to accept new ideas, whether they come from politicians, educators,

other professionals, or other sources.

One of the traditional concepts which we might examine critically is the idea that

whenever we save a dollar in overhead this means another dollar in our take-home pay.
Perhaps we should possibly share this dollar with the patient. I am sure each of you
can think of many other ways in which some of our traditional concepts might be chal-

lenged and examined with the result that more and better quality medical care could be
given to consumers at lower cost to the physician and to the patient. We all would
agree that it would be much better for the impetus for these changes to come from
within our profession rather than from without. The AMA House of Delegates last June
re-emphasized the responsibility of physicians individually and collectively to help their

patients in every way they can to obtain higher quality health care at the lowest pos-

sible cost.

A candid, searching examination of ourselves and our methods of practice is in order,

and I suggest that the time to begin this activity is now.

Sincerely,

^>7. 2}

President
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MERCUHYDRIN
(meralluride injection)

LAKESIDE

Twenty years ago the publication of "A
System for the Routine Treatment of the Failing

Heart” 1 established a schedule of diuretic

therapy as a primary factor in the treatment
of acute congestive failure. With emphasis
upon daily injections of Mercuhydrin
(meralluride injection) until dry weight was
obtained, Gold, et al. achieved a 40% increase
in improvement, in VS the time, over other
methods then current. Today, most medical
texts continue to recommend parenteral
mercurials in acute congestive failure when
prompt diuresis is indicated.

Recently Modell 2 has stated: "The mercurial
diuretics are the injectable diuretics of choice
since they are the most potent as well as the
most dependable. Their toxicity is not an
important consideration either by comparison
with other potent diuretics or in relation to the
seriousness of the conditions in which they ^

provide such excellent relief."

IN BRIEF

Mercuhydrin is indicated in edema of cardiac or

hepatic origin and in the nephrotic syndrome; it is

contraindicated in acute nephritis and in anuric or
oliguric states. The usual adult dose is one to two
cc. daily or every other day until “dry weight" is

obtained. Sensitivity is rare but small initial doses
are advised to minimize potential reactions; ver-

tigo, fever, and rash have occurred. Overdosage
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2. Modell, Walter: Drugs of Choice 1966-1967, p. 97,
1966.
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hospital, a detailed explanation of the

procedures involved in area physicians ad-

mitting patients, and an introduction to the

new Detoxification Unit.

Memphis-Shelby County
Medical Society

The Society met in regular session in the

auditorium of the Institute of Pathology,

University of Tennessee, on July 11th.

Guest speaker, Brig. General George J.

Hayes, Office of the Surgeon General,

Washington, D. C. discussed “Medical Corps

in Action in Vietnam.” The presentation

was followed with a session of the House of

Delegates at 8: 00 P.M.

Roane-Anderson County
Medical Society

A dinner meeting of the Roane-Anderson
County Medical Society was held in the caf-

eteria of the Oak Ridge Hospital on June
27th. The scientific program, entitled “New
Siphoid Storage Disease,” was presented by
Dr. A. Rahman of Baltimore, Maryland.

Chattanooga-Hamilton County
Medical Society

Members of the Society heard an interest-

ing presentation entitled “Office Manage-
ment” by Mr. Richard Peterson, Profes-

sional Management Consultant, at its meet-

ing on August 1st. The scientific portion of

the program was presented by Dr. Phillip

Thorek, Clinical Professor of Surgery, Uni-

versity of Illinois, Chicago. Dr. Thorek’s

subject was “The Acute Abdomen in the

Aged.”

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)

John W. Gardner, Secretary of Health,

Education and Welfare, called on the medi-

cal profession and others in the health field

to “search for new and less expensive ways
of doing things.” This was the main theme

of his talk at the windup session of a

two-day National Conference on Medical

Costs attended by 300 physicians, hospital

administrators and other leaders in the var-

ious aspects of health care. He said the

conference discussions “reflected a univer-

sal recognition that change is necessary.

We cannot go on as we have in the past.

New patterns will be necessary. Those who
entertain some apprehension as to what the

new patterns will be had better plunge in

and experiment with their own preferred

solutions. . . . Standing back and condemn-
ing the solutions that others devise won’t

stem the tide of change . . . there is not yet

any agreement as to what a more perfect

system would look like. It seems likely

that we will go through a period of experi-

mentation and in true American fashion

may end up with several variations in

different parts of the country, suiting local

preferences and conditions.

“Whether the health care system or the

future should develop around the hospital

as an organizational focus, or around the

payment mechanism, or around group prac-

tice plans, or around all of these in some
sort of collaboration with State health

planning councils—or whether other vari-

ants will emerge—is still a wide-open ques-

tion. . . .

“Essentially . . . the challenge is before

the health profession. They must join the

search for solutions. They must be willing

to re-examine and overhaul long-

established practices. The search for new
and better and less expensive ways of doing

things must be carried on by hospitals, med-
ical schools, community agencies, and by
the thousands of individual physicians serv-

ing the health needs of people. . .
.”

Acceptance of such responsibility by
those in the private sector, Gardner said, “is

the best insurance against the government
having to shoulder more than its share of

corrective measures.”

Citing appointment of an advisory com-
mittee to study hospital effectiveness, Gard-

ner said that HEW will do its part in the

search for more efficient practices. The
committee is to report by the end of this

year.

Dr. Milford O. Rouse, president of the

AMA, commended the Administration “for

showing its concern for rising health care
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costs by calling a national conference on the

problem. “The American Medical Associa-

tion and its member physicians pledge to

accept their responsibilities in finding solu-

tions to this vital problem. We expect that

other full members of the health team

—

dentists, hospitals, nurses, pharmacists and

pharmaceutical companies, the insurance

industry and others—will do likewise.

“We hope the Administration will also ac-

cept its responsibility to find ways to ease

the burden of inflation which contributes

substantially to inflating the cost of medical

care. We hope the Administration will call

a moratorium on new health legislation

until existing programs can be critically

evaluated to eliminate overlapping and du-

plication and to achieve maximum conser-

vation of tax funds. We hope available tax

money, particularly in the health field, can

be used to help those who really need help

while allowing our more fortunate citizens

to accept responsibility for their own care.”

Congress passed and President Johnson

signed into law a bill that extends the pro-

gram of grants for the construction of com-

munity health centers for three years (until

June 30, 1967.) It authorizes the appropria-

tions of $50 million for fiscal year 1968 and

$70 million for 1970.

The amended law also extends the pro-

gram of grants for the initial staffing of

community mental health centers for an ad-

ditional two years (until 1970) and author-

izes the appropriation of $26 million for

fiscal 1969 and $32 million for fiscal 1970.

An appropriation of $30 million already was
authorized for fiscal 1968.

President Johnson signed into law legisla-

tion extending the draft for four years. It

includes a provision continuing special pay

for physicians and dentists. The new law

also continues the authority to defer medi-

cal students until completion of internship.

In the future, foreign physicians in this

country will be liable to draft up to age

35—the same as for Americans. Under the

old law, foreign physicians were exempt
from age 26.

The present blanket military exemption

for public health service officers serving on

loan to other agencies such as Food and

Drug Administration was removed despite

protests by the agencies involved. Such as-

signments with draft exemption can now be

made only to the Coast Guard, Bureau of

Prisons and Environmental Services Ad-
ministration. The American Medical Asso-

ciation had asked Congress to allow no
draft exemptions for non-military service.

The president of the American Medical
Association said that Sargent Shriver, Di-

rector of the Office of Economic Opportun-
ity, was in error when he accused the AMA
of being opposed to medical care for the

poor because the AMA is opposed to the

OEO’s slum health care centers.

Milford O. Rouse, M.D., Dallas, Texas, the

AMA president said the AMA is opposed to

the OEO projects because the health care

problems in the slums can be taken care of

under existing programs, particularly Med-
icaid.

“There is already too much proliferation

of wasteful, overlapping federal health pro-

grams,” Dr. Rouse said. “Also of concern to

physicians is the fact that at times it seems
that government is too quick to set up
health care programs without consulting

with those who know most about health

care—physicians.”

The AMA president also said Shriver was
misinformed about AMA’s position on help-

ing those who need help.

“I am now and always have been in full

accord with AMA’s long-standing position

that those who need help in financing

health care should receive it,” Dr. Rouse
said. “The AMA, however, is opposed to

the doling out of tax funds to the wealthy
and well-to-do. The expenditure of public

funds for those who can well afford to

finance their own health care limits the

amount of resources available to those who
do need it. Such a policy cannot be justi-

fied morally or economically.”

MEDICAL NEWS
IN TENNESSEE

Outline of New
Veterans Administration Plan

The Veterans Administration on July 1,

1967, implemented new administrative pro-
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cedures in providing outpatient care by
private physicians in Tennessee for veter-

ans’ designated service-connected condi-

tions.

Since World War II, the Veterans Admin-
istration has authorized some outpatient

care by private doctors, at government ex-

pense, for veterans’ designated service-

connected conditions. Authorization of

hometown medical care was usually re-

stricted to cases when treatment at a VA
medical facility would involve a long trip or

other hardship on the veteran. Also, VA
estimated how much care each eligible vet-

eran would require during the ensuing year

and issued an authorization to a designated

doctor to give treatment at government ex-

pense.

Under the program effective July 1, 1967,

VA will issue an identification card to eligi-

ble veterans who require specific treatment,

and each patient will be permitted to select

a doctor of his choice for treatment at VA
expense of the medical condition stated on
his card. Tests of this new system

—

conducted in Indiana, Colorado, and Ala-

bama—with veterans and doctors cooperat-

ing have demonstrated that administration

is simpler and much paper work is elimi-

nated for the doctor. Also, doctors pro-

vided care consistent with sound judgment
and ethical medical practice, and there was
no evidence that veterans abused the

greater freedom of choice and the reduced
controls. In fact, there may have been
slight decrease in the average number of

visits per veteran.

Under the new program, the patient may
visit the doctor of his choice as often as his

doctor considers necessary for treatment of

the stated service-connected condition (s)

.

The doctor, instead of preparing a medical
report and a claim form, files an itemized

bill on his own letterhead just as he does

for his other patients. Medical reports to

the VA are filed by the doctor only when
there is a significant change in the veteran’s

service-connected condition.

The identification card issued to selected

veterans will indicate the service-connected

disability for which treatment is authorized

and an expiration date. Treatment for any
other condition must be at the expense of

the veteran. Authorized routine treatment

costs may not exceed a total of $30.00 per

month without prior VA approval.

Additional details on the program which
might be needed by doctors, veterans and
veterans organizations, can be obtained

from the Director, the clinic of jurisdiction

shown on the identification card or from the

Director of any other VA clinic.

TMA Auxiliary

Again in 1967, the Woman’s Auxiliary to

the Tennessee Medical Association received

an award of merit for its outstanding effort

in the American Medical Association Edu-

cation and Research Foundation program.

The presentation was made during the 44th

Annual Convention of the Woman’s Auxil-

iary to the AMA in Atlantic City, June
18-22. The Tennessee Auxiliary made the

greatest contribution of any state group in

the 1501-2000-member category—$24,086.67.

A special achievement award for out-

standing efforts in the AMA-ERF program
in 1966-67 was presented the Woman’s Aux-
iliary of the Chattanooga-Hamilton County

Medical Society. With a membership of 243

members, the Hamilton Auxiliary raised

$7,565.37. Total national contribution was

$384,649.48, part of which will be given to

medical schools for unrestricted use. The
remainder will go to the student loan guar-

antee fund.

Mrs. Erie E. Wilkinson of Nashville has

been elected constitutional secretary of the

AMA Auxiliary. Mrs. Wilkinson has just

completed a two-year term as Southern re-

gional vice-president of the Auxiliary and is

a past-president of the Auxiliary to the

Nashville Academy of Medicine and the

Auxiliary to the Tennessee Medical Asso-

ciation.

Tennessee Mid-South
Regional Medical Program

A second planning grant in the amount of

$328,458 has been awarded to the Tennessee

Mid-South Regional Medical Program
which will serve most of Tennessee, part of

Kentucky and Alabama. The program is

designed to improve the level of diagnosis

and treatment of heart disease, cancer,

stroke and related diseases. The planning
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involves ways to disseminate rapidly break-

throughs in technology,, medicines, and

treatment. Under consideration are

short-course schooling in new devices and

techniques for doctors in the area, provid-

ing access to high-grade laboratories, and

access to highly trained nurses who could

make use of coronary care units.

Pediatric Seminar

Doctors from a 14-state area attended the

1967 Great Smoky Mountain Pediatric Sem-
inar in Gatlinburg. June 17-19. Speakers

for the annual event included: Dr. Sydney
S. Gellis, professor and chairman of the De-

partment of Pediatrics, Tufts University

School of Medicine. Boston: Dr. Amos
Christie, professor of pediatrics. Vanderbilt

University School of Medicine, and pedia-

trician-in-chief at Vanderbilt Hospital.

Nashville; and Dr. James G. Hughes, pro-

fessor of pediatrics. University of Tennessee

College of Medicine. Memphis, and immedi-

ate past president of the American Acad-

emy of Pediatrics.

Meharry Medical College

Meharry Medical College awarded 76 de-

grees at commencement exercises on June
12th. Fifty candidates received the doctor

of medicine degree; 19 the doctor of dental

surgery degree; 5 received degrees in dental

hygiene; and 2 received degrees in medical

technology. Dr. Philip R. Lee, assistant

secretary for health and scientific affairs in

the U. S. Department of Health Education

and Welfare, delivered the commencement
address.

A S53.760 grant, under the pathology

training program of the U. S. Department
of Health. Education and Welfare, has been

awarded to the Department of Pathology of

Meharry Medical College. The grant,

which is a three-year extension of a pre-

viously awarded five-year grant under the

same program, will be used to give a one-

year internship and special research train-

ing to prospective pathologists.

University of Tennessee

College of Medicine

Two new faculty members and a S10.000

teaching laboratory to improve the teaching

of radiology have been added to the Univer-

sity of Tennessee Medical Units. Dr.

George Cooper. Jr., chairman of the radiol-

ogy department, named Dr. Raymond L.

Tanner as head of radiation physics, and Dr.

W. J. Howland as head of the new section of

diagnostic radiation.

Vanderbilt University

School of Medicine

A 5-year grant of approximately S2V2 mil-

lion under the Health Sciences Advance-

ment Award program of the National Insti-

tutes of Health (USPHS)
,

has been

awarded Vanderbilt as one of 5 recipients,

out of 128 applicants. The research pro-

gram to begin July 1st. will be directed to-

ward strengthening three specific areas:

cell structure and function, molecular struc-

ture. and genetics and cell differentiation.

The proposed program, along with related

programs, will increase the research and re-

search training capabilities in each of the

Medical School's basic science departments.

A new Dean of Biomedical Sciences with

an Advisory Committee, composed of the

chairmen of the departments involved, will

speed the rate of growth and development

of such programs: by means of the new vis-

iting scientist program, establishing closer

liaison between the basic science depart-

ments of the Medical School and the Uni-

versity's departments of Molecular Biology.

Chemistry, and Physics; encouraging more
interdisciplinary research in the Medical

School by creating the best possible climate

for the training of future biomedical re-

search scientists; and through other pro-

grams which will be designed to strengthen

research in bioengineering, drug metabo-

lism. environmental toxicology, computer

science, and dental research. Acting Pro-

gram Director is Leon W. Cunningham.
Ph.D., Professor of Biochemistry.

The Health Sciences Advancement
Award program, begun this year by the Di-

vision of Research Facilities and Resources

of NIH., is designed to upgrade biomedical

research and research training programs in

graduate educational institutions, including

schools of the health professions. Criteria

for awards call for a clearly defined institu-

tional plan to allow the grantors to move to-
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ward the forefront of those engaged in

biomedical research. Grantees receive

funds annually for a project period of not

more than 5 years. After this, the new lev-

els of scientific achievement are to be main-

tained by other means.

A workshop on biochemical approaches to

clinical pharmacology was held on June
12-16th, jointly sponsored by the Drug Re-

search Board of the National Academy of

Sciences—National Research Council, the

Vanderbilt University School of Medicine,

and the Pharmaceutical Manufacturers As-

sociation Foundation. Forty participants

and 12 observers from 23 states, Canada,

Scotland, and England, and the guest fac-

ulty of 14 authorities in pharmacology, in-

cluding two from the Karolinska Institute

in Stockholm, Sweden attended the work-

shop. According to Dr. Oates, directing the

program is primarily concerned with dis-

seminating information to clinical pharma-

cologists and those developing careers in

that area, on distribution and disposition of

drugs, radioisotopic methods of clinical

pharmacology, and biochemical mechanisms
of the action of selected drugs.

A new division of allied health profes-

sions is being created with Dr. Richard O.

Cannon, Executive Director of Vanderbilt

Hospital, as Dean. The division will admin-

ister programs for the training of hospital

dieticians, X-ray technicians, laboratory

technicians, inhalation therapy technicians,

licensed practical nurses, and physical ther-

apists. Programs to train medical records

librarians, biomedical engineering techni-

cians, and physicians’ assistants are in the

planning stage. Dr. Randolph Batson, Di-

rector of Medical Affairs, said long-range

plans call for construction of a new allied

health professions building.

Dr. John E. Chapman, of the University

of Kansas, has been appointed as Associate

Dean for Education at the School of Medi-
cine. He will also hold an appointment as

Associate Professor of Pharmacology.

PERSONAL NEWS

Dr. Crawford W. Adams, Nashville, presented

the Chairman’s address at the Section of Diseases

of the Chest on June 19th at the AMA annual

meeting. His address was entitled “Persistent

Tachycardia, Paroxysmal Hypertension and Sei-

zures in Association with Impaired Glycine Tol-

erance, Dominantly Inherited Microphthalmia,

and Cataracts.” Dr. Adams also pai'ticipated on

two panels at the AMA meeting entitled “Cate-

cholamines in Heart Disease,” and “Recognition

and Treatment of Myocarditis.”

Dr. Howard R. Kennedy announces the removal

of his office to 1808 Memorial Circle, Clarksville,

37040.

Dr. C. R. Thomas has been elected president of

the Chattanooga Area Heart Association. Dr.

Maurice S. Rawlings was named vice-president,

and Drs. Peter Duvoisin, Donald E. Lowery,

George M. Stewart, and R. G. Vieth were named
to the Board. New Executive Committee mem-
bers include Drs. Fred B. Ballard, Jr., E. Wayne
Gilley, Carl A. Hartung, J. V. Lavecchia, Philip

Livingston, David McCallie, Merrill F. Nelson, M.
M. Young and Robert Allen.

Dr. John Platt, Johnson City, spoke on “Post-

Operative Care of Patients Following Chest Sur-

gery” at a recent meeting of the Tennessee Li-

censed Practical Nurses Association, Area 17.

Dr. Hillis F. Evans has been elected president

of the 145-member medical staff at Madison Hos-

pital for 1967-68. Other officers who assumed
their duties July 1st included Dr. James E.

Burnes, vice-president, and Dr. Charles M. Cow-
den, secretary treasurer. Others elected were:

Drs. W’endell W. Wilson and Frederec B. Cothren,

delegates at large; Dr. Joe L. W’ilhite, chief of

surgery; Dr. Harry Witztum, chief of neuro-

psychiatry; and Dr. Herbert T. McCall, chief of

obstetrics and gynecology.

Dr. Ira N. Kelley, Hartsville, has been elected

to active membership in the American Academy
of General Practice.

Dr. Frank Luton, Nashville, has been elected

Fii’st Vice President of the American College of

Psychiatrists.

Dr. Kellan Walker, a native of Trezevant,

joined Drs. H. P. Clemmer and Janies O. Fields in

medical practice at Milan Hospital on July 10th.

Dr. Harwell Wilson, chairman of surgery, U. T.

Medical Units, Dr. Louis Britt, assistant professor

in the department, and Dr. Lionel Naylor, surgery

resident at John Gaston, presented an exhibit at

the annual meeting of the American Medical As-
sociation in Atlantic City, June 17-22. The ex-

hibit outlined special techniques being developed

in the department for study of patients suffering

from massive bleeding in the gastro-intestinal

tract.

Dr. Roland H. Myers, Memphis, has been ap-
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pointed by the Governor to serve on the newly
created Tennessee Higher Education Commission,

representing West Tennessee.

Citizens of Medina designated June 11th as “Dr.

Morris Day” in honor of Dr. Robert H. Morris

and his family for their many contributions to the

city in the past thirty years.

Dr. Alton Reuther Boyd has opened his office

for the practice of general medicine at 107 South

Fifth Street in Clarksville.

Dr. Robert L. Nichols, former clinical patholo-

gist at the M. D. Anderson Hospital, Houston,

Texas, has been named head pathologist at Me-
morial Hospital in Chattanooga.

Dr. Joseph W. Johnson, Jr., president of the

Chattanooga Psychiatric Clinic for the past

twenty years, has resigned the post. Dr. Johnson
will be succeeded by Dr. Moore J. Smith, Jr.,

Chattanooga surgeon and a past president of the

Chattanooga-Hamilton County Medical Society.

Dr. Glenn E. Horton, Memphis, has been ap-

pointed to the Medical Advisory Board of the

American Association for Inhalation Therapy, re-

presenting the American College of Allergists.

His appointment was recommended by Dr. Lowell

Henderson of Mayo Clinic.

Dr. B. J. Smith and Dr. Edgar D. Akin have
announced the closing of their offices at Lewis
County Medical Center. Dr. Akin will return to

University of Tennessee Research Hospital in

Knoxville, and Dr. Smith will be associated with

Goodlark Hospital, Dickson.

Dr. George G. Young, Chattanooga, has been
appointed to the Board of Trustees of Erlanger

Hospital.

Dr. Sam U. Crawford, Jr., has opened his office

for the practice of obstetrics and gynecology in

Cookeville.

Dr. Daniel H. Framm, a member of the staff of

the Tepper Clinic in Chattanooga for the past

eight years, has begun a one-year fellowship at

Johns Hopkins Hospital in Baltimore, Maryland.
After completing his work at Johns Hopkins, Dr.

Framm plans to take three years of training at

Georgetown University, Washington, D. C.

Dr. J. L. Armstrong, Somerville, has been ap-

pointed vice-chairman of the section on military

medicine of the American Medical Association.

Dr. Harold W. Jordan, Nashville, has an-

nounced the opening his office at Meharry Medi-
cal College for the practice of psychiatry.

Dr. Alexander C. McLeod has joined Drs. Thom-
as Guv Pennington and Carl E. Mitchell, Nash-
ville, in the practice of internal medicine.

ANNOUNCEMENTS

Postgraduate Course in

Laryngology and Bronchoesophagology
The Department of Otolaryngology of the Illi-

nois Eye and Ear Infirmary and the College of

Medicine of the University of Illinois at the Medi-
cal Center, Chicago, will conduct a postgraduate

course in Laryngology and Bronchoesophagology
from November 6 through 17, 1967. The course is

limited to fifteen physicians and will be under the

direction of Paul H. Holinger, M.D. It will be
held largely at the new Illinois Eye and Ear Infir-

mary, 1855 West Taylor Street, Chicago, and will

include visits to a number of Chicago hospitals.

Instruction will be provided by means of animal
demonstrations and practice in bronchoscopy and
esophagoscopy, diagnostic and surgical clinics, as

well as didactic lectures.

Interested registrants should write to the De-
partment of Otolaryngology, College of Medicine
of the University of Illinois at the Medical Center,

P. O. Box 6998, Chicago, Illinois, 60680.

Symposium on Acute Leukemia

A symposium on acute leukemia and Burkitt’s

tumor will be held at the Boston Museum of Sci-

ence in Boston, on September 20. The sympo-
sium, sponsored by the American Cancer Society

and the National Cancer Institute, is open to all

members of the medical profession and students.

There is no advance registration or fee. For fur-

ther information, write: Dr. Jack W. Milder, Re-
search Department, American Cancer Society,

Inc., 219 East 42nd St., New York, N. Y., 10017.

American Academy of Pediatrics

The American Academy of Pediatrics will hold

its 36th annual meeting in Washington, D. C., Oc-
tober 21-26. Approximately 4,500 pediatricians,

their families and guests are expected to attend.

The meeting, scheduled for the Washington Hilton

Hotel, will feature symposiums on manpower and
graduate training, learning, advances in obstetrics

of interest to pediatricians, vaccine progress and
problems, and exciting developments in pediatrics.

Additional general session papers will cover sub-

jects including the recognition and management of

cardiac failure in infancy, care of burns at home,
and the child with chronic renal (kidney) disease.

Interested physicians may write the American
Academy of Pediatrics, 1801 Hinman Avenue, Ev-
anston, Illinois, 60204, for a preliminary program
and registration forms. The meeting is open to

physicians who are not pediatricians.

Council on Occupational Health

The AMA’s 27th annual Congress on Occupa-

tional Health will be held September 25-26, in At-

lanta. There is no registration fee. A block of

rooms has been reserved at the Regency Hyatt

House for those attending the Congress.

Reservations should be made directly with the

hotel indicating that you plan to attend the Con-

gress on Occupational Health. The program is ac-

ceptable for 11 Elective hours by the American

Academy of General Practice.
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Calendar of Meetings 1967

State

Sept. 10-12 Tennessee State Pediatric So-

ciety, Downtown Holiday Inn,

Chattanooga

Oct. 2-3 Tennessee Valley Medical As-

sembly, Chattanooga

Nov. 1-3 Tennessee Academy of General

Practice, 19th Annual Scientific

Assembly and Congress of

Delegates, Gatlinburg Audito-

rium, Gatlinburg

Nov. 16 Middle Tennessee Medical As-

sociation

National

Sept. 7-9 American Association of Obste-

tricians and Gynecologists,

Homestead, Hot Springs, Va.

Sept. 14-16 American Thyroid Association,

Michigan Union, Ann Arbor,

Michigan

Sept. 18-21 American Academy of General

Practice, Dallas, Texas

Sept. 22-30 American Society of Clinical

Pathologists, Palmer House,

Chicago

Sept. 29-Oct. 3 American Society of Anesthe-

siologists, Las Vegas, Nevada
Oct. 1-4 Neurosurgical Society of Amer-

ica, The Biltmore, New York
Oct. 2-6 American College of Surgeons

(Annual) Conrad Hilton, Chi-

cago

Oct. 5-7 Association of American Physi-

cians and Surgeons, Sheraton-

Lincoln, Houston
Oct. 21-26 American Academy of Pedia-

Oct. 22-23

tries, Washington Hilton Hotel,

Washington, D. C.

American College of Preventive

Oct. 25-28

Medicine, Fontainebleau Hotel,

Miami Beach, Fla.

Congress of Neurological Sur-

Oct. 27-30

geons, San Francisco Hilton

Hotel, San Francisco

Association of American Medi-

Oct. 29

cal Colleges, New York Hilton,

New York
American Association of Oph-

Oct. 29-Nov. 1

thalmology, Palmer House, Chi-

cago.

American College of Gas-

Oct. 29-Nov. 3

troenterology, Biltmore Hotel,

Los Angeles

American Academy of Oph-

Nov. 5-8

thalmology & Otolaryngology,

Palmer House, Chicago

American Society of Plastic

Nov. 9-11

and Reconstructive Surgeons,

Waldorf-Astoria, New York
Southern Thoracic Surgical As-

Nov. 13-16

sociation, Sheraton Dallas, Dal-

las, Texas
Southern Medical Association,

Nov. 16-18

Miami Beach, Florida

Western Surgical Association,

Nov. 25-26

Ambassador Hotel, Los Angeles

American College of Chest

Nov. 26-29

Physicians (Interim Clinical

Meeting) Houston, Texas
American Medical Association

Dec. 2-7

(Clinical Convention) Houston
American Academy of Derma-

Dec. 4-6

tology, Palmer House, Chicago

Southern Surgical Association,

The Homestead, Hot Springs,

Va.
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Comparison of Two Federal Programs:

PL 89-749, Comprehensive Health Planning,

PL 89-239, Heart, Cancer, Stroke*

(Editor’s Note: The analysis and compari-

son of these two programs to the depen-

dence and the interdependence of each has

been prepared by the U. S. Department of

Health, Education and Welfare. It is to be

emphasized that MSMS is not responsible

for the analysis and does not accept or re-

ject in part or in toto the analysis as printed

herein.)

Congress has become increasingly aware
of the fact that improved health care for the

American people demands more complete

cooperation between the Federal govern-

ment, the universities, State and local gov-

ernment, State and local medical societies,

the voluntary health interests, and individ-

uals and organizations interested in creative

action for health. Evidence of this aware-

ness can be found in the complementary re-

lationships between the Heart Disease, Can-

cer and Stroke Amendments of 1965 (Public

Law 89-239) and the Comprehensive Health

Planning and Public Health Service

Amendments of 1966 (Public Law 89-749).

P.L. 89-239 authorizes grants to assist in

planning, establishing, and operating re-

gional medical programs to provide the

health community with the latest informa-

tion on the care of patients with heart dis-

ease, cancer, stroke and related diseases.

P.L. 89-749 establishes grants for compre-

hensive areawide and state-wide health

planning, training of planners, and evalua-

tion and development efforts to improve the

planning art. As envisioned by Congress,

the comprehensive planning efforts outlined

in P.L. 89-749 would complement and build

on the specialized planning of the regional

medical programs provided for in P.L.

89-239. The following outline, as viewed by
the U. S. Department of HEW, illustrates

the interrelationship of programs and re-

sources established by these two important

programs.

*From Michigan Medicine, July, 1967.

P.L. 89-749
THE COMPREHENSIVE HEALTH PLANNING

PROGRAM
(PROGRAM SCOPE)

To establish a planning process to achieve
Comprehensive Health Planning on a state-wide
basis which identifies health problems within the
state, sets health objectives directed toward im-
proving the availability of health services, identi-
fies existing resources and resource needs, relates
the activities of other planning and health pro-
grams to the meeting of these health objectives,
and provides assistance to state and local officials,

to private voluntary health organizations and in-
stitutions, and to other programs supported by
PHS grant funds in achieving the most effective
allocation of resources in accomplishing these ob-
jectives.

(PROGRAM PARTICIPANTS)
State agency designated by the Goveimor does

the planning. State advisory council advises on
the planning process. Membership must include
more than half consumer representation.
Membership will also include voluntary groups,
practitioners, public agencies, general planning
agencies, and universities.

(PROGRAM PROCESS)
1. Establish state and areawide health goals.
2. Define total health needs of all people and

communities within area served for meeting
health goals.

3. Inventory and identify relationships among
varied local, state, national, governmental and
voluntary programs; regional medical programs,
mental health, health facilities, manpower, Medi-
care—so that these programs can be assisted in
making more effective impact with their re-
sources.

4. Provide information, analyses, and recom-
mendations which can serve as the basis for the
Governor, other health programs and communities
to make more effective allocations of resources in

meeting health goals.
5. Provide a focus for interrelating health

planning with planning for education, welfare and
community development.

6. Strengthen planning, evaluation, and service
capacities of all participants in the health en-
deavor.

7. Provide support for the initiation and inte-
gration of development and pilot projects for bet-
ter delivery of health services; develop plans for
targeting flexible formula and project grants at
problems and gaps identified by the planning pro-
cess.

P L 89-239
THE REGIONAL MEDICAL PROGRAM

(PROGRAM SCOPE)
To identify regional needs and resources relat-

ing to heart disease, cancer, stroke, and related
diseases and to develop a regional medical pro-
gram which utilizes regional cooperation to apply
and strengthen resources to make more widely
available the latest advances in diagnosis and
treatment of these diseases.

(PROGRAM PARTICIPANTS)
University medical centers, hospitals, practicing

physicians, other health professions, voluntary
and public health agencies, and members of the
consumer public. A regional advisory group rep-
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resenting these interests and playing an active

role in the development of the regional program
must approve any application for operation activ-

ities of the regional program.

(PROGRAM SCOPE)
1. Establish cooperative arrangements among

science, education, and service resources.
2. Assess needs and resources.
3. Develop pilot and demonstration projects,

emphasizing flow of knowledge in uplifting the
cooperative capabilities for diagnosis and care of

patients.
4. Relate research, training, and service activi-

ties.

5. Develop effective continuing education pro-
grams in relation to other operational activities.

6. Develop mechanisms for evaluating effec-
tiveness of efforts in the provision of improved
services to patients with heart disease, cancer,
stroke and related diseases.

The relationships outlined above provide

the key to a federally-planned integration

of the many specialized health programs

supported by the Public Health Service and
the states.

In addition to Regional Medical Programs
(P.L. 89-239), ongoing activities such as

community mental health centers, areawide

health facility planning, and Hill-Burton

programs are stimulating the creation of

new relationships between health resources

and functions. Each of these programs re-

quire participation not only by a broad

range of health professionals but also by the

consumers of health services. Each of these

programs is dependent upon the interaction

of the full range of relevant health inter-

ests, including those in the public sector and
the private voluntary sector in achieving

the particular program goals.

Comprehensive health planning (P.L.

89-749) is designed to provide assistance in

the development of more effective relation-

ships among such health programs and to

provide a better basis for relating these pro-

grams to the accomplishment of overall

health objectives at the state and local

level. As an example, the comprehensive

health planning activities will use data ob-

tained by the Regional Medical Programs
(P.L. 89-239) not only to facilitate state and
areawide planning, but also to assist other

programs in meeting their objectives with-

out duplication of effort.

The planning resources created at the

state and local level under Public Law
89-749 will be of real value in meeting the

objectives of Public Law 89-239, and other

programs of the Public Health Service and
the States. The plans, programs and organ-

izational framework being created under

the Regional Medical Programs also should

help the areawide and State-wide councils

created under P.L. 89-749.

Other programs supported by Public

Health Service funds such as mental health,

migrant health, and air pollution can have

the same kind of productive interrela-

tionship with the comprehensive health

planning programs.

To insure a more meaningful cooperation

for health planning, there will need to be an

increase in the supply of competent health

professionals and planners.

Public Law 89-749 does authorize grants

to public or nonprofit organizations for

“training, studies, and demonstrations,” in

order to advance the state of the health

planning art.

For the first years, emphasis will be

placed on increasing health planning man-
power. (Until now, Public Health Service

effort has been limited to ad hoc short

courses or inservice training.)
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Much of the misunderstanding and suspicion of the Regional Medical Programs stems from the

Report of the ((DeBakey) Commission on Heart Disease, Cancer and Stroke which recommended “a

national network—of centers for clinical investigation, teaching, and patient care, in universities,

hospitals, and research institutes and other institutions across the country.” This and two additional

recommendations in a similar vein formed the basis of twin bills (House and Senate) put into

the hopper in January 1965. Certain organizations and agencies reacted quickly to testify before

Congressional committees:—the American Medical Association, the American Heart Association, the

Association of American Medical Colleges, and the National Institutes of Health. As a result H.R.-

3140, amended and as reported out in September 1965, had been almost completely re-written with

deletion of the center concept and its replacement by the concepts described below. Thus, this law

does not recognize certain of the major and basic recommendations of the DeBakey Report!

Regional Medical Programs
STANLEY W. OLSON

Introduction

The Congress of the United States on Oc-

tober 6, 1965 amended the Public Health

Service Act to step up the attack against

heart disease, cancer, stroke and related

diseases by assisting public or nonprofit pri-

vate universities, medical schools, research

institutions and other public or non-profit

private institutions and agencies to es-

tablish Regional Medical Programs of re-

search, training and demonstration activi-

ties. In August 1966, the Tennessee Mid-

South Regional Medical Program was
awarded a planning grant for this purpose

in the amount of $260,841. From time to

time the members of the medical profession

have raised questions about the purposes

and implementation of the program. This

article attempts to answer the questions in

a general or broad fashion. In a following

issue of the Journal the Tennessee Mid-

South Regional Medical Program will be

described in more detail.

What is a Regional Medical Program ?

A Regional Medical Program as described

in the Act is “a cooperative arrangement

among medical schools, research institu-

tions and hospitals for research and training

(including continuing education) and for

related demonstrations of patient care in

* Dr. Olson, formerly Dean of Baylor University

College of Medicine, Houston, became the Direc-

tor of the Mid-South program in January, 1967.

M.D.,* Nashville, Tenn.

the fields of heart disease, cancer, stroke

and related diseases.” 1 It goes on to say

that these cooperative arrangements are in-

tended to “afford to the medical profession

and the medical institutions of the nation,

through such cooperative arrangements, the

opportunity of making available to their pa-

tients the latest advances in the diagnosis

and treatment of these diseases and by
these means to improve generally the

health manpower and facilities available to

the nation.”

Physicians will be particularly interested

to note that the Congress specifically indi-

cated that these purposes would be accom-

plished “without interfering with the pat-

terns or the methods of financing of patient

care or professional practice, or with the ad-

ministration of hospitals” and further indi-

cated that the programs would be carried

out “in cooperation with practicing physi-

cians, medical center officials, hospital ad-

ministrators and representatives from ap-

propriate voluntary health agencies.”

How are Regional Medical Programs es-

tablished ?

In the hearings held by Congressional

committees before passage of the law, it

was recognized that patterns of patient re-

ferral and of education often do not follow

state lines. No attempt was made, there-

fore. to define the regions along state lines.

Instead, leaders in the health field were en-
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couraged to explore existing resources

within their own areas for the purpose of

coordinating and strengthening those re-

sources through the formation of a Regional

Medical Program.

When substantial agreement is reached at

the local level about how the program

should be organized, an application may be

submitted to the Division of Regional Medi-

cal Programs of the National Institutes of

Health for a planning grant. These funds

are intended to provide a full time staff who
can carry through in a systematic and or-

ganized fashion the initial efforts made by

the several organizations which partici-

pated in sponsoring the planning grant.

How many Regional Medical Programs

have been established throughout the United

States?

At the present time 50 applications have

been received by the National Institutes of

Health and 2 more are being developed. Of

these, 48 have been awarded planning

grants and 4 have been awarded operational

grants. The regions vary in size from the

California region with almost 20 million

people to the Northern New England region

which has about one-half million people.

Some of the regions involve a small geo-

graphic area,—e.g., the New York Metropoli-

tan Region. Other regions involve a large

area,—e.g., the Mountain States Region

sponsored by the Western Interstate Com-
mission for Higher Education which in-

cludes the states of Wyoming, Montana,

Idaho and Nevada.

The 4 regions that have already been

awarded funds for “operations”, as distin-

guished from “planning”, include the Mis-

souri, Kansas, Albany and the Intermoun-

tain (Utah) Regions. These latter grants

are for the support of specific projects de-

signed to assist in combating heart disease,

cancer, stroke and related diseases.

Why was Tennessee divided into two re-

gions?

During the initial preplanning explora-

tion, which was done largely under the

leadership of Dean Batson, it became clear

that the leaders in medicine and in medical

education in the western part of the State

envisioned a program which would include

not only that section of Tennessee but

northern Mississippi, eastern Arkansas and

southwestern Kentucky. That program,

called the Memphis Regional Medical Pro-

gram, has now been established. It also be-

came evident that Alabama, Georgia and

North Carolina were planning to develop

Regional Medical Programs which would be

organized along state lines. Initial informa-

tion from Kentucky suggested that a re-

gion would be formed involving the Ohio

Valley area. This left largely unclaimed a

portion of southern Kentucky which tradi-

tionally has had an established medical re-

ferral pattern to the Nashville area. Thus
it seemed clear that the Tennessee Mid-

South Region should include both middle

and eastern Tennessee and southern Ken-

tucky. Although initial discussions also

considered the possibility of including some
of the counties in northern Alabama, the

Alabama Regional Medical Program was
formed under the leadership of the Ala-

bama Medical Society and that group ex-

pressed a desire to include all of its constit-

uent county medical societies within its re-

gion.

Are other states divided into more than

one region?

The latest directory of established Re-

gional Medical Programs indicates that 23

are organized along state lines. The re-

maining programs are organized in such a

fashion that they include only part of a state

or include areas within two or more states.

Considerable overlapping of “spheres of in-

fluence” exist and no effort is made to es-

tablish rigid boundaries.

Where is the medical center to be built ?

This is a “trick” question inserted to em-

phasize that the new program is not a re-

gional medical center program. The intent

of Regional Medical Programs is to assist

physicians bring improved care to their pa-

tients in their own community, rather than

to centralize facilities for the care of pa-

tients with heart disease, cancer or stroke.

The Congress made specific reference to

this situation by deleting from the Bill all

authorization for new construction. By this

means, it clarified its intent that Regional

Medical Programs should be organized as

programs for improving care of patients

through cooperative arrangements rather

than serve as a means of constructing a
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“bricks and mortar” regional medical cen-

ter.

Is there a national strategy or concept of

how Regional Medical Programs should he

developed?

Because of the wide differences in local

customs, culture and practices within our

nation, the Congress did not prescribe, nor

has the Division of Regional Medical Pro-

grams attempted to define, how regions

should implement the intent of the Regional

Medical Programs legislation. Dr. Robert

Marston, Director of the Division of Re-

gional Medical Programs, has commented
on this matter in his paper, “A Nation

Starts a Program.” 2 “A clearly defined

national medical program would have led to

fewer questions. However, even if work-

able, it would have meant less opportunity

for creativity, fewer opportunities to de-

velop diverse answers appropriate to di-

verse problems, and less assumption of re-

sponsibility at the local level.”

As the various regions begin to grapple

with their own local problems, certain com-
mon approaches are beginning to emerge.

Clearly, continuing education is a support-

ing pillar for almost all programs. Another
is the concept of research in medical care in

which research institutions, practicing phy-

sicians and community hospitals will

cooperate to identify more effective ways of

making diagnoses and treating patients

with heart disease, cancer, stroke and re-

lated diseases. In order to carry out suc-

cessfully these two major undertakings,

each Regional Medical Program must be-

come proficient in operations research to

evaluate the effectiveness of specific pro-

jects. Unless we acquire such capability,

we may very well become engaged in a

huge medical boondoggle that will consume
personnel time and funds without advanc-

ing our capability for improved patient

care.

What is the relationship of Regional Med-
ical Programs to the new Comprehensive
Statewide Health Planning Program?

The State Health Department has been
designated as the official agency for this

program in Tennessee. That organization is

already well equipped to carry out the

many planning functions that involve envi-

ronmental aspects of health; that involve

institutions such as hospitals, extended care

facilities and nursing homes; and that in-

volve governmental organizations such as

County Health Departments. In addition

the statistical division under the direction

of Miss Ann Dillon is a well organized ac-

tivity which we could not hope to duplicate

in the Regional Medical Program except at

great expense. We plan, therefore, to

cooperate as closely as possible with this

new activity and will benefit tremendously

from the informational studies which will

be carried on by that group.

On the other hand the focus of the Re-

gional Medical Program will be centered on

the relationship between the medical cen-

ters (especially the educational institutions

within those medical centers) and the prac-

ticing physicians. One may speak of the

Regonal Medical Program as an axis link-

ing education and patient care. The focus

of the Comprehensive Statewide Health

Planning Program will be on environmen-

tal health and long range planning for the

institutions necessary to provide total

health care.

What is the attitude of the American
Medical Association toward Regional Medi-

cal Programs ?

Dr. Charles L. Hudson, then President of

the American Medical Association, spoke at

the Conference on Regional Medical Pro-

grams, held in Washington on January 15,

1967. The following is an excerpt from his

speech on that occasion: 3 “It is the AMA’s
interpretation of Public Law 89-239 and

its regulations that services will be given

incident only to the needs of education

and research, that the program rather than

a geographic entity is a sphere of influence

largely educational in intent and capable

of exchanging information and personnel

between the center and the peripheral in-

stitutions which are now called hospitals.”

In continuing to quote, “With this under-

standing—rather than with any definitive

interpretation by the National Institutes of

Health, I must honestly add—I recom-

mended the program to the constituent

and component parts of the AMA in coun-

ties and states and they have responded not

only as members of local advisory groups

but also by leading in the application for

approval of programs.”
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“Our search for another mechanism in

this country for post-graduate medical edu-

cation and the adaptability of Public Law
89-239 as an excellent model for such a pur-

pose, have led me to give public support to

use of this legislation for educational pur-

poses. I feel that the impact of Public Law
89-239, if used in this way on the health care

of the nation, will be infinitely greater than

if implemented primarily in another fash-

ion. The dissemination of the program’s in-

fluence through the physician, especially

those at the periphery, will be broader than

if the substance is used up on services to a

limited number of individuals.”
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TRANSVENOUS ATRIAL PACING IN THE
TREATMENT OF REFRACTORY
VENTRICULAR IRRITABILITY

John A. Kastor, Roman W. DeSanctis, J. Warren
Harthorne, and Gabriel H. Schwartz: Ann. Int.

Med. 66:939, (May), 1967.

Among the most challenging and potentially

fatal problems in medicine is that of repetitive

ventricular tachycardia and ventricular fibrilla-

tion that cannot be suppressed with the usual

antiarrhythmic drugs. When this occurs with

complete AV block it can usually be eliminated

by pacing the ventricles at a rate that prevents

ventricular ectopic activity from emerging.

Recently, reports have shown successful use of

rapid intracardiac pacing by means of electrodes

positioned in either the right atrium or right

ventricle to manage refractory ventricular tachy-

arrhythmias, even in the presence of normal
AV conduction. These authors report the use of

transvenous atrial pacing in 2 such patients in

the absence of AV block.

The first patient was a 67 year old woman with
progressive heart failure, mitral insufficiency and
left ventricular hypertrophy that collapsed with
ventricular fibrillation during therapy of the

congestive heart failure. In spite of myocardial
depressants and repeated external shocks, the

ventricular arrhythmias persisted until a trans-

venous pacer was inserted into the right atrium
under EKG. control. With a pacer rate of 110

the atria and ventricles were immediately cap-
tured and the arrhythmias ceased. After two
days, sinus rhythm was stable and pacing
discontinued only to have the same problem

occur 23 days later. Again only transvenous

atrial pacing at a rate of 110 could control the ir-

ritable myocardium. Three days later a perma-
nent transvenous atrial pacer was inserted and
the ari'hythmias controlled at a rate of 90. The
patient left the hospital on the 97th day.

The second patient was a 48 year old woman
who developed intractable ventricular arrhyth-

mias following a grand mal seizure and again

could only be controlled with a transvenous

atrial pacer at a rate of 100. After 48 hours she

was in sinus rhythm and showed no evidence of

a myocardial infarction.

The authors make reference to previous simi-

lar cases in the literature where refractory ven-
tricular tachyarrhythmias have been controlled

by pacing the right ventricle at rates as high as

155 beats per minute for varying periods of time.

Though the position of the atrial electrode has

been found by some to be more difficult to main-
tain than the ventricular one, it seems reasonable

to attempt atrial pacing in the absence of an AV
block where possible to preserve the atrial effect

on ventricular filling.

It would seem that when ventricular tachyar-

rhythmias from any cause are unresponsive to

the usual drug therapy, artificial pacemaker
“capture” of the heart is a worthwhile procedure.

EKG, or fluorscopic positioning of the electrode

can be used and grounding hazards should be
understood. The authors feel that their 2 pa-

tients would have not survived without this

modality.

(Abstracted: For the Middle Tennessee Heart As-
sociation by William C. Alford, Jr., M.D., Nash-
ville.)
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Radioimmunoassays for determining the level of serum insulin is generally of little aid in the man-
agement of diabetes mellitus. However, it offers great help in evaluating hypoylcemic states.

The Use of Insulin Assays in Clinical

Medicine*
OSCAR B. CROFFORD,f Nashville, Tenn.

Since the discovery of insulin, physicians

have been attempting to determine its con-

centration in human serum and to correlate

serum insulin concentrations with recog-

nized disorders of carbohydrate and fat me-

tabolism. With the development of ra-

dioimmunoassay technics, measurements of

serum insulin concentrations are now avail-

able in numerous research laboratories. 1

This report is intended to acquaint practic-

ing physicians with some of the clinical sit-

uations in which a knowledge of the serum

insulin concentration has proven useful.

The radioimmunoassay of insulin is based

on simple principles. It requires a pure an-

tigen, insulin, to which a specific antibody

can be produced by repeated injection into

guinea pigs. For the assay, an insulin solu-

tion of known concentration (or the serum

specimen whose insulin concentration is to

be determined) is allowed to combine with

insulin antibodies. In the second stage of

the assay, insulin labeled with iodine-125

is allowed to combine with the antibody

which remained uncombined at the end of

the first stage. Next, all of the insulin-

antibody complexes are precipitated and

the quantity of insulin-I 125 remaining in

the supernatent is determined by counting

the radioactive disintegrations. It is appar-

ent that the amount of radioactivity mea-

sured, which represents insulin-I 125 not

bound to antibody, is proportional to the

concentration of insulin in the standard so-

lution (or in the unknown). For example,

if the insulin concentration in the standard

* Adapted from a paper read at the Nineteenth

Annual meeting of the Tennessee Diabetes Asso-

ciation, April 15, 1967.

t From the Departments of Medicine and Phys-
iology, Vanderbilt University, Nashville, Tenn.

Supported by U.S.P.H.S. Grant HE 08195.

Dr. Crofford is investigator for the Howard
Hughes Medical Institute.

solution is high, the amount of antibody

which is uncombined at the end of the first

stage will be low, the amount of radioactive

insulin which combines with the “left-over”

antibody during the second stage will be

low and the amount of insulin-I 125 re-

maining in solution after removal of the in-

sulin-antibody complexes will be corres-

pondingly high. Thus, by using insulin so-

lutions of varying concentration, a standard

curve can be constructed which relates

counts per minute in the supernatent to in-

sulin concentration. When a serum speci-

men whose insulin concentration is to be

determined is processed similarly, the

counts per minute in the supernatent are

measured, and the insulin concentration ob-

tained from the standard curve.

Although simple in principal, radioimmu-
noassays are not procedures which can be

performed on an occasional basis and pro-

duce reliable results since an exact balance

between insulin concentration, antibody

concentration and insulin-I 125 concentra-

tion is critical. However, once the proce-

dure is set up, large numbers of serum sam-

ples can be processed. Insulin in human
serum is quite stable when frozen and 1 ml.

of serum is more than sufficient for the

assay. Therefore, it is quite practical for

frozen serum samples to be mailed to a cen-

tral laboratory for insulin assay.

In this laboratory, the 8 A.M. serum insu-

lin concentration, as measured in normal
adults following an overnight fast, is 10 ± 4

lx units per ml. (mean ± standard devia-

tion) . This value is quite reproducible

when measured in the same individual on

sequential days. In patients with maturity

onset diabetes, who have normal fasting

blood sugars but abnormal glucose toler-

ance tests, the serum insulin concentration

measured under the same conditions is 15 +
5 n units per ml. Evidence of this type pro-
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vides strong support for the current view

that most patients with maturity onset dia-

betes are not analogous to a depancreatized

patient (whose serum insulin concentration

is zero)
,
but probably have some type of re-

sistance to the action of insulin and/or an

inadequate pancreatic response to hyper-

glycemia. 2

Additional information can be derived

from measuring the serum insulin concen-

tration during a glucose tolerance test. In

the normal individual, there is a prompt

rise in serum insulin following the ingestion

of glucose, with the highest serum insulin

concentration occurring at about the same

time as the highest serum glucose concen-

tration. (Fig. 1) In a patient with matur-

GLUCOSE TOLERANCE TEST (normal)

Fig. 1. The insulin response during a 3 hour oral

glucose tolerance test in a normal adult.

ity onset diabetes, there is a characteristic

delay in the release of insulin so that the

maximum value is seen after the maximum
serum glucose concentration has been

reached. (Fig. 2) Although this observa-

GLUCOSE TOLERANCE TEST (diabetic)

Fig. 2. The insulin response during a 3 hour oral
glucose tolerance test in a patient with maturity
onset diabetes.

tion is conceptually useful in understanding

the nature of maturity onset diabetes, it is

certainly not recommended that serum in-

sulin assays replace the oral glucose toler-

ance test as a diagnostic test for diabetes.

There are occasional instances where the

serum insulin assay is informative about

the type of diabetes with which one is deal-

ing. At Vanderbilt University Hospital we
have recently seen a patient with extensive

radiation to the pancreas who had steator-

rhea and mild diabetes. Was the diabetes

related to pancreatic fibrosis and scarring,

or did he have the usual form of maturity

onset diabetes which might be expected to

respond to sulfonylurea therapy? Serum
insulin assays were performed which indi-

cated that his fasting serum insulin concen-

tration was 2 /x units per ml. and rose only

slightly in response to glucose. Therefore,

the former diagnosis was considered more
likely. Another patient with giantism and
acromegaly had a fasting serum insulin con-

centration of 66 fx units per ml. which rose

to 248 ix units per ml. following glucose. He
was suspected of having a persistently high

level of growth hormone which was antago-

nizing the action of insulin. This suspicion

was confirmed by growth hormone assays.

Nevertheless, such cases are seen infre-

quently, and the serum insulin assay finds

its greatest clinical usefulness in evaluation

of the hypoglycemic states.

It should be emphasized at this point that

all of the preceding comments refer to the

maturity onset type of diabetes. This is due
in part to the sparsity of data in youth onset

diabetics who have not been previously

treated with insulin. Patients treated with

insulin will develop insulin antibodies.

These are rarely present at a titer high

enough to be clinically important but fre-

quently prohibit the use of an insulin assay

which is based on immunologic principles.

Consequently, it would be of considerable

interest to measure serum insulin concen-

trations in children prior to the institution

of insulin therapy.

Symptomatic hypoglycemia is seen fre-

quently. The numerous conditions which
can produce hypoglycemia have been re-

viewed elsewhere so this discussion will

deal only with the most frequently encoun-

tered types. 3 During the past two years,
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our laboratory has been asked to evaluate

approximately 120 cases of symptomatic

hypoglycemia by means of insulin measure-

ments made on serum obtained in the

fasting state, during an oral (and some-

times intravenous) glucose tolerance test,

and during an intravenous tolbutamide test.

The most frequently encountered type of

hypoglycemia, which is usually referred to

as post-hyperglycemic hypoglycemia, is

usually seen in young, healthy individuals

and occurs about 2 hours following a high

carbohydrate meal. It does not occur in the

fasting state and rarely, if ever, leads to un-

consciousness unless the patient also has a

convulsive disorder. The fasting blood

sugar and serum insulin concentrations are

normal. The glucose tolerance test shows a

prompt rise of both glucose and insulin, fol-

lowed by an equally prompt fall. The low-

est blood sugar concentration (40 to 50

mg.%) usually occurs about 2 hours follow-

ing administration of the glucose. The
symptoms are promptly relieved by oral

glucose and will usually subside sponta-

neously in about 30 minutes. The tolbuta-

mide test is normal. (Fig. 3) Virtually all

Fig. 3. The insulin response to an intravenous in-

jection of 1 Gm. of sodium tolbutamide in a pa-

tient with post-hyperglycemic hypoglycemia.
The result is considered typical of a normal tol-

butamide test.

of these patients can be managed success-

fully by between meal feedings which are

high in protein and low in carbohydrate.

The second most common type of hypo-

glycemia which we have encountered is that

seen in association with mild, maturity

onset diabetes. As in the previous type, hy-

poglycemic symptoms are usually mild and

occur following meals rather than upon
fasting. The glucose tolerance test is char-

acterized by a delayed, but high rise in

serum insulin, a 2 hour post-glucose blood

sugar of 120 mg.%, or greater and sympto-
matic hypoglycemia usually seen at about

the fourth hour. Again, most of these pa-

tients can be managed with a diabetic diet

since this usually includes mid-afternoon

and bedtime feedings. If the symptoms are

not relieved by dietary therapy, a trial of

sulfonylurea therapy is indicated. The ra-

tional of this approach is that if the drug

can cause insulin to be released from the

B-cells more promptly, the serum insulin

concentration will not reach such high lev-

els and the subsequent hypoglycemia can be

prevented.

Patients with functioning B-cell tumors

characteristically have symptomatic hypo-

glycemia in the fasting state. The symptoms
may be those of bizarre behavior, convul-

sions or unconsciousness and, again, are re-

lieved by food. Prior to the use of the insu-

lin assay, the diagnostic tests which were of

greatest value were: a 72 hour fast, which
will result in hypoglycemia in virtually all

patients with an insulinoma and not in the

patients with the types of hypoglycemia
discussed previously; and, a tolbutamide

test, which will be positive in many (cer-

tainly not all) patients with an insulinoma.

In contrast to a normal tolbutamide test,

the blood glucose concentration during a

tolbutamide test in a patient with an in-

sulinoma remains low for two, three or even
more hours. (Fig. 3) The difficulty in the

interpretation of these tests is that if only

the blood sugar is measured, positive tolbu-

tamide tests and 72 hour fasts will be seen

in patients who do not have an insulinoma.

Thus, patients with Addison’s disease, pitui-

tary insufficiency, glycogen storage disease,

severe liver disease, fibromas, fibrosarcomas

and other large tumors which are not of

B-cell origin, idiopathic hypoglycemia of

childhood and other diseases can have fast-

ing hypoglycemia and tolbutamide tests

which, from the standpoint of the blood

sugar alone, cannot be distinguished from
the results of the same tests performed in a

patient with an insulinoma. However, the

diagnostic problem can be solved if the

serum insulin concentration and the blood
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sugar are both measured during a glucose

tolerance test, a tolbutamide test and, most

important, during a prolonged fast.

The principles used in evaluating the

functional status of the pancreatic B-cells

are the same as those used in evaluating the

functional status of other endocrine glands.

Thus, with a normal gland, the magnitude

of the hormonal response is proportional to

the intensity of the stimulus, while with an

autonomously functioning tumor, the

amount of hormone released may be totally

unrelated to the stimulus. In the case of

B-cell adenomas, the characteristic finding

is that of a fixed serum insulin concentra-

tion which usually does not rise during a

glucose tolerance test and results in a

mildly diabetic type of blood sugar curve,

which either over responds to tolbutamide

or fails to respond at all, and which does not

suppress to near zero levels when the pa-

tient develops hypoglycemia during a pro-

longed fast. (Fig. 4) Thus, by measuring

GLUCOSE TOLERANCE TEST (insulinoma)

Fig. 4. The insulin response to a 3 hour oral glu-

cose tolerance in a patient with a functioning

B-cell adenoma.

the serum insulin concentration, we can

now distinguish between those types of hy-

poglycemia due to hyperinsulinism (i.e. in-

sulin producing tumors) and hypoglycemia
due to a failure of some of the homeostatic

mechanisms which are needed to maintain a

normal blood glucose concentration. In

these latter conditions, the serum insulin

concentration will be near zero during hy-

poglycemia since the stimulus for the B-

cells to secrete insulin (i.e. hyperglycemia)

is absent.

Summary and Conclusions

The principles of the radioimmunoassay
for insulin were described and values given

for the serum insulin concentrations mea-
sured in normal adults and in patients with

maturity onset diabetes. Although knowl-

edge of the serum insulin concentration in

diabetics is occasionally helpful, serum in-

sulin measurements are not recommended
as a means of diagnosing or guiding the

management of diabetics. In evaluating the

hypoglycemic states, however, the insulin

assay has proven so useful that, at the pres-

ent time, it is difficult to recommend explo-

ration of the pancreas in search of a B-cell

tumor on any patient without first having

demonstrated chemical hyperinsulinism.
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Consideration of The Paranoid Problem in

Psychiatric Practice*

KENNETH J. MUNDEN, M.D.,r Memphis, Tenn.

“When you shall these unlucky deeds relate,

Speak of me as 1 am; nothing extenuate,

Nor set down aught in malice

I would like to share with you today some

thoughts about the paranoid condition and

offer you some suggestions of a practical na-

ture. As you know, the paranoid problem

is the most common and most difficult one

encountered in psychiatric practice, with

treatment results that are most disappoint-

ing and involving a patient who stands out

for his particularly obnoxious and unattrac-

tive personality. 1

By paranoid reaction I mean any of the

psychiatric conditions where an excessive

use of the mechanism of projection exists; I

also recognize at this point that it may seem

difficult to determine the degree of exces-

sive use of projection and the extent of im-

pairment of reality contact.2 For a purely

descriptive definition, the American Psy-

* Read at the meeting of the Tennessee District

Branch—American Psychiatric Association, April

14, 1967, Memphis, Tenn.

t From the Tennessee Psychiatric Institute,

and the Department of Psychiatry, University of

Tennesee College of Medicine, Memphis, Tenn.
3So disappointing, in fact, that, “Although many

paranoid states may be partially alleviated by

the use of phenothiazines or antidepressant so-

matic therapy, few psychotherapeutic advances

have been evidenced in recent years. The scar-

city of reports in the literature leads one to be-

lieve that the results of treatment of hospitalized

paranoid patients remain poor.” (Quoted from
William H. Wainwright, Treatment of Paranoid

Disorders by Dual Therapists, page 109. Current

Psychiatric Therapies Vol. VI, 1966, Editor Jules

H. Masserman, Grune and Stratton, New York)
"The reader is referred to Norman Camer-

on’s excellent summary review of the subject:

Paranoid Conditions and Paranoia, Chapter 25 of

the first Volume of the American Handbook of

Psychiatry. Silvano Arieti, Editor Basic Books,

Inc., New York, 1959.
3Kenneth J. Munden, M.D., Therapeutic Ef-

fects of Confrontation of the Paranoid Individ-

ual with some of his Personality Traits. Pre-

sented in summary form at the Fourth World
Congress of Psychiatry, Madrid, Spain, 1966.

Accepted for publication in the Journal Psy-
chotherapy: Theory Research and Practice.

chiatric Association diagnostic manual em-
phasizes the presence of delusions or false

beliefs, usually grandiose or persecutory in

nature with affect and behavior consistent

with the beliefs held and intelligence pre-

served. Thus the main single factor that is

emphasized is the existence of a belief or

beliefs held to be false by the examiner or

evaluator.

My interest in the paranoid condition3

was aroused some years ago by 2 patients to

whom I shall refer briefly:

(1) The first case is that of a divorced woman
in her late thirties whose marriage in her early

twenties lasted but a few months. A daughter

was born and subsequently the patient, her
daughter, and the maternal grandmother have
lived together continuously.

In her late twenties the patient suffered the

first of a number of acute schizophrenic episodes

requiring hospitalization. With each recovery

she was able to return home and obtain employ-

ment, supporting not only herself, but also her

mother and daughter.

In the course of time she became well-known
in various community agencies, including the

courts. When acutely disturbed, her behavior in

public places would force her institutionalization.

At the time I first saw her on an outpatient basis,

she had been referred and rereferred from one
agency to another, no doubt because she had be-

come a well-known patient and no one was will-

ing to carry her any longer. The patient was
extremely hostile and frightened, grossly delu-

sional, and experienced auditory hallucinations.

Therapy was instituted primarily to try and help

her accept medication and make proper use of it.

After 6 months she finally consented and grad-

ually became well-organized and able to func-

tion reasonably well. Concurrently the delu-

sional process became encapsulated and clearly

verbalized; in essence it contained two themes;

the first, rejection by a cruel, hostile world, and
second, a bitter attack on human beings for their

dirtiness and evil intentions toward her.

During one session she suddenly confronted me
with my own feelings of hostility and anger to-

ward her. After some hesitation I fully ac-

knowledged these feelings. She requested an
explanation and I gave it by pointing out her un-
pleasant attitudes, vicious opinions, unwarranted
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attacks, and her lack of trust and faith even in a

person who was trying to help her. The reaction

was unexpected:—she became quiet, calm, and

tearful, with a confession that she was a “bad

girl” and would now try and be good.

(2) The second case is that of a widow in her

middle fifties who had a long-standing history of

paranoid behavior, never severe enough to re-

quire hospitalization, but giving her a bad-

nuisance reputation in the community. Through
the years help had been profferred without suc-

cess a number of times. She had also been in-

volved in courts on several occasions until she

was refused further admittance or litigation.

I first saw this woman on a referral from a

colleague who stated he could no longer put up
with her. Like the first patient, she was hostile,

stubborn, demanding and argumentative, refus-

ing medication, although subsequently she began

to take some irregularly.

During one of the sessions she was explaining

she could not understand why no one would lis-

ten to or accept her beliefs, claiming that her

minister had accepted them and encouraged her

to take court action. When this statement about

the minister was challenged, she admitted that

she had lied about him, feeling that the lie was
justified to support her delusional beliefs.

These two incidents lingered on in the

back of my mind for a long time. I kept

asking myself, why did the first patient re-

spond so quickly and readily to a confronta-

tion with her own undesirable personality

traits? Was the confrontation effective be-

cause of the introduction of the therapist’s

hostility as an overt factor in the relation-

ship? In the case of the second patient, if

she admitted to a deliberate lie to give sup-

port to a delusional belief, at what point did

the delusion end and the lie begin? In fact,

to what degree might a patient be con-

sciously aware of projecting material onto

the environment, and under what condi-

tions and in what situations?

The more I thought about it the more I

questioned the validity of currently ac-

cepted explanations about the paranoid pro-

cess and its manifestations. After all, if the

second patient could distinguish between
what was a conscious deliberate lie and her

delusional belief, how did she know that

her delusional belief was delusional in the

first place? These doubts in my mind both-

ered me enough to decide to seek an answer
to them. I decided the best way to find out

was from the paranoid patients themselves

by starting with the full-confrontation tech-

nic. I began to do this four years ago and

since then I have been involved therapeuti-

cally with slightly over thirty paranoid pa-

tients in formal, long-term therapy; of

these, two-thirds have been terminated.

Since then I believe I have been able to

understand the paranoid patient better and,

most of all, the patients themselves have

shown me how to deal with them more se-

curely and constructively, and thus my ap-

proach to the problem has undergone

changes in the course of time.

Let me say here that I am not going to

recommend formal, long-term therapy as

treatment of choice except for those of you

who care to learn more about the troubled

and hideous world of the paranoid. It is a

taxing, at times dangerous and risky experi-

ence, and without a doubt, consuming for

the therapist.

By formal, long-term therapy I mean psy-

chotherapy established on a contractual

basis whereby in exchange for the thera-

pist’s best unfailing efforts to help the pa-

tient as long as he needs him, the patient

agrees to assume full responsibility for him-

self as an adult, despite the problems in-

volved. Of the many aspects of the con-

tract the essence incorporates this formula:

to the patient’s request “help me because I

am no longer able to help myself and I am
desperate for help” the therapist answers, “I

agree to help the best I can; because you

are desperate I am certain you don’t want
me to fail you in my commitment to do the

best I can; however, I also expect you not to

fail me because I shall expect as much of

you as you expect of me.” It is the patient’s

state of desperation that leads him to enter

into the contract and undergo internal

changes.

The Patient

There are several common traits and pat-

terns of behavior in the paranoid patient I

wish to consider.

First, normal early childhood feelings of

envy and jealousy come under poor control

in subsequent years and dominate in late

childhood and adolescence.

Second, tolerance to interpersonal frus-

tration and rage is not increased through

familial experience; rather, stubbornness is

fostered by the parents’ inability to cope

with the youngster’s hostility which is
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feared; typically, the parents develop a

helpless, nagging attitude, constantly

hounding the youngster who steadfastly re-

fuses to accept responsible personal action.

From this childhood experience the young-
ster learns that as long as he stubbornly ad-

heres to his viewpoints, he can get away
with anything, further justifying his posi-

tion by blaming his parents because they

are constantly hounding him—in fact,

seeing himself as a victim of parental perse-

cution.

Third, during the initial adolescent years

he is faced with the full measure of his par-

ents’ weakness and helplessness; he is also

frightened by his own feelings of envy and
jealousy which are enhanced by normal
competitive situations since, because he is

poorly equipped, he finds quite realistically

that his peers are inevitably more success-

ful than he is. These experiences in turn

frustrate him, and he is easily enraged to a

point where he is strongly tempted to lash

out as he did as a child; but he now has the

biologic and physical power of an adult

with a much greater potential for harm.

His now outdated methods of coping,

namely lying, self-deceit and avoidance fail

him, but worst of all, not having had any
opportunities in life for an honest self-

appraisal and acceptance of himself as a

human being, he is forced to isolate himself

from human companionship. Here is the

core of his own brand of hell: Stubbornly

resisting the world around him, he has to

live with his inner world of envy, jealousy,

and rage, a rage that consumes him with

hatred. It is a hell experienced with utter

despair for he cannot escape from a most

terrible kind of depression:—a real one be-

cause he has all the good reasons in the

world to be thoroughly depressed, because

he knows he is worthless.

Fourth, the paranoid patient is perfectly

aware of his envy and jealousy, much as he

may wish to deny it. He is also aware of

his fear of becoming enraged and lashing

out, and he is most acutely aware of his

helplessness and inability to cope with nor-

mal, everyday human frustrations. Lastly,

he is also very conscious and argumentative

about his stubbornness but, if given the

slightest opportunity, he is most willing and

anxious to discuss the hellish existence of

his internal life. He is painfully aware of

how he affects others, how he is avoided

and how people lie to him to get rid of him.

He has naturally all the experience and
know-how to spot other persons with his

own same problem.

Let us then examine the paranoid prob-

lem from the patient’s viewpoint:

(1.) He is envious, jealous, and stubborn.

(2.) He can easily become enraged, hate

and is fearful of both.

(3.) He believes that he was always a

victim of parental persecution, justifying

this belief on the basis of what he should

have and never got, and never made the

effort to get, elaborating and rationalizing

the why and wherefore, always blaming his

parents or parent figures.

(4.) He is very much aware and con-

scious of the preceding personal experi-

ences. If we then single out his fear and
his constant attitude of, “I don’t care two
damns what you think or say or do, I won’t

go along anyway, regardless,” we can con-

sider the following: a frontal attack on the

patient will never do because he is quite

familiar with all forms of nagging and ac-

cusatory attitudes; he will in fact claim

that we are persecuting him. The therapist

must recognize the patient’s fear and his

own fear of arousing rage in the patient.

Denying it simply creates a potentially

dangerous relationship. The therapist must
focus on the patient’s troublesome envy,

jealousy and stubbornness and completely

ignore the beliefs and their content. The
therapist must also make clear, if he de-

cides to go ahead and help, that the patient

is going to give him a difficult time but

that he has faith in the patient’s capac-

ity to help himself. The safeguards for

both therapist and patient are built into a

carefully and clearly set out mutually ac-

ceptable contract of expectations and obli-

gations. If this takes one month or twelve

months, it still must be done.

This very personal elaborated contract

between therapist and patient is crucial to

the paranoid because of its measure of reas-

surance: it makes clear that he is indeed en-

vious, jealous and stubborn, that he is

frightened and capable of doing harm, but

also that the therapist has these feelings
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and fears but that he can cope with them
and control them.

The establishment of a clear-cut thor-

oughly discussed personal contract is the

first and most important practical step of

treatment.

The second one is the use of chemother-

apy. We are all familiar with the most
common experience with the paranoid who
is proffered all types of drugs, and which
fail because of his stubbornness. Plainly

stated, it is this: “No matter how much a

drug may help me, even if I should be will-

ing to go along with you and take it, I am
going to prove to you that it’s no good.” If,

however, this apparently unshakable atti-

tude of stubbornness is dealt with through

the personal contract, I can parenthetically

guarantee that you will find that chemo-
therapy is extremely valuable and useful to

the paranoid patient.

The establishment and acceptance of a

contract between therapist and patient will

require time and patience but it can be

most rewarding. Chemotherapy then be-

comes an extremely valuable tool, not only

in alleviating symptoms but as a magnifi-

cent crutch, a measure of support that en-

ables the paranoid patient to face himself,

accept himself and begin corrective action

on his behavior and attitudes. It is then

that he may be ready for formal psycho-

therapy.

In conclusion

,

I have this to suggest:

—

that you take the time and effort with the

patient to get a mutually acceptable and
clear contract of obligations, responsibili-

ties and expectations; true enough, it is the

patient’s desperation that motivates him,

but afterwards he will be ready to make
proper use of chemotherapy with excellent

results. Realizing that like all of us he has

the potentials for change that nature gave

him, he is ready to move ahead and leave

his hell to enter a meaningful life.

Unfortunately, the psychiatrist today is so

bent on proving himself right that he has

little time or inclination to give the patient

the opportunity to prove himself wrong.

Indeed I must express my gratitude to the

paranoid patients under my care for a bet-

ter understanding of the more subtle mani-

festations of human pain and suffering, for

they have earned a good measure of self-

respect for their courage and fortitude.

'

’•COCA-COLA" AND "COKE” ARE REGISTERED TRADE-MARKS WHICH IDENTIFY ONLY THE PRODUCT OF THE COCA-COLA COMPANY.
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Often this procedure is done merely for palliation when the venous obstruction is due to tumor.

However, in post-phlebitic obstruction it may be a definitive mode of treatment.

Cross-Over Vein Grafts for Obstruction of

The Iliac and Femoral Veins*
W. ANDREW DALE, M.D, Nashville, Tenn.

Obstruction of the iliac and femoral veins

produces severe swelling of the thigh and

even of the lower abdomen as well as con-

siderable discomfort due to this tissue dis-

tention and seriously disables a patient.

The striking appearance of the syndrome is

matched by the severe disability which ac-

companies it.

Shunt-grafting in the venous system is a

procedure required infrequently, and many
physicians are not aware of its possibilities

for relief of the congestive edema and pain

which accompany chronic venous occlusion.

Recent experience with 15 cases where the

saphenous vein was used as a cross-over

shunt-graft to carry blood from the ob-

structed venous system of one leg to the

patent venous system of the other leg has

indicated that this operation is simple, does

not involve great risks, and offers relief in a

high percentage of cases.

The common causes of chronic obstruc-

tion of the iliac and femoral veins are

tumor and venous thrombosis. Their inci-

dence in the 15 cases is shown in table 1,

Table I

Etiology in 15 Cases

Venous thrombosis 4

Tumor 11

Cervix 6

Lymphoma 2

Bladder 1

Rectum 1

Prostate 1

which indicates the variety of pelvic tumors

as well as the 4 post-thrombotic venous ob-

structions which have been treated.

Plan of Diagnosis and Treatment

The program of diagnosis and treatment

outlined in table 2 was followed with neces-

sary individual modifications for patients

* Presented at the meeting of the Middle Ten-
nessee Medical Association, Gallatin, Tenn., May
18, 1967.

Table 2

Plan of Management

1. Diagnosis:—tumor or phlebitis?

Examination—includes pelvic and rectal

visceral x-ray—I.V.P., barium enema
Cystoscopy, sigmoidoscopy

Surgical exploration

2. Delineation of venous block by phlebography
Site

Extent

Contralateral patency

3. Timing
Is phlebitis “stable or fixed”?

Will patient survive a tumor 6 or more months?

who presented with chronic occlusion of the

iliofemoral venous system. The high inci-

dence of tumor makes a careful search for

this mandatory. Laparotomy or extraperi-

toneal exploration may be necessary to es-

tablish the diagnosis and to obtain tissue for

microscopic analysis. This can be done at

the same time the cross-over venous shunt
is placed so only one operative procedure is

required.

Delineation of the site and extent of the

venous occlusion is accomplished by phle-

bography using 50 ml. of 60% Conray. (Fig.

1.) X-ray exposures made at 2 second in-

tervals indicate the flow pattern of the ra-

diopaque material into the ilio femoral ve-

nous system and inferior vena cava.

Following visualization of the obstructed

venous flow, a contralateral phlebogram is

made to determine the suitability of the sa-

phenous vein on that side and to be certain

of the patency of the iliac system.

Cross-over shunt-grafting is offered to the

patient if the general condition allows spi-

nal anesthesia and a soft tissue operation,

and if the outlook for life (in patients with

tumor) is over 6 months.

The Operation

The feasibility of venous reconstruction

has become increasingly apparent over the

last several years. Our laboratory experi-
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Fig. 1. An intravenous route is secured by place-

ment of a 23 needle into a foot vein or a medium
Intracath into an ankle vein through which 50

ml. of Conray-60 may be injected. Tourniquet

at B insures passage of the superficially placed

radiopaque material into the deep veins. The
tourniquet at A is constricted tightly over a pad
to block the femoral vein until its sudden release

at which time a series of film exposures at 2 sec-

ond intervals allows iliac phlebography.

ences as well as that of others has shown
that autogenous veins are best suited, for

peripheral venous replacements or by-

passes. 1 - 2 Palma and Esperon3 in 1960,

reported successful use of cross-over vein

grafts in Uruguay, and Izquierdo,4 in 1963,

recorded a large number of these proced-

ures done in Mexico City. No phlebographic

postoperative studies were obtained and
his results are difficult to analyze. The
initial report5 in 1965 of our first 7 cross-

over vein grafts is herein enlarged to a

total of 15.

The 15 patients who have had cross-over

vein grafts placed have been culled from
many other patients who did not appear to

have symptoms which were severe enough
to warrant attempts at a relatively new
procedure whose technic is illustrated in

figure 2.

The common femoral vein of the sympto-
matic side is initially explored and freed
sufficiently for a specially-devised clamp to

be placed so the anterior surface of the com-
mon femoral vein can be used for the end-
to-side venous anastomosis. The contralat-

eral saphenous vein is then carefully dis-

Fig. 2. Technique of the cross-over vein graft is

shown here and is explained in text.

sected out and its tributaries tied with non-

absorbable material to a distance where
measurement with a tape indicates that suf-

ficient length for the cross-over graft has

been obtained. The saphenous vein is then

cut across distally and flushed with heparin-

ized saline to prevent clotting of the lumen
during further manipulation. A bulldog

serrefine clamp is then placed at the sa-

phenofemoral junction to prevent reflux of

blood from the femoral vein into the sa-

phenous vein while the venous anastomosis

is carried out.

A sterile sigmoidoscope is pushed across

the suprapubic space in the fatty subcuta-

neous tissue and through this tunnel is

placed a long clamp to lead the freed con-

tralateral saphenous vein across the supra-

pubic region. A terminolateral venous an-

astomosis is done using continuous 5-0 silk.

The stoma should be at least three times the

diameter of the vein graft itself.

Clotting is discouraged during the venous

occlusion by intravenous administration of

50 mg. of heparin in an aqueous solution. It

is ordinarily not necessary to use the anti-

dote protamine at the end of the operation

since bleeding from the low pressure ve-

nous system is not a problem. No postop-

erative anticoagulant therapy has been used

for fear of bleeding complications in the

wounds or in the cross-over tunnel.
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The operative procedure is technically

easy and requires approximately 90 min-

utes. Since it transverses only soft tissue

and does not enter any body cavity, it is not

particularly disturbing to the important

bodily functions of the patient.

In table 3 are summarized the results

Table 3

Statistics of 15 Patients’ Results

Clinical relief 12

Phlebogram patent 4

Phlebogram blocked 2

No phlebogram 6

Failure 3

in the 15 patients summarized herein.

Clinical relief has occurred in 12 of the 15,

while 3 failures are known. Four of the 12

patients with clinical relief have grafts

which are proved to be patent by phlebo-

grams. Figure 3 shows two of these.

Summary

Clinical success in 12 of the first 15 pa-

tients having cross-over vein grafts for the

relief of chronic iliac and femoral venous
obstruction indicates this operation be a

promising one for palliation of the severe

Fig. 3. Patency of cross-over vein grafts is by
phlebography. Left

,

shows patent cross-over

graft 4 months following placement to carry

blood around iliac and femoral veins occluded by
recurrence of carcinoma of cervix. Right, shows
cross-over patent graft 5 months after operation

disability which occurs when tumor or

phlebitis blocks the iliofemoral venous sys-

tem. The operation itself is without great

risk, is confined to the soft tissues of the

upper thighs and suprapubic region, does

not interfere with radiation therapy if re-

quired, has been well tolerated by patients,

and has produced gratifying relief of edema
and pain in a high proportion of patients.
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done for iliac vein occluded by thrombus.

During the post-operative period recanalization

of the iliac vein itself has occurred so blood is

flowing through the main channel as well as

through the patent cross-over graft. Edema was
relieved in both patients.
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Beta AdrenergicBlockade**

G. DANIEL COPELAND, M.D.,f Memphis, Tenn.

There is widespread interest in a group of

relatively new drugs which are known col-

lectively as beta adrenergic receptor block-

ing agents. While none of this group is

now commercially available, propranolol

H cl (Inderal) is now extensively em-

ployed in clinical trials which should deter-

mine whether or not this drug is effective in

the treatment of angina pectoris and cardiac

arrhythmias.

To explain the differences in action of

norepinephrine and epinephrine on different

sympathetic effector organs, it has been pos-

tulated that two different types of receptor

sites exist in the effector cells,—one type is

called alpha adrenergic receptor and the

other type is called beta adrenergic recep-

tor. It must be emphasized that no struc-

ture, or specific cellular component, has so

far been identified which might be consid-

ered the adrenergic receptor site; it is by
the behavior of the effector organ in re-

sponse to sympathomimetic amine which
determines the presence of the alpha or

beta receptor. In the cardiovascular sys-

tem, stimulation of alpha adrenergic recep-

tors results in arteriolar constriction, while

stimulation of beta adrenergic receptors

produces arteriolar dilatation (in muscle),

augmentation of cardiac automaticity, and

enhanced myocardial contractility. It

would be expected from this that a beta ad-

renergic blocking agent would diminish

heart rate, heart automaticity, and myocar-

dial contractility and might possibly induce

bronchospasm. In the intestines, stimula-

ton of both alpha and beta adrenergic re-

ceptors inhibits smooth muscle contraction

(except sphincters). Smooth muscle in the

bronchial walls is relaxed by stimulation of

beta adrenergic receptors while splenic con-

traction may result from activation of alpha

adrenergic receptors. No alpha adrenergic

receptors apparently exist in the heart or

t From the Department of Medicine, Univer-
sity of Tennessee College of Medicine, Memphis,
Tenn.

* Contributed through Professional Education
Committee, Tennessee Heart Association.

tracheobronchial tree and no beta receptors

are demonstrated in the splenic capsule, the

pilomotor muscles or the sweat glands.

Isopropyl norepinephrine (Isuprel) stimu-

lates only beta adrenergic receptors while

phenylephrine (Neosynephrine) and meth-
oxamine (Vasoxyl) predominantly stimu-

late alpha adrenergic receptors.

Alpha adrenergic receptor blockade can

be accomplished with ergot alkaloids, phen-

oxybenzamine (Dibenzyline)
,
tolazine

(Priscoline) or phentolamine (Regitine).

The clinical application of Regitine for the

diagnosis and in the treatment of pheo-

phromocytoma is well known; Priscoline

has been used as therapy for vasospastic

peripheral vascular disorders while Di-

benzylamine has been used in a treatment

for shock.

Beta adrenergic receptor blockade has

lately been accomplished with the drug pro-

nethelol (Nethalide) which has been used

in extensive clinical trials. These trials

were limited in part by pronethelol’s side

effects which in man include lightheaded-

ness and slight incoordination, followed by
nausea and vomiting. (Mice developed lym-

phomas.) Propranolol, now in use can in-

duce beta adrenergic blockade at about

one-tenth the dose required with pro-

nethelol, with no side effects at the effective

dose; it has not caused tumors in mice.

Beta adrenergic blockade in humans with

propranolol produces at fall in heart rate, a

reduction in cardiac output, a reduction in

resting stroke volume, a reduction in ven-

tricular diastolic and systolic volume and
therefore of calculated tension of the my-
ocardial wall; oxygen consumption falls by
an average of 25 percent. The dose re-

quired to induce beta blockade varies and
must be determined, as with other cardiac

drugs, by the clinical response; slowing of

the heart rate is a convenient clinical sign.

Propranolol antagonizes the beta adrenergic

stimulating actions of the catecholamines.

Exercised subjects show a significant de-

crease in heart rate and systolic blood pres-

sure after propranolol. When given during
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right heart catheterization, propronalol pro-

duced an increase in pulmonary artery

pressure and total pulmonary resistance.

Propranolol has been demonstrated to be

a successful treatment for the majority of

supraventricular tachycardias and in more
than a few cases of ventricular tachycardia

and ventricular premature systoles. It is

possible that the anti-arrhythmic action of

propranolol is not produced by beta-

blockade, but by a “quinidine-like” prop-

erty of the drug. Most investigators agree

that propranolol is of special value in the

management of arrhythmias due to digitalis

intoxication. During cardiac catheteriza-

tion in cases of hypertrophic subaortic sten-

osis, it has been shown that propranolol in-

travenously reduces the ventricular pres-

sure gradient induced by Isuprel; clinically,

propranolol has been used in these cases to

control symptoms which include angina,

syncope, vertigo, and palpitations.

When given cases of angina pectoris, clin-

ical trials indicate that low dosage (40 mg.

per day, orally) produces questionable or

no improvement but that with a higher dos-

age (80 to 120 mg. daily) most patients re-

port improvement in exercise tolerance.

Many patients who will not respond to this

dose will respond to higher doses, e.g. 160 to

200 mg. daily. Propranolol has seemed to

reduce the mortality when given routinely

to a series of cases with myocardial infarc-

tion.

The most harmful effect of propranolol is

intensification of heart failure due to loss of

sympathetic support to the failing myocar-

dium; propranolol is contraindicated in

heart failure and in clinically impending

heart failure. Propranolol may intensify

bronchoconstriction in bronchial asthma

and should not be given to asthmatics; for-

tunately this action is slight in normal indi-

viduals. After parenteral administration,

hypotension and atrioventricular conduc-

tion defects have been observed.

It can be seen from this brief summary
that much remains to be learned about

mechanisms of adrenergic action and about

adrenergic receptors. That propranolol

shows much promise and has low toxicity is

evident. It is hoped that this drug is also a

prototype of more selective beta adrenergic

blocking agents which will have wide clini-

cal application in cardiovascular diseases.
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STAFF CONFERENCE

Nashville Veterans Administration

Hospital*

Treatment of Narcotic Addicts on Open Wards

DR. JOHN GRIFFITH: The trend today

is to treat the emotionally ill on open wards

where they may have a greater freedom

and sense of dignity. However, treating a

narcotic addict in such a milieu necessitates

a modification in our usual approach, and

this will be illustrated in this conference.

Mr. Nottebart, our fourth year medical

student, will present the psychiatric history.

MR. HARRY NOTTEBART: This patient is a

40 year old steel worker who first presented at

this hospital complaining of renal colic. He was
discovered to be addicted to Demerol and was
transferred to the Psychiatric Service.

The patient’s present illness began 11 years ago

when he was hospitalized for severe right flank

pain found to be caused by a walnut sized renal

calculus. It was necessary to remove the pa-

tient’s right kidney and he received Demerol for

several weeks while convalescing. After leaving

the hospital the patient continued to use the drug
for 1

1/2 years. He then was arrested and sent to

prison in Maryland for 5 years on the charge of

drug addiction. According to the patient, he has
been out of prison 4 years and did not use drugs
until about one year ago when he developed
renal colic and was given Demerol by a physi-

cian. After receiving several doses, he resumed
the compulsive use of drugs. Interestingly, he
did not tell the physician that he was an addict.

For the past 10 months the patient has been
using about 1200 mg. of Demerol per day which
he administers to himself by I.M. injection.

Despite his use of drugs the patient insists he has
not missed work and was able to walk high steel

scaffolding. He admits to having lost 8 pounds
body weight.

As regards his mental status, the patient was
observed to be a short, thin man who usually
was quite careless about his personal appearance.
He seemed always eager to talk and would affect

a casual air that seemed to be more of a posture
than an expression of his true feelings. Through-
out the interviews the patient would be both
provocative and hostile, then rapidly retreat
to a friendly position. However, his emotional
reactions were generally appropriate and he
showed no thought disorder. Indeed, much of
his content of thought was aimed at “normaliz-
ing” his experiences. To him, his use of drugs is

* From the Department of Psychiatry, Vander-
bilt School of Medicine and Veterans Adminis-
tration Hospital, Nashville, Tennessee.

simply explained: he is a “medical” addict. The
patient denied delusions or hallucinations, was
oriented, showed no intellectual impairment and
his judgment was intact.

Physical examination was unremarkable and
no needle marks could be found.

Mrs. Girtman’s social history covers much of

his personal history.

DR. GRIFFITH: Fine but first, Mrs. Girt-

man, tell me were you ever able to talk to

the patient’s wife?

MRS. RENE GIRTMAN: No, not really.

I was able to talk to her by phone, but

the patient has vehemently opposed to our

making contact with her, insisting that he

has been telling her about his addiction

gradually. Most of my information, there-

fore, comes from the patient.

The patient grew up in a small Pennsylvania
town. His father was 54, his mother 40, when
the patient was born. He had one brother and
one sister. He described his father as a retired

Army Colonel who was very strict but fair, and
one who would never ask anyone to do some-
thing he was unwilling to do himself. The pa-
tient states that he was very close to his father;

his sister was close to the mother. The family
lived on a farm and the children were expected

to work.

At age 14 the patient’s parents were killed in

an auto-train collision. By that time, the pa-
tient’s brother was in the army and his sister

was working. The patient falsified his age and
entered the Army, only to be discharged 6

months later because of a kidney injury received

during maneuvers. Since then the patient has
worked on various construction jobs as a mem-
ber of the Merchant Marine. He often changes
jobs and travels about the country.

The patient has been married twice. His first

marriage ended with the death of his wife in an
auto accident. A son by this marriage was
adopted by the patient’s in-laws, obstensibly be-

cause he had begun to drink excessively. His
second marriage, some 4 years ago, is described

by the patient as being very close. His wife con-
firms this. The patient’s second wife is a widow
with 2 children now aged 12 and 14. The patient

has adopted these children and treats them very
well. The wife is vaguely aware that her hus-
band is an addict but insists that she loves him
and will stand by him.

Mr. Nottebart has described the patient’s use

of drugs. It should be added that the patient is

very bitter about being arrested when he ap-
proached a physician and asked for Demerol.
He states that he was treated brutally in prison

and spent 11 months in solitary confinement.
Indeed, his history is punctuated by violence.

His father, and mother, sister, and wife were
killed in auto accidents, and his brother in World
War II. He has been stabbed at least once and
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has been involved in several fights. Also, as re-

gards his drug history, the patient has ap-

proached VA hospitals 47 times and requested

drugs for pain. Many of these were during a

period when he claims he was not using drugs.

DR. GRIFFITH: Thank you, Mrs. Girt-

man. Dr. Martin, what did you find on psy-

chologic testing?

DR. RICHARD MARTIN: Psychologic

tests were administered on March 3, 1967,

and included the Civilian AGCT, Minnesota

Multiphasic Personality Inventory, Ror-

schach, Bender-Gestalt, TAT, and Szondi.

These tests indicated that the patient is of

high average intelligence (Equivalent I.Q.

115) with an outwardly structured adjust-

ment. For example, in response to the

MMPI questions he gave answers which one

would expect from a normal, conservative

individual with a rather lackluster attitude.

However, he has a rather high defensive

scale and is probably attempting to appear

more normal than he is. To put it another

way, addiction to him is a relatively objec-

tive isolated fact, a medical addiction, which
is not causing self doubt.

On a deeper unconscious level more un-

easiness and isolation can be inferred by his

Rorschach responses. There seems to be a

basic sort of emptiness which probably
characterized his interpersonal relation-

ships even during childhood. He also is

unable to assess his inner feelings and or-

ganize them in a mature way although he

is able to adequately assess outside phe-

nomena.

Diagnostically, the tests indicate a some-

what immature and empty personality
which, except for addiction, seems to be

functioning without marked disturbance.

In this case, I would consider drug depend-

ency to be the primary diagnosis rather

than a secondary diagnosis.

DR. GRIFFITH: Fenichel considers that

the personality defect that leads to drug ad-

diction is that the person has no strong

emotional ties to human beings. Does this

describe the patient?

DR. MARTIN: Yes, I think that this de-

scribes the man beautifully. As regards his

inner experiences this man is rather alone

and uncertain, but this is covered by an out-

ward personality that does not seem to be

much disturbed. Incidentally, this describes

most of the addicts that we have seen here.

DR. GRIFFITH: Miss Kent, as charge

nurse you have probably observed this pa-

tient more than anyone else. Has his ward
behavior been consistent with what we
have heard so far?

MISS DOROTHY KENT: In general, yes.

On the ward we have noticed that he is an
intelligent person who is eager to talk.

However, he is quick to find fault with the

ward and certain personnel, but most of his

hostility was directed toward Dr. Griffith

and Dr. , a patient who is also a Dem-
merol addict. Although the patient ap-

peared to socialize a lot, this was really

quite superficial. He is a true “loner” with

no real friends.

When the patient first came to the ward,

Dr. Griffith explained to me, in front of the

patient, how he wanted the patient treated.

The patient was to receive 200 mg. of Dem-
erol by mouth every 3 hours. The patient

could refuse a dose, if he wished, or could

reduce the dose. However, once the dose

was reduced, the patient was told, it would
not be increased again.

The important part of his treatment, how-
ever, was that the nurses were not to criti-

cize the patient for taking drugs or praise

him for decreasing the dose. This sounds

simple, but is difficult to put in practice.

The patient took only one 200 mg. dose of

Demerol and immediately dropped to 150

mg.; thereafter, he gradually decreased his

dose over a 2 week period until he was off

the drug entirely.

DR. WILLIAM F. ORR: When did he re-

ceive his last dose?

MISS KENT: About 28 hours ago. I

might add that he never showed objective

signs of narcotic withdrawal or pressured

the staff for more drugs.

DR. GRIFFITH: Is the patient ready to

come in?

(The patient comes in.)

Patient interview (excerpts)

:

DR. GRIFFITH: Tell us how you first

came to use drugs.

PATIENT: Well, I just had kidney trou-

ble. I had a kidney removed, and was

given drugs. When I got out of the hospital

I kept using ’em. Then I got off ’em for and

er— number of years, then got on ’em again

when I got another kidney stone.
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DR. GRIFFITH: How do these make you

feel? Drugs, that is.

PATIENT: They don’t really. They don’t

make me feel high like alcohol. Seems
after I used ’em for a few days, I wouldn’t

feel any way just have: physical discomfort

if I didn’t use drugs.

DR. GRIFFITH: How much would you

use?

PATIENT: I started with 100, then ended

up taking 150 mg. every 3 hours.

DR. GRIFFITH: How would you get it?

PATIENT: From physicians mostly; they

couldn’t very well refuse without getting

themselves into trouble.

DR. GRIFFITH: Blackmail?

PATIENT: Well, er, no. I would just tell

them that if it (drugs) was good enough for

them, it was good enough for me. I could

blow the whistle on them as easily as I

could blow the whistle on myself. That’s

how I got 95% of my drugs anyway.

DR. GRIFFITH: And the other 5%?
PATIENT: From pushers.

DR. GRIFFITH: By pushers you mean
someone who would come up to you and in-

sist that you buy drugs from them?
PATIENT: (sarcastically) You know bet-

ter, Dr. Griffith, I would look them up.

They never looked me up.

DR. GRIFFITH: How much did this cost?

PATIENT: About $25 a day (about one

day’s salary for this patient)

DR. GRIFFITH: That’s a lot of money,
how would you get it?

PATIENT: Work.
DR. GRIFFITH: Never stole?

PATIENT: Not once!

DR. GRIFFITH: Have you ever been in

jail?

PATIENT: Oh, I went to a doc, told him I

was stuck and needed some help. Said he
would help me; gave me a shot. Ten min-
utes later I had a couple of pistols stuck in

my back and I was carted off to jail.

DR. GRIFFITH: How would you com-
pare that situation with your present hospi-

talization?

PATIENT: Well, here I was at least

given the choice of staying in the hospital

and getting off drugs, if I wanted to, or
going to jail. But the first time in Balti-

more, I was told one thing and another hap-
pened; and if you mean was I resentful the

first time, yes, I was resentful. I felt I had
been betrayed.

DR. GRIFFITH: I believe you have ex-

pressed some resentment about me and this

hospitalization.

PATIENT: (sighs) Well, your attitude

seemed to be that everything had to go your

way and the other fellow’s viewpoint didn’t

mean anything.

DR. GRIFFITH: What was the issue in

your mind?
PATIENT: Well, for one thing, the part

where I had to report every 30 days for a

Nalline (nalorphine) test and a urine test

or you would notify the police. You know
as well as I do that it isn’t the arrest that

I’m worried about, it’s just that every time

something happens in town, the police will

haul me in for questioning. I’ll lose my job

and my family will suffer.

DR. GRIFFITH: That’s true. The police

do that.

PATIENT: But now I can see that you
are doing it for my benefit.

DR. GRIFFITH: Which is that you need

the Nalline test.

PATIENT: Definite . . . No, you’re put-

ting words in my mouth. I don’t need the

test but it is insurance that I won’t go back.

Of course, it means that I will have to give

up my job and move to Nashville. I’ll be

lucky to make $2.00 an hour. That is just

enough for essentials. It will mean hard-

ships for my family, but I’ll have to get by
somehow.

DR. GRIFFITH: Here in the hospital you
withdrew from drugs all by yourself. Why
did you do this when you were told that

you could take drugs indefinitely if you
wanted to?

PATIENT: Well, I don’t think I withdrew
all by myself. I felt it was up to me to re-

duce it, but I felt that I was getting a cer-

tain amount of support.

DR. GRIFFITH: How do you mean? Isn't

the truth of the matter that no one here

cared one way or another whether you took

drugs or not?

PATIENT: No, I wouldn’t say that . . .

er, well, really all I can remember is that

when I cut the drug down, someone said

fine. You’re doing good, fine.

(Even this bit of reinforcement is not part

of the therapeutic plan.)



September, 1967 STAFF CONFERENCE 951

DR. ORR (to patient) : There is some-

thing I can’t understand. If you withdrew
yourself from drugs here in the hospital,

why didn’t you withdraw yourself outside

the hospital?

PATIENT: Well, there you’ve got me!

Maybe it’s like I told Dr. Martin the other

day; I didn’t feel that I could withdraw
alone on the outside because I couldn’t go to

my wife because the attachment is too close.

If I had, she would have said, “why don’t

you take a little bit?” She is too sympa-
thetic and this would have defeated the

purpose.

(Patient leaves.)

DR. GRIFFITH: The addict is somewhat
easier to understand if one accepts the

premise that “normal” individuals, and
most psychiatric patients for that matter,

are “addicted” to people. That is, we “nor-

mals” are dependent upon emotional inter-

actions with others to supply our human
needs. Most patients, too, when admitted to

an open ward are reasonably satisfied once

their need for human association is met.

The narcotic addict, on the other hand, is

much more inclined to satisfy his emotional

needs with drugs. People, then, become
merely objects to manipulate—either ma-
nipulated for drugs or to discharge anger,

or both. In short, the addict plays a “game”
with nonaddicts.

For example, a typical “addict-game”

opens with the patient saying, usually in a

subtle fashion: “Doctor you’re a rat for

making me suffer without drugs.” If the

doctor argues the matter, he makes the

move that the patient wants. The patient,

then, feels justified to escalate the argument
by signing out of the hospital or having
friends bring him drugs from outside. This

can be a very serious problem on an open
ward where the patient is not restrained.

To counteract this game addicts play, we
have devised an approach which we term
an anti-game. An anti-game is a game that

if one plays it, he cannot play his usual

game. To illustrate, in response to the ad-

dict’s statement, “Doctor you’re a rat for

making me suffer without drugs,” we re-

spond with a clear message: You may take

drugs as long as you like. Of course we in-

sist on giving frequent oral doses so the

blood level of the drug does not change.

This the addicts find to be unpleasant.

However, they do not have withdrawal
symptoms. Typically, addicts in this pro-

gram rarely discuss withdrawal symptoms
or beg for drugs.

Another problem is that the addict will

say (if you don’t do what I want), “You
don’t care about me.” The anti-game re-

sponse is: We will do anything for you but

care. This has been found to illustrate to

the patient that the taking of drugs is his

decision, not the doctor’s.

Once the addict is withdrawn, he will in-

variably attempt another game with the

doctor. This begins with, “Isn’t it nice that

I’m not taking drugs?” The anti-game re-

sponse is. No one cares whether you take

drugs or not. This prepares the patient for

hospital care in which he must report every

30 days for five years to have a Nalline test

or urinalysis for narcotics (the Nalline test

is relatively insensitive to Demerol) or be

reported to the police. Even so, we ex-

plain that the choice is the patient’s and
that he is free to choose.

DR. EDWARD FANN: I think that this is

a very valid concept since the dynamics of

the passive-aggressive are that he doesn’t

mind hurting himself as long as he hurts

someone else. Withdrawing emotionally

takes the patient’s weapon away from him
and he must contend only with his own in-

ternal reality.

DR. ORR: A question in my mind is, is

this man as addicted as he says he is?

DR. GRIFFITH: Probably not. We take

the patient at his word and take the chance

that he might become overly narcotized.

Interestingly, this patient took only one oral

dose of 200 mg. He immediately decreased

to 150 mg. 3 hours.

DR. ORR: Did he show any evidence of

narcosis from any of his doses?

MISS KENT: No so far as we could ob-

serve.

MR. KELLY: Was he, then, telling me
the truth when he said that he didn’t get a

sense of euphoria from taking the drug?
DR. ORR: In the early stages the patient

probably does experience euphoria. How-
ever, once he has developed tolerance to

the drug, it is probably more a matter of

keeping ahead of withdrawal symptoms.
Addicts who use intravenous narcotics re-
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port that euphoria lasts only for a few min-

utes.

MRS. ROSELLA STUART: Are with-

drawal symptoms somatic in origin?

DR. ORR: Yes, even babies delivered

from addicted mothers show withdrawal

signs.

MR. KELLY: However, I still cannot un-

derstand why this patient must deny having

euphoria.

DR. BASIL BENNETT: In group therapy

this patient denies any feeling. He sees

himself as a medical addict and denies all

personality problems.

DR. STEPHEN CAPPANNARI: Was the

patient off drugs for seven years?

DR. GRIFFITH: Probably not. He was
seeking hospital admission during this time.

In summary, this man is a wonderful actor.

All of his emotions show in his face. Per-

haps this is the best approach after all

—

to deal with the patient as an actor and
give him a part to play that will result in

his ultimate good. Who knows, after a drug

free experience he may be more amenable
to conventional psychotherapy.
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Hews of Interest fo Doctors in Tennessee

SUMMARY OF TMA BOARD OF TRUSTEES ACTIONS—JULY 9, 1967

TMA Obtains
Property Adjacent to
Headquarters Building

• The Board gave final approval for the purchase of the
property adjacent to TMA headquarters in Nashville. The
property will be used for future building expansion.

IMPACT • Approval for an additional sum of $500 was granted by the
Board for the educational and administrative phase of IMPACT
activities. The Chairman of the IMPACT Board, Dr. R. C.

Sexton, Knoxville, presented a detailed statement and report
as to the plans and programs being implemented at present by
IMPACT to increase the membership.

New Type of
insurance Approved

Technical Advisory
Committee—
Comprehensive Health
Planning

Officers and Trustees
To Meet with County
Medical Societies

j

Statement on Drugs
Submitted fo Senate
Small Business
Committee

Annual Meeting Dates

[

Confirmed for 1969

>ther Actions

• Upon recommendation of the Committee on Insurance, the
Board approved a new plan of extended coverage for the pres-
ent liability-malpractice plan. The excess catastrophic
malpractice and personal liability coverage will be under-
written by the Insurance Company of North America. It will
be administered by the present agency for the TMA liability
and malpractice plan.

• P.L. 89-749, the Comprehensive Health Planning Act, will
be administered by the Department of Public Health. Action
taken by the Tennessee General Assembly required a Technical
Advisory Committee to be actively involved in the planning
and distribution of federal health care grants in Tennessee.
There will also be a Comprehensive Planning Advisory Group
which will be largely composed of consumers of services.
The Board selected nominees for the Technical Advisory Com-
mittee for submission to the Commissioner of Public Health.
They were: R. B. Wood, M.D. , Knoxville; Frank B. Graham,
III, M.D., Chattanooga; K. M. Kressenberg, M.D. , Pulaski;
John M. Tudor, M.D. , Nashville; Luther Beazley, M.D. , Nash-
ville; Chas. C. Smeltzer, M.D. , Knoxville; G. Baker Hubbard,
M.D., Jackson; Francis H. Cole, M.D., Memphis; and 0. M.
McCallum, M.D., Henderson.

O To extend communications between the State Association
and County Medical Societies, TMA Officers and members of
the Board of Trustees will make themselves available to
appear before county societies upon invitation.

• The Board approved a statement embodying the contents of
Resolution No. 14, adopted in the April meeting of the TMA
House of Delegates, opposing the compulsory prescribing of
drugs by generic names. The statement was developed and
submitted to Senator Gaylord Nelson, Chairman of the Monop-
oly Subcommittee of the Senate Small Business Committee,
with a request that the statement be included in the written
record of the hearings.

• The Board confirmed the dates of April 10-11-12 for the
TMA annual meeting that will be held in Gatlinburg in 1969.

Heard a report from Dr. Oscar McCallum on results of the
AMA National Congress on Environmental Health —— Approved a
recommendation that the TMA Committee on Occupational Health



Appalachia Health
Care Program

TMA Committees
Are Busy

Advisory Committee
To Department of
Public Welfare

Medicare Carrier
Reports on Tennessee
Operations

be renamed to "The Committee on Environmental and Occupa-
tional Health" Heard a report from Dr. Tom Nesbitt,
Chairman of the Committee on Governmental Medical Services,
on the activities of the Committee and actions taken in its
meeting on July 6th Abolished the Committee on Regional
Medical Centers and Liaison To Medical Schools and estab-
lished two separate committees. A new committee dealing
entirely with the problems involved with heart, cancer and
stroke, was established and named the "Committee on Regional
Medical Programs" A "Liaison Committee to Medical
Schools in Tennessee" was appointed to deal exclusively with
medical education and issues involved with the medical
schools in Tennessee.

• The Board believed that county societies should become
more active in the planning and development of all federal
health care programs, including Appalachia. A copy of the
guidelines, developed by the AMA, has been sent to all
county society presidents and secretaries requesting that
the county societies become actively involved in all govern-
ment medical programs and to keep TMA informed of any
activities in their area.

o> ^ o.
*T*

• The Committee on Scientific Work and Postgraduate Educa-
tion met on August 5th to plan the scientific program for
the 1968 annual meeting. The Committee met on August 6th
with representatives of all of the organized specialty
societies to coordinate further planning for the meeting.
July 26th was the date for the meeting of the Committee on
Emergency and Disaster Medical Care. The Committee re-
quested that its name be changed for clarification to "Com-
mittee on Emergency Medical Services". Among the Commit-
tee's actions was a recommendation for TMA to request the
Governor to appoint an Advisory Committee on Emergency
Medical Services in the State of Tennessee. The Committee
also considered a proposal for a survey of the state on
emergency medical services. A thorough airing of the pack-
age disaster hospitals was heard and discussed by the
Committee

.

• The Advisory Committee met on July 20th for the purpose
of reviewing the Welfare Department's drug formulary. The
Committee considered 79 requests for new drug additions to
the Department's formulary. Some 15 additions were recom-
mended.

• One year ago, the Equitable Life Assurance Society of the
United States established its Tennessee office for the ad-
ministration of Part B, Medicare, with 44 employees. The
operation now consists of 133 employees. The Tennessee Part
B, Medicare Office, is currently paying physicians for the
over 65 's at a rate of 2500 claims per working day or about
12,000 claims per week. The amount of these claims totals
over $300,000 each week. All totaled, Equitable issued
170,460 checks in Tennessee for a total of $9,892,542.00 in
medical insurance benefits during the year. It is stated
that the average time between receipt of claim and mailing
of the check to the physician is about 11 days. The na-
tional average for processing Part B claims is 18 days.

"We feel success of the program has in no small part been
due to the cooperation of Tennessee's doctors and especially
the Tennessee Medical Association. As soon as our designa-
tion as Part B intermediary for Tennessee was announced, we
greatly expanded already existing lines of communication
with Tennessee physicians and their Association." This was
a statement made by Mr. J. Henry Smith, President of the
Equitable Life Assurance Society of the United States, in
Nashville on July 17th.



Medicare Amendments • The House of Representatives has adopted H.R. 12080, a
Adopted by House bill containing a variety of amendments to the social

security law and to Medicare. The legislation was a prod-
uct of the House Ways and Means Committee after extensive
public hearings and closed door study and was submitted by
the committee’s chairman. Congressman Wilbur Mills of
Arkansas. The bill now faces Senate action.

Covered Days Several major medical provisions are contained in the
proposal. The number of covered days of hospitalization
which could be covered in a spell of illness would be in-
creased from 90 to 120 days. The patient would be required
to pay a co-insurance cost ($20 at the present) for the ad-
ditional days.

Part B Payments In addition to the two methods of paying for physicians’
services under current law, the physician would be author-
ized to submit his itemized bill to the insurance carrier
for payment. Payment would be made to him if the bill was
no more than the "reasonable charge" for the services as
determined by the carrier. If the charge is higher, 80% of
the "reasonable charge" would be sent to the patient, not
the physician. If the physician does not wish to receive
the payment himself, he may direct that payment be made to
the patient. If the physician is unwilling to submit the
bill or if he does not wish to accept the carrier’s deter-
mination of what is a reasonable charge, the patient may
submit the itemized bill and be paid 80% of the reasonable
charge.

Outpatient Services Hospital outpatient diagnostic services would be covered
under part "B" program rather than part "A" at present. The
change would thus include the part "B" deductible and co-
insurance features.

Certification The requirement in the present law that a physician
certify that an inpatient in a hospital requires hospital-
ization at the time the individual enters the hospital would
be eliminated.

Hospital Payments The Department of Health, Education and Welfare would be
given the authority to experiment with alternative methods
of reimbursing hospitals which would provide incentives to
keep costs down, while maintaining quality of care.

The payment of full "reasonable charges" for radiological
or pathological services furnished by physicians to hospital
in-patients would be authorized. Under existing law, a 20%
co-insurance is applicable and this change would be effec-
tive for services performed after 1967.

Podiatry The definition of a physician would be amended to include
a doctor of podiatry with respect to the functions he is
authorized to perform under the laws of the state in which
he works. However, no payment would be made for routine
foot care.

Radiological or
Pathological Services

Title XIX Under the bill, states would be limited in setting income
levels for eligibility to medicaid for which federal match-



Direct Billing

Birth Control

Rural Health
Conference Set

Community Health
Week October 15-21

Medical Lab
Exams Given

ing funds would be available. The income level for medicaid
could not be higher than 133 1/3% of the income level for
eligibility for the aid-to-families-with-dependent-children
program, or, if lower, 133 1/3% of the state per capita in-
come applied to a family with four members (and comparable
amounts for families of different sizes.)

At the option of the states, medicaid recipients who are
not also case assistance recipients (those who are medically
needy) could receive reimbursement directly for physicians’
services on the basis of an itemized bill paid or unpaid.

Each state would be required to develop programs designed
to reduce the number of illegitimate births and offer family
planning services in all appropriate cases for welfare
recipients.

• The fifth annual Rural Health Conference, co-sponsored by
the Tennessee Medical Association, Tennessee Farm Bureau
Federation and the University of Tennessee Agricultural Ex-
tension Service, will be held October 25, 1967 at the Mem-
phis Rivermont Holiday Inn.

The one-day affair is expected to attract more than 200
physicians, farm bureau officials, home demonstration club
members and extension service personnel.

Among those participating on the program will be Dr. Bond
L. Bible, secretary of the American Medical Association's
Council on Rural Health who will discuss the AMA’s Rural
Emergency Care Plan; Mr. Robert Odom, Director of Health
Mobilization, Tennessee Department of Public Health who will
explain the medical self-help program in Tennessee and Mr.
Bernard P. Harrison, Director of the AMA’s Legal Department,
who will make a presentation entitled "Health Legislation
Before the 90th Congress".

Dr. Julian C. Lentz, Jr. of Maryville is chairman of the
TMA Rural Health Committee.

• The week of October 15-21 has been selected for the fifth
annual national observance of Community Health Week.

State and County Medical Societies across the nation are
being called upon to participate in this beneficial public
service program.

Primary objectives of Community Health Week are to stimu-
late greater public awareness and appreciation of the wealth
of health facilities and services which are available at the
community level and to stress the health progress and
medical advances which have been made locally through the
joint efforts of all members of the community health team.

All County medical societies in Tennessee are being
offered a promotional kit of materials from the AMA for
use prior and during the annual observance.

Dr. 0. M. McCallum of Henderson, chairman of the TMA
Communications and Public Service Committee, has urged each
county medical society in our state to take full advantage of
this opportunity to inform their patients of medicine’s con-
tinuing interest in local health affairs.

• The Department of Health, Education and Welfare announced
that 57 independent clinical laboratories whose directors
did not pass recent examinations sponsored by the U.S. Pub-
lic Health Service had been disqualified as providers of
services under Medicare.

The exams were given for those directors who lacked a
college degree in a laboratory science specified as one of
the requirements for the facility's participating in the
medicare program. The examination was given to 450
laboratory directors.
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Physicians' Fees in Governmental Medical Programs

There has been a gradual change in the structure of physicians’
fees during the past thirty years and all of us have welcomed this

change. At the beginning of this time it was customary for phy-
sicians’ fees to vary considerably from one patient to another for

the same procedure. This was partly due to the fact that there was
a wide variation in the income of patients presenting themselves to

the physician for care at that time. The change in this policy has
occurred because of the gradual leveling out of patients’ incomes
so that fewer of our patients fall in the category of either very
poor or very rich, most of them falling in a broad group whose
income is close to the median income of the entire patient popula-
tion. In spite of this fact all of us at one time or another charge

patients a reduced fee or no fee when their financial circumstances are such that they
cannot afford to pay our usual fee or any fee.

With the advent of government medical programs our “usual and customary” fee

has become a matter of much discussion in government circles as well as in our own or-

ganized medical legislative and deliberative bodies. There have been a great many
attempts to define in very accurate terms what “usual and customary” means. It seems
to me very evident that “usual and customary” is a term which can be applied to any
individual physician’s fee but it is difficult to apply this term to the fees of an entire

medical society or to a very large group of doctors.

In Public Law 89-97 (Medicare) Congress specified in the law that physicians were
to be paid their usual and customary fee and so far this policy has been working rea-

sonably well. In the Title XIX or Medicaid portion of the law however, there was no
such specification of physicians being paid their usual and customary fees. In a number
of states which have already implemented the Title XIX program, physicians are being
paid their usual and customary fees, while in others the state has developed a fee sched-
ule which they are using in place of the usual and customary method.

Here in Tennessee where the Title XIX program has not been implemented as yet,

this problem only arises in conjunction with those state medical programs for which
physicians are paid, such as the Vocational Rehabilitation Program and the Crippled
Children’s Service. Here physicians have always been paid according to fee schedules set

up by the state government. It is time for us to act along the lines of our policy state-

ment passed in the House of Delegates last April in which we stated that we would per-
form all services for the usual and customary. There is no reason for the state or federal
government to make second class citizens of those patients who present themselves to

us under a government medical program which pays less than the usual and customary
fees. The government cannot reasonably expect us to work cheaper for the govern-
ment or for those patients who are being paid for by the government than we do for our
other patients who present themselves to us in our daily practices.

It is our hope that the legislature will implement the Title XIX program in Janu-
ary and that they will see fit in their wisdom to specify in the law that physicians will

be paid their usual and customary fees. We are also hopeful that all state medical pro-
grams will begin to pay usual and customary fees so that the indigent patients of Ten-
nessee can receive the same medical care as the self-sufficient citizen, and will not feel

they are receiving second class care because the state is paying second class fees.

Sincerely,

sn. b

President
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EDITORIAL
NAPALM

The physician, as a citizen, must under-

stand the importance of decisions to use all

types of weapons in warfare including con-

ventional, atomic and napalm. As a physi-

cian it is imperative that he be familiar

with the medical consequences of the use of

each of these types of weapons. Most phy-

sicians have been instructed in the destruc-

tive aspects of both conventional and

atomic devices but napalm has, for most,

been less well understood.

In a recent report by Reich and Sidel 1 the

mystery of napalm has been cleared. Since

its invention in 1942, this incendiary sub-

stance has assumed an increasingly impor-

tant role in modern warfare. It is named
for naphthenate and palmitate, two constit-

uents of the gelling agent used in the gela-

tion of gasoline.

The preparation of napalm is a simple, in-

expensive procedure which utilizes abun-

dantly available materials. It can be pre-

pared in the field by adding the gel to vehi-

cle gasoline. The gel is tough, stable, adhe-

sive and can be stored indefinitely. Gel for-

mation enhances the destruction properties

of burning gasoline by containing the flame

and prolonging the burning time. Like gas-

oline, napalm produces high concentrations

of carbon monoxide.

White phosphorus used in the ignition

systems of napalm bombs and land mines,

complicates the control of napalm fires. At
the time of ignition a TNT charge drives

finely divided particles of white phosphorus

into the gel; these particles burn sponta-

neously on contact with oxygen and will

re-ignite when fire control agents disperse

it. Burning phosphorus also produces a

dense white smoke which retards fire fight-

ing and rescue operations.

Napalm casualties are caused primarily

by thermal injury and carbon monoxide
poisoning. The adhesiveness, prolonged

burning time and high burning temperature

of napalm favor third-degree burns result-

ing in severe contractures and deformities

in survivors. Nephrotoxicity may be a se-

vere complication and a deep burn from
napalm involving 10 per cent of the body
may result in renal failure.

Napalm wounds contaminated with white

phosphorus may be almost impossible to

debride.

The combined effects of wartime condi-

tions and inadequate medical facilities will

influence the course and management of

such burns. Respiratory embarrassment,

shock, fluid loss and sepsis will be high in

adults and even higher in children. In addi-

tion, carbon monoxide poisoning may also

result from such bombing and in Hamburg,
during World War II, 70 per cent of the

deaths not directly due to trauma were
caused by that gas.

Incendiary bombing is potentially as de-

structive as atomic warfare. Fire storms

can be created by planned bombing pat-

terns. The effects of a fire storm, with high

velocity winds, smoke, toxic gases and ex-

treme heat, create the conditions for a med-
ical disaster. The saturation bombing of

of Japanese cities with napalm during the

last months of World War II caused many
more deaths than the atomic attacks on

Hiroshima and Nagasaki. Deaths from
burns, carbon monoxide, anoxia and heat
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stroke may result from the use of this lethal

weapon.

Physicians must be ready to treat victims

of such incendiary weapons. As citizens

they must understand the terrifying results

of any decisions to employ such destructive

agents.

References
1 Reich, Peter and Sidel, Victor: Napalm. New

England J. of Med., 277:86, 1967.

A.B.S.

WHITHER TAX-SUPPORTED MEDICAL CARE?
Government and other agencies in Britain

are engaged in much soul searching as to

the future in the financing of medical care.

This is a topic of much interest to us also,

no matter what the differences may be be-

tween their and our programs of govern-

mental financing. Britain has been at it

long enough—some dozen years—to have

developed problems; we are just getting

“our feet wet.” A recent number of the

British Medical Journal contains an inter-

esting article entitled
—

“Is There an Alter-

native?—Prospects for Private Health In-

surance,” by the Editorial Director of the

Institute of Economic Affairs. 1

He sets forth certain basic facts before

going on to speculate about alternative

answers to providing desirable levels of

medical care. (1) “Expenditure on medical

care has been rising faster than income in

the U.S.A. and elsewhere but not in Brit-

ain.” (2) “Citizens are not prepared to pay

as much in taxes for services shared with

others as they demand for themselves.”

(3) “Taxes are regarded as deductions from

income, not as payment for services.”

Therefore private and voluntary insur-

ance is having more and more discussion “in

Britain as an indispensable method of pay-

ing for health services at rising standards

because it would introduce additional

finances not otherwise available” to meet
the many facets of the desired levels of

health care.

The British are casting about for means
of supplementing the three methods pres-

ently financing medical care—i.e. fees, tax-

ation and charges. They believe fees for

TSeldon, Arthur: Is There An Alternative:

—

Prospects for Private Health Insurance, Brit. M. J.

3:166 (July 15) 1967.

some services will be increasingly practica-

ble with rising incomes. It seems they be-

lieve taxation or compulsory contributions

to the National Health Service (N.H.S.) as

a means of increased support is fading

away. Furthermore, it appears that the pol-

iticians in both parties are facing the need

for charges, not only for medicines and ap-

pliances, but for consultation and treatment

as well. The author states, “The economic

dilemma of charges is that if they are low
they will not draw in much revenue, and
the N.H.S. will not improve very much or

will continue to deteriorate; and if they are

at or near the market cost they may encour-

age private practice and insurance.” All rec-

ognize that private health insurance would
tap funds which would otherwise not con-

tribute to medical care by fees, taxes or

charges.

Private health insurance had never be-

come established in Britain, as in our coun-

try, before the N.H.S. and much of it was on

a different basis, namely, for income during

illness. By now some 17 million British cit-

izens have some form of private health in-

surance of a variety which in one way or

another is supplemental to the N.H.S. The
writer reviews the pros and cons of several

forms of health insurance in vogue in Eu-

rope today.

A consideration of the advantages of pri-

vate insurance includes many involving

doctor-patient relationships, more satisfying

choice of physicians, flexibility in health

care arrangements, removal of medical care

from politics, and transferring every patient

from a “beneficiary” status into a buyer, re-

moving “social divisiveness” where the

“few pay for private services and the many
receive a free State service.” The disad-

vantages described in the article anticipate

higher administrative costs, difficulties in

billing and payment, increasing costs ex-

ceeding premium income and problems in

selling the public.

The writer ends by saying, “If people are

prepared to pay more for better food, cloth-

ing, furnishings, motoring, holidays, it

should be possible to enable them to pay

more for better medical care.” He cites a

1965 poll in a population sample (ages 16 to

65) in which 23%, as heads of families, indi-
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Imferon*
(iron dextran injection)

There’s as much iron . . . 250 mg.
. . . in a 5 cc. ampul of Imferon
(iron dextran injection)

as in a pint of whole blood.

When iron deficient

patients are intolerant of oral

iron ... or orally administered
iron proves ineffective or

impractical ... or if the patient

cannot be relied upon to take

oral iron as prescribed, Imferon
(iron dextran injection)

dependably increases

hemoglobin and rapidly

replenishes iron reserves.

Precise dosage is easily

calculated.

LAKESIDE

IN BRIEF: ACTION AND USES: A single dose of

Imleron (iron dextran injection) will measur-
ably begin to raise hemoglobin and a complete
course of therapy will effectively rebuild iron

reserves. The drug is indicated only for specifi-

cally-diagnosed cases of iron deficiency anemia
and then only when oral administration of iron

is ineffective or impractical. Such iron defi-

ciency may include: patients in the last trimester
of pregnancy; patients with gastrointestinal dis-

ease or those recovering from gastrointestinal
surgery; patients with chronic bleeding with
continual and extensive iron losses not rapidly

replenishable with oral iron; patients intolerant

of blood transfusion as a source of iron; infants
with hypochromic anemia; patients who cannot
be relied upon to take oral iron.

COMPOSITION: Imferon (iron dextran injection)

is a well-tolerated solution of iron dextran com-
plex providing an equivalent of 50 mg. in each
cc. The solution contains 0.9% sodium chloride
and has a pH of 5. 2-6.0. The 10 cc. vial contains
0.5% phenol as a preservative.

ADMINISTRATION AND DOSAGE: Dosage, based
upon body weight and Gm. Hb/ 100 cc. of blood,
ranges from 0.5 cc. in infants to 5.0 cc. in

adults, daily, every other day, or weekly. Initial

test doses are advisable. The total iron require-

ment for the individual patient is readily ob-
tainable from the dosage chart in the package
insert. Deep intramuscular injection in the
upper outer quadrant of the buttock, using a
Z-track technique, (with displacement of the
skin laterally prior to injection), insures absorp-
tion and will help avoid staining of the skin. A
2-inch needle is recommended for the adult of

average size.

SIDE EFFECTS: Local and systemic side effects

are few. Staining of the skin may occur Exces-
sive dosage, beyond the calculated need, may
cause hemosiderosis. Although allergic or ana-
phylactoid reactions are not common, occa-
sional severe reactions have been observed,
including three fatal reactions which may have
been due to Imferon (iron dextran injection).

Urticaria, arthralgia, lymphadenopathy, nau-
sea, headache and fever have occasionally
been reported.

PRECAUTIONS: If sensitivity to test doses is

manifested, the drug should not be given.
Imferon (iron dextran injection) must be ad-
ministered by deep intramuscular injection
only. Inject only in the upper outer quadrant ol

the buttock, not in the arm or other exposed
area.

CONTRAINDICATIONS: Imferon (iron dextran in

jection) is contraindicated in patients sensitive
to iron dextran complex. Since its use is in-

tended for the treatment of iron deficiency ane-
mia only it is contraindicated in other anemias.

CARCINOGENICITY POTENTIAL: Using relatively

massive doses, Imferon (iron dextran injection)
has been shown to produce sarcoma in rats,

mice and rabbits and possibly in hamsters, but
not in guinea pigs. The risk of carcinogenesis,
if any in man, following recommended therapy
with Imferon (iron dextran injection) appears
to be extremely small.

SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc am-
puls, boxes of 4; 10 cc. multiple dose vials.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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cated they would be glad to match a 5

pound government voucher with an equal

amount to buy private health insurance

which theoretically would add 45 million

pounds to health care.

To be sure the British National Health

Service has a different base than our medi-

cal socialism to date. Nevertheless, in spite

of this it is not amiss to recognize its prob-

lems and experiences as we evaluate Medi-

care and its provision for the needy and

self-sufficient alike, and as we prepare for

Medicaid and other similar developments,

shadowy as yet, on the horizon.

R.H.K.

Special Communication

Changes in Public Law 569

The Dependents’ Medical Care Program
has recently undergone changes of two
types and with two different effective dates.

EFFECTIVE 10-1-66: The first change in

benefits was for those dependents of active

duty servicemen who were already covered

and pertained only to outpatient care. As
of October 1, 1966, outpatient benefits were
expanded to include virtually all diagnostic

and therapeutic services rendered in outpa-

tient facilities of a hospital, in a physician’s

office, at home and from a variety of civilian

purveyors of care or vendors, and included

prescription drugs and insulin.

In general, dependents are required to

pay the first $50 per person, or collectively

$100 per family, of outpatient charges dur-

ing a single fiscal year (July 1-June 30) and
20% thereafter. In satisfying the deducti-

ble, all authorized outpatient care may be

included, such as physician visits, ambu-
lance service, drugs, etc.

EFFECTIVE 1-1-67: NAME CHANGES—
The Dependents’ Medical Care Program
(previously referred to as Medicare, De-
pendicare, and the DMA Program) is now
called the Civilian Health and Medical

Program of the Uniformed Services
(CHAMPUS). The Office for Dependents’

Medical Care (ODMC) is the Office for Ci-

vilian Health and Medical Program of the

Uniformed Services (OCHAMPUS)

.

NEW BENEFICIARIES: Retired mem-
bers, their dependents, and dependents of

deceased servicemen who were on active

duty or retired status at the time of death

are now covered under the Program and
will be entitled to the “regular” benefits

available to dependents of active duty ser-

vicemen effective January 1, 1967. However,
the payment required from these new bene-

ficiaries is different than the amounts due
from dependents of servicemen in an active

duty status. (See paragraph on “patient’s

liability”)

.

BENEFIT CHANGES: Virtually all acute

and chronic conditions requiring diagnosis

and/or definitive treatment will be covered

on an in-patient or out-patient basis, includ-

ing a variety of related supplies and ser-

vices by certain sources not covered at gov-

ernment expense heretofore.

With regard to in-hospital admissions, the

following will be covered in full when
“medically necessary” and so certified by
the attending physician or dentist:

A. Care in a private room
B. Services of a private duty nurse

BILLING AND REIMBURSEMENT: The
Tennessee Hospital Service Association may
accept and pay only those claims reflecting

authorized services provided by a hospital

to an in-patient, and related out-patient

services rendered within 30 days before

and/or 120 days after hospitalization for a

bodily injury or surgery. Out-patient ser-

vices directly related to the same condition

of pregnancy are payable through Tennes-

see Hospital Service Association (Fiscal

Agent) even though the dependent is not

ultimately admitted as an in-patient for de-

livery or complications of pregnancy.

It has been announced that the Defense

Department has decided to abandon the

maximum physician fee schedule under the

program for civilian care of military de-

pendents and replace it with usual and cus-

tomary physicians’ fees, as in the medicare

program.

All claims are to be submitted to the Fis-

cal Agent responsible for paying physician’s

claims, which is the Tennessee Hospital

Service Association, Blue Cross Building,

Chattanooga, Tennessee.

IDENTIFICATION: To establish eligibil-

ity for authorized care and services from

certain sources, the patient must present

the following forms:



970 IN MEMORIAM—PROGRAMS AND NEWS OF MEDICAL SOCIETIES September, 1967

Category of

Beneficiary

Retired Members
U. S. Public Health

Service

All other services:

Dependents of

Active Duty, Re-

tired, Deceased

Members of a

Uniformed Service

Identification Form(s)

Form PHS-1866-3 (Retired)

(Gray Color) DD Form 2

(Retired) (Gray in Color)

DD Form 1173 (Buff Color).

Normally such a card is not

issued to dependent chil-

dren under 10 years of age.

In an emergency, satisfactory collateral

identification may be accepted in lieu of DD
Form 1173 or DD Form 2 (Ret.) (Gray).

Hospitalization for chronic conditions and

for nervous, mental and emotional disorders

will be provided for up to 45 days of care.

(This care has previously been limited to 21

days for an acute emergency.)

If care beyond 45 days for these condi-

tions will be required, it is the sponsor’s re-

sponsibility to obtain approval for further

care.

PATIENTS LIABILITY: The payment

normally required of a patient is as follows:

A. In-patient

Services

Dependents of

active duty

members

Retired members
and their

dependents and
the dependents

of deceased

members.

The first $25 of the hospital’s

charges or $1.75 a day,

whichever is greater. Plus all

charges for non-covered

services, and not medically

necessary, the difference be-

tween the private room rate

and the average charge for

semi-private accommoda-
tions.

25% of the hospital’s charges

and fees of professional per-

sonnel for medical care furn-

ished on an in-patient basis.

(Same as above.)

IN MEMORIAM

Colbert, William Campbell, Memphis. Died 23,

July 1967, Age 74. Graduate of University of

Tennessee College of Medicine, 1914. Member of

Memphis and Shelby County Medical Society.

Chaffee, Clarence Alva, Memphis. Died 29,

May, 1967, Age 87. Graduate of Memphis Medi-
cal College, 1905. Member of Memphis and
Shelby County Medical Society.

Hall, James S„ Clinton. Died 11, July, 1967,

Age 72. Graduate of University of Tennessee
College of Medicine, 1920. Member of Roane-
Anderson County Medical Society.

Peterson, Earl, Erwin. Died 12, July, 1967, Age

43. Graduate of University of Tennessee College

of Medicine, 1946. Member of Washington-

Carter-Unicoi County Medical Society.

Pentecost, Ben Lyal, Memphis. Died 13, July,

1967, Age 55. Graduate of University of Tennes-

see College of Medicine, 1935. Member of Mem-
phis and Shelby County Medical Society.

Schultz, Elmer Charles, Memphis. Died 16,

July, 1967, Age 54. Graduate of University of

Michigan Medical School, 1939. Member of

Memphis and Shelby County Medical Society.

Morford, Theodore, Nashville. Died 12, July,

1967, Age 69. Graduate of Vanderbilt University

School of Medicine, 1924. Member of Nashville

Academy of Medicine.

Tipton, James S., Friendsville. Died 5, July,

1967, Age 96. Graduate of Kentucky School of

Medicine, 1894. Member of Blount County Medi-
cal Society.

Key, Robert Edwin, Carthage. Died 9, August,

1967, Age 87. Graduate of University of

Nashville Medical Department, 1904. Member of

Smith County Medical Society.

Rucks, W. L., Memphis. Died 5, August, 1967,

Age 77. Graduate of University of Tennessee
College of Medicine, 1913. Member of Memphis
and Shelby County Medical Society.

Grizzard, R. W., Nashville. Died 7, August, 1967,

Age 87. Graduate of Vanderbilt University

School of Medicine, 1905. Member of Nashville

Academy of Medicine.

Hawkins, Alvin, Old Hickory. Died 2, August,

1967, Age 69. Graduate of University of Tennes-
see College of Medicine, 1928. Member of

Nashville Academy of Medicine.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

West Tennessee Consolidated

Medical Assembly

The members of the West Tennessee

Medical Assembly met at the New Southern

Hotel in Jackson on June 6th. The program
“Perinatal Hypoxia and Resuscitation of the

Newborn” was presented by Doctors Don
Lewis, Robert Hill and Walton Harrison.

Knoxville Academy of Medicine

Dr. Robert L. Summitt, department of pe-

diatrics, University of Tennessee College of

Medicine, Memphis, was guest speaker at

the meeting of the Knoxville Academy of

Medicine on August 8th. Dr. Summitt’s

presentation was entitled, “Cytogenetics for

the Clinician”.
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Memphis-Shelby County Medical Society

The Society met in regular session in the

auditorium of the Institute of Pathology,

University of Tennessee, on August 1st.

The program entitled, “Malpractice” was
presented by Dr. James A. Kirtley, associ-

ate clinical professor of surgery, Vanderbilt

University School of Medicine, Nashville,

and Mr. Dunlap Cannon, Attorney, Mem-
phis.

Following the presentation, a business

session of the House of Delegates was held

at 8:00 P.M.

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)

The House Ways and Means Committee
approved a social security bill including

some medicare and medicaid changes

sought by the medical profession and ex-

cluded others opposed by the American
Medical Association. The committee also

discarded an Administration proposal to ex-

tend medicare coverage to disabled workers

under age 65, as well as an Administra-

tion-opposed proposal that would have put

federal government workers under medi-

care. The actions were part of a general

scaling down of the increases in social secu-

rity benefits sought by President Johnson.

A committee bill (H.R. 12080) includes

these changes in the present law:

—Allow medicare patients, or doctors, to

collect from the government on the basis of

an itemized bill. Present law requires a

bill receipted as having been paid to the

doctor if the doctor doesn’t accept an as-

signment. (AMA-supported)

—Authorize states to allow physicians to

bill medicaid patients directly if they are

not also cash assistance recipients. (AMA-
supported)

—Eliminate the requirement for certifica-

tion by a doctor before admission of a medi-

care patient to a hospital (AMA-supported)

—Shift coverage on medicare outpatient

diagnostic services provided by hospitals

from Plan A to Plan B. (AMA-supported)

971

—Put limits on federal contributions to

states for medicaid programs. Beginning
July 1, 1968, the federal ceiling on eligibil-

ity would be 150 percent of the annual in-

come set by a state for welfare eligibility.

It would drop to 140 percent on January 1,

1969, and to 133% percent January 1, 1970.

—Require states to give birth control in-

formation to welfare patients who request

it.

In addition to opposing extension of medi-
care to disabled workers under age 65, the

AMA opposed creation of a new Plan C
under medicare and a provision for chiro-

practor’s services—both of which were re-

jected by the committee.

The House group slashed back the Presi-

dent’s proposal for a 15 percent minimum
monthly social security increase in cash

benefits to 12.5 percent. The administration

proposal for an increase in social security

taxes also was scaled down to 4.4 percent,

on the employer and on the employee, of

the first $7,600 in wages starting in 1968.

The taxable wage base now is $6,600, and
the tax rate is 4.4 percent. The Administra-

tion had asked that the base be increased to

$7,800 next year, and in later stages, to

$10,800.

*
The American Medical Association and

the Kansas City (Mo.) Community Blood
Bank asked Congress to exempt community
blood banks from the antitrust laws.

Representatives of the groups testified at

a senate judiciary subcommittee hearing in

support of S.1945 which would amend the

antitrust laws to provide that a nonprofit

blood or tissue bank, or hospital, or physi-

cian who refuses or who joins together with

others in refusing to obtain or to accept de-

livery of blood, blood plasma, other tissue

or organs from any other blood or tissue

bank would not be in restraint of trade.

The interstate shipment of blood, blood

plasma, other tissue or organs also would
not be deemed to constitute trade or com-
merce in commodities.

The legislation was introduced after the

Federal Trade Commission ruled that a

group of Kansas City pathologists, hospitals

and blood bank officials had combined ille-

gally to restrain commerce in human whole

blood. An appeal against the ruling is
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Eczema of many years...

controlled in two weeks

Before treatment After treatment —
with ARISTOCORT Topical

Ointment 0.1% for two weeks

ARISTOCORT® Triamcinolone Acetonide Top-

icals have proved exceptionally effective in the

control of various forms of eczema: allergic,

atopic, nummular, psoriatic, and mycotic.

In most cases responsive to topical

ARISTOCORT, the 0.1% concentration is suffi-

ciently potent. The 0.5% concentration provides

enhanced topical activity for patients requiring

additional potency for proper relief.

Administration and Dosage: Apply sparingly to the

affected area 3 or 4 times daily. Some cases of psoriasis

may be more effectively treated if the 0.1% Cream or

Ointment is applied under an occlusive dressing.

Contraindications: Tuberculosis of the skin, herpes

simplex, chicken pox and vaccinia.

Precautions and Side Effects: Do not use in the eyes

or in the ear (if drum is perforated). A few individuals

react unfavorably under certain conditions. If side

Aristocort* Topical

Triamcinolone Acetonide

LEDERLE LABORATORIES, A Division of

effects are encountered, the drug should be discon-

tinued and appropriate measures taken. Use on infected

areas should be attended with caution and observation,

bearing in mind the potential spreading of infection

and the advisability of discontinuing therapy and/or
initiating antibacterial measures. Generalized derma-
tological conditions may require systemic corticoster-

oid therapy. Steroid therapy, although responsible for

remissions of dermatoses, especially of allergic origin

cannot be expected to prevent recurrence. The use over

extensive body areas, with or without occlusive non-

permeable dressings, may result in systemic absorption.

Appropriate precautions should be taken. When occlu-

sive nonpermeable dressings are used, miliaria, follic-

ulitis and pyodermas will sometimes develop. Localized

atrophy and striae have been reported with the use of

steroids by the occlusive technique. When occlusive

nonpermeable dressings are used, the physician should

be aware of the hazards of suffocation and flamma-
bility. The safety of use on pregnant patients has not

beenfirmly established. Thus, do notuse in large amounts
or for long periods of time on pregnant patients.

Available in 5 Gm. and 15 Gm. tubes and Vz lb. jars.

PHOTOGRAPHS COURTESY OF M. M. MERMAN, M.D.

Ointment 0.1% and Cream 0.1%, 0.5%o
Also available in foam form.

ican Cyanamid Company, Pearl River, New York

406-6
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pending in the Federal Eighth Circuit Court

of Appeals in St. Louis, Missouri.

Dr. Robert S. Mosser, President of the

Kansas City Blood Bank, said it was incon-

ceivable that groups of physicians may not

have the right to discuss shortcomings of

medical practice, including the use of blood

and its derivatives.

Dr. Frank C. Coleman, Tampa, Florida,

pathologist, presented the views of the

AMA: “Because serious health hazards may
arise through transfusion by virtue of the

medical condition of the donor, the care nec-

essary in the selection of blood donors by

blood banking facilities cannot be over-

emphasized. Serious consequences may
arise unless the blood is properly drawn,

processed, stored, and distributed. And it is

imperative that these procedures be per-

formed under high standards, under the

guidance and control of proper medical su-

pervision.” Dr. Coleman pointed out that

the AMA in 1963 adopted a statement “to

the effect that the transfusion of blood con-

stitutes the transplant of human tissue, and

that physicians responsible for transfusions

render a medical service to the patient.”

“The House of Delegates stated that the

selection of the donor, the drawing of the

blood, its processing and storage, the deliv-

ery, the typing and crossmatching, and the

administration of the transfusion and the

evaluation of its effects, were functions inti-

mately involving medical judgment and re-

quiring medical supervision. The Ameri-

can Medical Association believes that the

health interests of the community are best

served when the supply of blood is main-

tained on a replacement basis. We feel that

the patient, the donor, and the public bene-

fit when blood is replaced by the patient,

his family, or his friends in the various or-

ganizations of which he is a member.
“Since the consequences of any abuses

can be tragic, it is our opinion that the phy-

sician and hospital must have available to

them every means of insuring the safety of

the patient.”

The American Medical Association and
the Missouri State Medical Association

argued against an Internal Revenue Service

proposal to tax the advertising revenues of

publications of non-profit associations.

Representatives of other affected, non-

medical organizations also opposed the pro-

posed tax at an IRS hearing.

Bernard D. Hirsh, director of the AMA’s
Law Division, pointed out that the perti-

nent law on unrelated income had been on

the books for 17 years without any such tax

being proposed by the government. “The

proposed regulations go beyond the law,

first in arbitrarily classifying all advertising

contained in trade and professional journals

as unrelated, and secondly, in treating in-

come derived from this source as if it were

income from a business capable of separate

existence,” Hirsh said.

Dr. Hector W. Benoit, Jr., MSMA Presi-

dent, noted that one of the stated purposes

of the proposal was to eliminate alleged un-

fair competition in advertising between

non-profit association journals and profit

magazines. “If you have the stomach to

read many of these advertisements (in Mis-

souri Medicine)
,
you will find they are di-

rected purely to a professional audience and

would be unlikely to enhance the public ap-

peal to such lay publications as Atlantic

Monthly, Look, etc. . .
.” He also noted that

medical societies furnish many voluntary

services for their latest information on med-
ical advances. “Without the help of the ad-

vertising income from these publications

and the income of exhibitors at these medi-

cal meetings, many of these sources of edu-

cational information would be severely re-

stricted, even indeed in many instances,

eliminated entirely.”

MEDICAL NEWS
IN TENNESSEE

University of Tennessee

College of Medicine

The continuing education program at the

University of Tennessee Medical Units is

among the first such programs in the nation

to receive accreditation from the American
Medical Association. Chancellor Homer F.

Marsh at the Medical Units has received no-

tification from the AMA’s Council on Medi-

cal Education that the Medical Units’

courses, as applying to the College of Medi-

cine, will be officially designated as courses
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Mike expects a penicillin injection.

He’s about to be pleasantly surprised.

His physician is going to prescribe an oral penicillin
—Pen*Vee® K (potassium phenoxymethyl penicillin).

It’s usually so rapidly and completely absorbed that
therapeutic serum levels are produced in 15 to 30
minutes. Higher serum levels generally last longer than
with oral penicillin G.
Indications: Infections susceptible to oral penicillin G: prophylaxis and treat-

ment of streptococcal infections; treatment of pneumococcal, gonococcal, and
susceptible staphylococcal infections

;
prophylaxis of rheumatic fever in patients

with a previous history of the disease.

Contraindications: Infections caused by nonsusceptible organisms; history of
penicillin sensitivity.

Warnings: Acute anaphylaxis (may prove fatal unless promptly controlled) is

rare but more frequent in patients with previous penicillin sensitivity, bronchial
asthma or other allergies. Resuscitative (epinephrine, aminophylline, pressor
amines) and supportive (antihistamines, methylprednisolone sodium succinate)
drugs should be readily available. Other rare hypersensitivity reactions include
nephropathy, hemolytic anemia, leucopenia and thrombocytopenia. In suspected
hypersensitivity, evaluation of renal and hematopoietic systems is recommended.

Precautions: In suspected staphylococcal infections, perform proper laboratory

studies including sensitivity tests. If overgrowth of nonsusceptible organisms

occurs (constant observation is essential), discontinue penicillin and take appro-

priate measures. Whenever allergic reactions occur, withdraw penicillin unless

condition being treated is considered life threatening and amenable only to

penicillin. Penicillin may delay or prevent appearance of primary syphilitic

lesions. Gonorrhea patients suspected of concurrent syphilis should be tested

serologically for at least 3 months. When lesions of primary syphilis are sus-

pected, dark-field examination should precede use of penicillin. Treat beta-

hemolytic streptococcal infections with full therapeutic dosage for at least 10

days to prevent rheumatic fever or glomerulonephritis. In staphylococcal

infections, perform surgery as indicated.

Adverse Reactions (Penicillin has significant index of sensitization): Skin

rashes, ranging from maculopapular eruptions to exfoliative dermatitis ;
urticaria

;

serum sickness-like reactions, including chills, fever, edema, arthralgia and pros-

tration. Severe and often fatal anaphylaxis has been reported (see “Warnings").

Composition: Tablets—125 mg. (200,000 units), 250 mg. (400,000 units), 500

mg. (800,000 units); Liquid—125 mg. (200,000 units) and 250 mg. (400,000

units) per 5 cc.
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PenVeeK
(potassium phenoxymethyl penicillin)
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offered by an accredited institution. The

Medical Units were included in approval of

14 such programs conducted at medical col-

leges throughout the country.

M
Promotions in rank for nine faculty mem-

bers of the College of Basic Medical Sci-

ences at the Medical Units have been an-

nounced by Dr. Roland H. Alden, dean of

the college. They are: Dr. Richard C. Moon
and Dr. Clark C. Grosvenor, department of

physiology, from associate professor to pro-

fessor; Dr. Maurice P. Drake and Dr. Lor-

raine M. Kraus of the department of bio-

chemistry, and Dr. Robert L. W. Averill and

Dr. John M. Ginski of the department of

physiology, from assistant professor to as-

sociate professor; Dr. James S. Bell of the

department of pathology and Dr. Arthur A.

Manthey of the department of physiology,

from instructor to assistant professor; and

Dr. Jack G. Richmond of pathology was
promoted from assistant to assistant profes-

sor.

M
A member of the medical faculty has

been appointed to the nation’s major scien-

tific advisory group. Dr. Roger T. Sherman,

professor of surgery, was named to the

Committee on Trauma of the National Re-

search Council of the National Academy of

Sciences. The Council advises government,

university and private foundations in a

wide field of scientific research including

medicine. The Committee to which Dr.

Sherman was named works principally

with the Armed Forces.

*
Dr. E. William Rosenberg has become the

first full-time chairman of the Division of

Dermatology. Dr. Rosenberg, who assumed
the position on July 1st, has been acting as

professor and chief of the division on a clin-

ical part-time basis.

The recently named winner of the Supe-

rior Scholastic Achievement Award for 1967

from the College of Medicine, is David B.

Melvin of Germantown. Mr. Melvin is a

senior at the college and is president of Phi

Rho Sigma Medical Fraternity and a mem-
ber of Alpha Omega Alpha Medical Honor
Society.

GRANTS—Dr. John W. Runyan, chief of

the section on endocrinology, Department
of Medicine, is recipient of a $29,838 grant

from the National Foundation-March of

Dimes to conduct research on metabolic and
hormonal relationships involved in the pro-

cess of meiosis. Dr. Runyan and his associ-

ates in the project—Dr. Dorothy Williams

and Dr. Ainsworth Hagen—hope to find

new clues to birth defects by mapping chro-

mosome patterns and establishing charac-

teristics which might have a bearing on

congenital defects.

Dr. William P. Purcell, professor of medi-

cal chemistry, is the recipient of a research

grant for $49,994 from the U. S. Army Medi-

cal Research and Development Command.
Dr. Purcell’s research, first funded in 1965,

is directed toward finding more effective

drugs against malarial infections.

Dr. Purcell and Dr. James G. Beasley, as-

sociate professor of medicinal chemistry,

have been awarded a two-year $45,000 grant

from the National Science Foundation as

continued support of their exploratory

work on the molecular structure, physico-

chemical characterizations and enzymody-
namic properties of cholinesterase inhibi-

tors.

The Department of Psychiatry has been
awarded a $21,600 USPHS grant for support

of a program to strengthen the teaching of

the behavioral sciences. The program will

tie in with the audio-visual resources fi-

nanced by a $4,000 grant from the Network
for Continuing Medical Education which is

devoted exclusively to television, film and
tape lectures.

Vanderbilt University

School of Medicine

A federal grant of $849,360 has been
awarded the School of Medicine’s depart-

ment of surgery for a seven-year training

program in surgical research and basic sci-

ences. The program, which officially went
into effect July 1, will provide training and
financial assistance for seven students over

a seven-year period. The grant for the first

year is $61,360 and permits the selection of

two trainees. Dr. Charles Van Way is the

first candidate to be selected for the pro-

gram, which is under the directorship of Dr.

H. William Scott, Jr., professor and chair-
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man of the department of surgery. The
grant was awarded through the National In-

stitute of General Medical Sciences, a divi-

sion of the U. S. Public Health Service.

*

A Vanderbilt scientist has been named to

the lifetime research post of Career Investi-

gator by the American Heart Association.

Dr. Earl W. Sutherland, Jr., professor of

physiology, is the 13th distinguished scien-

tist to hold a Career Investigatorship. The
award was pioneered by the AHA in 1951.

Career Investigators are scientists of out-

standing ability and achievement who re-

ceive support for the duration of their

professional lives. The award enables the

recipient to work without interruption and

with maximal freedom on research prob-

lems of his own choosing.

*

The School of Nursing has been awarded
$56,577 by the USPHS for the first year of a

five-year project to revise the curriculum

and enrich instruction. Dean Luther
Christman of the Nursing School states

such revision will attempt to close the exist-

ing time gap between the release of new
knowledge, and the application of it by
nurses.

*

Dr. Bass, Chairman of the Department of

Pharmacology, has joined with 15 other

American medical men to lead the inter-

ested lay reader through a basic and re-

vealing description of our modern
medicines—what these drugs can and can-

not accomplish for the patient, how they

can help or harm—in a newly published

book, “Take as Directed.”

Dr. John Lewis Simmons, former chair-

man of the Division of Urology at the Uni-

versity of North Carolina, has been appoint-

ed Associate Professor of Urology, Depart-

ment of Surgery.

Dr. John E. Chapman, Associate Dean at

the University of Kansas School of Medi-

cine has been appointed as Associate Dean

for Medical Education. He will also hold

appointments as Associate Professor of

Pharmacology and Director of the Contin-

uing Education Division of the Mid-South

Regional Medical Program.

State of Tenness'c

DEPARTMENT OF PUBLIC HEALTH
Nashville 37219

August 1, 1967

Special Letter

TO: Licensed Physicians in Tennessee

SUBJECT: Biopsy Service For The Early Di-

agnosis Of Cancer

Dear Doctor:

Attached is a list of the pathologists for the

fiscal year 1967-68 who are participating in the

biopsy service for the early diagnosis of cancer.

This service is limited to the examination of

specimens from medically indigent patients.

1. Containers for sending specimens may be

obtained on request from:

Division of Laboratories, Tennessee Depart-

ment of Public Health, Cordell Hull Building,

Nashville, Tennessee 37219

2. Only biopsy specimens will be examined.

Specimens from the breast are an exception. No
other post-operative specimen will be examined.

3. Place the biopsy specimen in the fluid in the

container. Do not pour out the fluid.

4. Two copies of Form No. 570 are in the con-

tainer; fill out completely both copies and sign

them. The pathologists have been requested not

to accept specimens when the form is not com-
pletely filled out in duplicate and signed.

5. Place the completed forms around the inner

container.

6. Make sure the lids are on tight.

7. Address the yellow mailing label to the

pathologist of your choice, place on the label

your return address, attach the label, and mail.

8. DO NOT MAIL the specimens to the State

Laboratory.

If we can be of assistance, please let us know.

Sincerely yours,

R. H. HUTCHESON, M.D.

Commissioner
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PATHOLOGISTS PARTICIPATING IN THE
BIOPSY SERVICE FOR THE EARLY

DIAGNOSIS OF CANCER 1967-68

ADAMS, John W., Jr., M.D.
261 Wiehl Street
Chattanooga, 37403

AUERBACH, Stewart H., M.D.
Baroness Erlanger Hospital
Chattanooga, 37403

BALE, George F., M.D.
Baptist Memorial Hospital
Memphis, 38103

BEALS, Daniel F., M.D.
St. Mary’s Hospital
Knoxville, 37917

BELLOMY, Bruce B„ M.D.
Ft. Sanders Presby. Hospital
Knoxville, 37916

BROWNE, Harry G., M.D.
201 Twenty-First & Hayes Bldg.
Nashville, 37203

BURTON, William D.
Methodist Hospital
Memphis, 38104

CARABIA, Alex G„ M.D.
Oak Ridge Hospital
Oak Ridge, 37831

CRAWFORD, Alvin S., M.D.
Bristol Memorial Hospital
Bristol, 37622

DELVAUX, Thomas C., M.D.
St. Thomas Hospital
Nashville, 37203

*DIGGS, Lemuel W., M.D.
42 North Dunlap
Memphis, 38103

DUCKWORTH, John K., M.D.
1265 Union Avenue
Memphis, 38104

ELLIOTT, William E., M.D.
Blount Memorial Hospital
Maryville, 37801

ELROD, Bruce A., M.D.
P. O. Box 3058, Highland Park
Sta.
Chattanooga, 37403

ERICKSON, Cyrus C., M.D.
Institute of Pathology
University of Tennessee
Memphis, 38104

* Blood specimens only.

ESSMAN, Richard A., M.D.
Methodist Hospital
Memphis, 38104

FARROW, C. C., M.D.
257 South Bellevue
Memphis, 38104

FRANCISCO, J. T., M.D.
University of Tennessee
P. O. Box 153
Memphis, 38105

FRAZIER, Horace M., M.D.
Meharry Medical College
Nashville, 37208

GOSS, Martha F., M.D.
St. Joseph Hospital
Memphis, 38101

GOTWALD, David, M.D.
St. Thomas Hospital
Nashville, 37203

GRAHAM, L. S., M.D.
2010 Church Street
Nashville, 37203

HARRISON, William, Jr., M.D.
H. V. C. Hospital
Kingsport, 37660

HEPLER, Thomas K„ M.D.
Memorial Hospital
Clarksville, 37040

JONES, Chester, M.D.
General Hospital
Jackson, 38303

JONES, Francis S., M.D.
U. T. Memorial Hospital
Knoxville, 37919

KINTNER, Elgin P. M.D.
Box 89
Maryville, 37803

LEFFLER, R. J., M.D.
East Tenn. Baptist Hospital
Knoxville, 37920

McMURRY, Searle, M.D.
Ft. Sanders Presby. Hosp.
Knoxville, 37916

MASHBURN, J. D., M.D.
1265 Union Avenue
Memphis, 38104

MAYFIELD, George R., M.D.
Maury County Hospital
Columbia, 38401

MIDDLETON, A. L., Jr., M.D.
General Hospital
Jackson, 38303

MOORE, Hugh C., M.D.
Methodist Hospital
Memphis, 38104

MOSS, T. C., M.D.
257 South Bellevue
Memphis, 38116

MUIRHEAD, E. Eric, M.D.
Baptist Memorial Hospital
Memphis, 38103

NELSON, Bill M., M.D.
ORINS Medical Div. Box 117
Oak Ridge, 37831

PHILLIPS, J. Douglas, M.D.
1265 Union Avenue
Memphis, 38104

PHYTHYON, James M., M.D.
2010 Church Street
Nashville, 37203

POTTER, Thomas P., Jr., M.D.
Memorial Hospital, Inc.
Johnson City, 37601

PRIETO, L. C., Jr., M.D.
St. Joseph Hospital
Memphis, 38128

SHAPIRO, John L„ M.D.
Vanderbilt Hospital
Nashville, 37203

SPRUNT, Douglas H., M.D.
Institute of Pathology
University of Tennessee
Memphis, 38105

SULLIVAN, Earl J., M.D.
Memorial Hospital
Johnson City, 37601

TRUMBULL, Merlin L., M.D.
Baptist Memorial Hospital
Memphis, 38103

WALKER, Richard H., M.D.
Institute of Pathology
University of Tennessee
Memphis, 38105

WILSON, Stephen G., Jr., M.D.
St. Mary’s Hospital
Knoxville, 37917

WOMACK, Frank C., M.D.
2010 Church Street
Nashville, 37203

PERSONAL NEWS

Dr. Robert M. Miles, Memphis, professor of

surgery at the Medical Units and director of sur-

gical service at Baptist Hospital, has been elected

president of the alumni association of the College

of Medicine. Dr. Miles will succeed Dr. Charles

Sienknecht of Knoxville, whose term expires in

February, 1968.

Dr. J. J. Range, Johnson City, was guest

speaker at a recent meeting of the Kiwanis Club
in Jonesboro.

Dr. Frank Wilson has become an associate of

Dr. W. H. Wall, Jr. and Dr. Robert C. Koehn, Jr.

in the practice of obstetrics and gynecology in

Clarksville. Dr. Wilson, a native of Clarksville,

graduated from the U. T. College of Medicine in

1961, served his internship at Baptist Memorial
Hospital in Memphis in 1961-62 and then served

two years in the Navy working in obstetrics and
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MERCUHYDRIN
(meralluride injection)

LAKE5IDE

Twenty years ago the publication of “A
System for the Routine Treatment of the Failing

Heart” 1 established a schedule of diuretic

therapy as a primary factor in the treatment
of acute congestive failure. With emphasis
upon daily injections of Mercuhydrin
(meralluride injection) until dry weight was
obtained, Gold, et al. achieved a 40% increase
in improvement, in Vb the time, over other
methods then current. Today, most medical
texts continue to recommend parenteral
mercurials in acute congestive failure when
prompt diuresis is indicated.

Recently Modell 2 has stated: “The mercurial
diuretics are the injectable diuretics of choice
since they are the most potent as well as the
most dependable. Their toxicity is not an
important consideration either by comparison
with other potent diuretics or in relation to the
seriousness of the conditions in which thev
provide such excellent relief.”

IN BRIEF

Mercuhydrin is indicated in edema of cardiac or
hepatic origin and in the nephrotic syndrome; it is

contraindicated in acute nephritis and in anuric or
oliguric states. The usual adult dose is one to two
cc. daily or every other day until "dry weight” is

obtained. Sensitivity is rare but small initial doses
are advised to minimize potential reactions; ver-
tigo, fever, and rash have occurred. Overdosage
may produce electrolyte depletion, muscle cramps,
and G.l. reactions. Supplied: 1 cc. and 2 cc. am-
puls in boxes of 12, 25 and 100; 10 cc. rubber
capped, multiple-dose vials (intramuscular or sub-
cutaneous use only) in boxes of 6 and 100.

1. Gold, Harry, ef al . ; A System for the Routine Treat-
ment of the Failing Heart, The American Journal of
Medicine, Vol. Ill, No. 6:665-692 (Dec.) 1956.

2. Modell, Walter: Drugs of Choice 1966-1967, p. 97,
1966.

LAKESIDELAB0RAT0RIES, INC. .Milwaukee, Wisconsin 53201
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gynecology. He had three years specialty train-

ing at Baptist Memorial Hospital, 1964-67.

Dr. Robert K. Rhamy, Nashville urologist, was
a volunteer aboard the floating medical center S.

S. Hope on its teaching-treatment mission to Car-

tegna, Colombia.

Dr. Earl P. Bowerman received the Memphis
Hospital Council’s Distinguished Service Award
for 1967 at the West Tennessee Tuberculosis Hos-

pital. The Council selected Dr. Bowerman be-

cause of “personal contributions” concerning the

treatment of tuberculosis and chest diseases, and

in the “promotion of hospital affairs”.

Dr. James Stephen Brown has been appointed

superintendent of the West Tennessee Hospital and
School for the Retarded at Arlington. The Mem-
phis pediatrician’s appointment became effective

September 1, a year before the 638-bed, $11 mil-

lion facility is expected to be completed.

Dr. Kent Kyger has announced his association

with the Middle Tennessee Psychiatric Clinic of

Nashville for the practice of child psychiatry.

Dr. John Louis Sonner, Sevierville, has been
elected to membership in the American Academy
of General Practice.

Dr. Sam E. Stephenson, Jr., has left Nashville

and the Vanderbilt University School of Medicine,

to become Pofessor of Surgery at the University

of Florida School of Medicine and Chairman of

the Department of Surgery at the Duval Medical
Center in Jacksonville, Florida.

Dr. Gene H. Stollerman, chairman of the de-

partment of medicine, U. T., Memphis, has been
elected Second Vice President of the American
Rheumatism Association. He was elected to the

position at the annual meeting of the Association

held recently in New York City.

Dr. Robert M. Ruch. assistant professor of ob-

stetrics and gynecology at the University of

Tennessee, was guest speaker at a luncheon meet-
ing of the Memphis Kiwanis Club on July 17th.

Following a two-year tour of duty in the U. S.

Army Medical Corps, Dr. William Nathan Rich-

ardson has become associated -with the South
Pittsburg Municipal Hospital, effective July 10th.

Dr. Richardson received his M.D. degree from
the University of Tennessee in Memphis, 1963,

and interned at City of Memphis Hospital during
1964.

Dr. Robert C. Coddington, former instructor in

orthopedic surgery at Vanderbilt University Hos-
pital, Nashville, has recently joined the orthopedic
group of Drs. John J. Killeffer, Ernest C. Line-
berger and Nicholas Forlidas in Chattanooga.

Dr. Robert G. Kiger, Nashville, has joined Drs.

Crawford W. Adams and Harry L. Page in the
practice of cardiology.

Dr. Thomas E. Simpkins Jr. has opened an
office in Nashville for practice in ear, nose and
throat.

Dr. D. R. W. Shupe has opened his office for the

practice of psychiatry in Madison.

ANNOUNCEMENTS

Calenda r of Meetings, 1967

State

Oct. 2-3 Tennessee Valley Medical As-
sembly, Chattanooga

Nov. 1-3 Tennessee Academy of General
Practice, 19th Annual Scientific

Assembly and Congress of

Delegates, Gatlinburg Audito-
rium, Gatlinburg

Nov. 16 Middle Tennessee Medical As-
sociation

National

Sept. 29-Oct. 3 American Society of Anesthe-
siologists, Las Vegas, Nevada

Oct. 1-4 Neurosurgical Society of

America, The Biltmore, New
York

Oct. 2-6 American College of Surgeons
(Annual) Conrad Hilton, Chi
cago

Oct. 5-7 Association of American Physi-
cians and Surgeons, Sheraton-
Lincoln, Houston

Oct. 21-26 American Academy of Pediat-

rics, Washington Hilton Hotei,

Washington, D. C.

Oct. 22-23 American College of Preven-
tive Medicine, Fontainebleau
Hotel, Miami Beach, Fla.

Oct. 25-28 Congress of Neurological Sur
geons, San Francisco Hilton
Hotel, San Francisco

Oct. 27-30 Association of American Medi-
cal Colleges, New York Hilton,

New York
Oct. 29 American Association of Oph-

thalmology, Palmer House,
Chicago

Oct. 29-Nov. 1 American College of Gas-
troenterology, Biltmore Hotel,

Los Angeles
Oct. 29-Nov. 3 American Academy of Oph-

thalmology & Otolaryngology,

Palmer House, Chicago
Nov. 5-8 American Society of Plastic

and Reconstructive Surgeons,
Waldorf-Astoria, New York

Nov. 9-11 Southern Thoracic Surgical As-
sociation, Sheraton Dallas,

Dallas, Texas
Nov. 13-16 Southern Medical Association,

Miami Beach, Florida

Nov. 16-18 Western Surgical Association,

Ambassador Hotel, Los Angeles
Nov. 25-26 American College of Chest

Physicians (Interim Clinical

Meeting) Houston, Texas
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Nov. 26-29 American Medical Association

(Clinical Convention) Houston

Dec. 2-7 American Academy of Derma-
tology, Palmer House, Chicago

Dec. 4-6 Southern Surgical Association,

The Homestead, Hot Springs,

Va.

Cardiac Nursing Course

Baptist Hospital—Nashville

Tennessee registered nurses are invited to par-

ticipate in the third Cardiac Nursing Course to be

held October 30 through November 17, 1967 at

Baptist Hospital in Nashville, Tennessee.

The four-week comprehensive course includes

three weeks of didactic lectures and classroom ses-

sions followed by one week of clinical experience

in a Coronary Care Unit. Sponsors of the Course

will be: Baptist Hospital, the Heart Disease

Control Program of the Tennessee Department of

Public Health, the Middle Tennessee Heart Asso-

ciation and the Department of Medicine, Vander-

bilt University.

Enrollment will be limited to thirty (30) nurses.

Please address all inquiries to: Director, Cardiac

Nursing Program, Baptist Hospital, Inc., 2000

Church Street, Nashville, Tennessee 37203.

AMA Volunteer Physician for Viet Nam

AMA Volunteer Physicians for Viet Nam is a

program for supplying medical care to the civil-

ian population of South Viet Nam through the

volunteer services of U. S. physicians. It is ad-

ministered by the American Medical Association

and financed by the United States Agency for In-

ternational Development.

Physicians sent to South Viet Nam under the

program serve a 60-day tour of duty at one of 16

provincial civilian hospitals. The volunteer re-

ceives only his transportation and an expense al-

lowance of $10 a day; otherwise his services are

entirely unpaid. At the hospitals, the volunteers

will work with teams of military physicians and

corpsmen.

Twenty-four to 32 physicians are needed every

month to keep hospital staffs at full strength.

Most needed are general practitioners, internists,

general surgeons and orthopedic surgeons. As of

June-July, 1966, the greatest demand is for gen-

eral and orthopedic surgeons to treat war
wounded civilians. Small numbers of specialists

in the fields of chest diseases, ophthalmology, oto-

laryngology, radiology and psychiatry are needed

from time to time. Other specialists cannot be

used at present but inquiries are invited in antic-

ipation of future demands. Because of condi-

tions in Viet Nam only male physicians are ac-

cepted. Information about the program may be
obtained by contacting: AMA Volunteer Physi-

cians for Viet Nam, American Medical Associa-

tion, 535 North Dearborn Street, Chicago, Illi-

nois, 60610.

Eleventh Annual Fellowship Program

Announced by Wyeth Laboratories

Applications for two-year Wyeth Pediatric

Fellowships are now available for residencies

beginning July 1, 1968. All applications must be

in the hands of the Selection Committee by De-
cember 1, 1967. Sponsored by the Wyeth Fund
for Postgraduate Medical Education, each of

these fellowships provides $4,800 over two years

toward the advanced training required for board
certification in pediatrics. Wyeth’s monthly pay-

ments, made directly to recipients, are in addi-

tion to the usual stipends paid to residents by the

institutions in which they train.

Eligible to apply are interns, physicians who
have recently completed an internship, research

Fellows, or physicians completing their tour of

duty with the Armed Services or the U. S. Public

Health Service. Applicants must be citizens of

the U. S. or Canada. Those who have already

started Pediatric Residency training are not eli-

gible. Each Fellow may choose the hospital in

which he will train provided that it is accredited

by the Residency Review Committee which rep-

resents the American Board of Pediatrics, the

American Academy of Pediatrics, and the Coun-
cil on Medical Education and Hospitals of the

AMA. Application should be made to: Philip S.

Barba, M.D., Chairman of the Selection Com-
mittee, 120 Erdenheim Road, Philadelphia, Penn-
sylvania, 19118.

Annual General Practice Review

of Medical College of Georgia

The annual General Practice Review at the

Medical College of Georgia is being presented in

Augusta for practicing physicians on November
6-10, 1967. In this five-day program emphasis
will be placed on the recognition and proper
management of conditions frequently encoun-
tered by physicians in family practice. Instruction

will utilize multiple formats—lectures, panel dis-

cussions, special audio-visual techniques, and
question and answer periods. Registration fee

for the full course is $80, or $20 per day. For
further information contact: Division of Continu-

ing Education, Medical College of Georgia, Au-
gusta, Georgia, 30902.

Interim Clinical Meeting

American College of Chest Physicians

Plan now to attend the American College of

Chest Physicians, Interim Clinical Meeting, to be

held at the Warwick Hotel, Houston, Texas, No-
vember 25-26, 1967, just prior to the AMA Clinical

Meeting, November 26-29. This will be a two-day
scientific program with round table discussions

and fireside conferences. A highlight of the pro-

gram will be a panel discussion held at the

NASA Manned Spacecraft Center.

For a copy of the program and other details
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please write to the Executive Office of the Amer-
ican College of Chest Physicians, 112 East Chest-

nut Street, Chicago, Illinois. 60611.

Tennessee Internists

Schedule Scientific Meeting

The American College of Physicians will hold

a regional meeting for specialists in internal

medicine in Tennessee October 6-7. The meeting

is scheduled for the Rivermont Holiday Inn. Mem-
phis. The Tennessee meeting is one of some 35

scientific seminars sponsored each year by the

A.CP during the academic year. Held through-

out the United States and in Canada, the meet-
ings help keep the College’s 13,600 members
abreast of developments in the basic sciences and
clinical medicine.

Special guests will include H. Marvin Pollard.

M.D.. Ann Arbor, Michigan. ACP President-Elect

and Professor of Internal Medicine and Head of

the Section of Gastroenterology at the University

of Michigan Medical School.

Hall S. Tacket, M.D., Memphis, ACP Governor
for Tennessee and Clinical Professor of Medicine.

University of Tennessee School of Medicine, is

in general charge of the meeting.

Cooperative Cancer Clinics in Tennessee

1967-1968

BRISTOL
Bristol Memorial Hospital Tumor Clinic

Time: Friday

Hour: 1:00 p.m.

CHATTANOOGA
Chattanooga Tumor Clinic

Erlanger Hospital

*Time: Tuesday Friday

Hour: 12:30 p.m. 12:30 p.m.

^Patients are seen by appointment only.

JOHNSON CITY

Tri-County Cancer Clinic

Health Center, 102 West Myrtle

Time: Thursday
Hour: 1:00 p.m.

KNOXVILLE
East Tennessee Tumor Clinic

University* of Tennessee Memorial Hospital

Time and Hours:

MONDAY
7:00 a.m.—E.N.T. Clinic

11:00 a.m.—G.U. Clinic

WEDNESDAY
11:00 a.m.—Chest Clinic

11:00 a.m.—Plastic Surgery Clinic

THURSDAY
8:00 a.m,—Proctology Clinic

8:00 a.m.—Dental Clinic

8:00 a.m.—-Surgery Clinic

8:00 a.m.—Hematology Clinic

8:00 a.m.—Dermatology Clinic

11:00 a.m.—Gynecology Clinic

FRIDAY
11:00 a.m.—G.U. Clinic

KINGSPORT
Holston Valley Community Hospital Cancer

Clinic

Time: Friday

Hour: 12:30 p.m.

MEMPHIS
West Tennessee Cancer Clinic

21 North Dunlap
*Time and Hours:

MONDAY
8:30 a.m. —New Patients

9:00 a m. —Follow-Up E.N.T. ( all larynx cases)

12:00 Noon—Follow-Up Breast

TUESDAY
8:30 a.m. —New Patients

9:00 a.m. —Follow-Up GI. Soft Tissue. Bone
12:00 Noon—Follow-Up GYN

WEDNESDAY
9:00 a.m. —Follow-Up Skin.

Eye (2nd Wednesdays Only)

12:00 Noon—Follow-Up Chemotherapy,
Thoracic

THURSDAY
8.30 a.m. —New Patients

9:00 a.m. —Follow-Up Head &
Neck (all thyroid cases)

12:00 Noon—Follow-Up Urology

FRIDAY
9:00 a.m. —Follow-Up GYN

12:00 Noon—Follow-Up Urology. Pediatric

^Doctors should mail requests for service into

clinic, thereby establishing definite appointments

for patients. Emergencies handled upon tele-

phone request.

NASHVILLE
Hubbard Hospital Tumor Clinic

1005-18th Avenue North. “A” Floor

Time: Tuesday and Friday

Hour: 1:30 p m.
Nashville Metropolitan General Hospital Tumor

Clinic

Hermitage Avenue
*Time and Hour:

TUESDAY
12:30- 4:00 p.m.—General and Thoracic Surgery

WEDNESDAY
12:30- 4:00 p.m.—Head and Neck. Urology

FRIDAY
9:30-12:30 pun.—Gynecology

*Patients are seen by appointment only.
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T M A

Poverty in the United States

As Defined by Federal Standards*

A Report of the Bureau of Research and Planning

California Medical Association

The subject of this Socio-Economic Re-

port is of tremendous importance to the

medical profession because physicians

should be aware that future programs for

the expansion of health care services will be

based and
,
in fact, are being based upon in-

formation which this Report contains, the

relationship between poverty and accessi-

bility of health care services is therefore

quite direct. So, too, will be the impact
upon the profession and the organization of

medical practice.

The 1966 amendments to the Poverty Act
are concerned with neighborhood health

centers and a vast array of other programs
which will touch every physician and every

community which can be identified by the

standards indicated in this Report as low in-

come, poor, or near poor. For this reason

the California Medical Association Commit-
tee on Welfare Medical Programs, among
several others concerned with aspects of

this problem, is trying to alert every county

medical society of developments as well as

of the responsibilities they should assume in

working with the Office of Economic Op-
portunity and other community organiza-

tions in providing guidance and leadership

in structuring programs compatible with
the interests of the public and the health

care professions.

This Report on poverty presents a current

and prospective view of the problems and
issues to be faced. Unless physicians see

the relationship and join in a community ef-

fort to aid in resolving an issue which un-

derlies public policy , we shall be looking

back five or ten years from now to point out

that we failed to take advantage of oppor-

tunities to assist in the development of a ra-

tional system of medical care for low-

income groups.

* Reprinted from California Medicine 106:501,

(June) 1967.

Individual physicians, component medical

societies on a grass-roots level and CMA as

a state organization should all be concerned

with and aware of the facts.

Samuel R. Sherman, M.D., Chairman
Bureau of Research and Planning

Background

America's “forgotten poor" have, in recent

years, received their fullest and most vivid

exposure. Examination of the extent, na-

ture, selectivity and relative permanence of

poverty, despite surroundings of increasing

prosperity, have aroused both government
and private concern, resulting in a multi-

plicity of programs for action. Among
them are those undertaken by the Office of

Economic Opportunity, along with other

agencies at various levels of national and
local government. Since health care is one

of the major concerns of a number of these

programs, it will be of interest to the Medi-

cal profession to review the data which pro-

vide the rationale for such massive under-

takings. This Report is based on the most

recent account by the Social Security Ad-
ministration of the extent of poverty in the

United States,* which notes that, although

impressive gains have been made, “there

was yet much (poverty) to view with

alarm."

In 1965 the Social Security Administra-

tion developed two criteria of poverty to

bring some coherence and common defini-

tions to the extensive data collected an-

nually since 1959 by the Federal govern-

ment. (See appendix for glossary of

terms.) Using these criteria, numbers and

characteristics of the “low-income" popula-

tion over the five-year period 1959-64, a pe-

riod distinguished for other groups by its

rising prosperity and generally high em-
ployment, were analyzed. The problem was
to determine if during this period the group

had diminished or grown, or changed in

consistency or habitat, in anticipation of

later comparison with those data collected

after the effects of the recently initiated

government programs have been felt.
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Rewarding Opportunity

in a new

Medical Center

THE MEDICAL CENTER OF NASHVILLE
Located directly across the street from the new Nashville

Memorial Hospital, The Medical Center of Nashville has been

carefully designed and built to make it one of the most modern,

functional and attractive medical centers in America. It is the

major medical facility in Nashville’s most rapidly expanding area.

It serves some 240,000 people.

There is space for a total of twenty-five doctors in the Center.

Comfortable suites accommodating one to four doctors can be

provided. Also within the building is an apothecary, an optical

dispensary and a modern laboratory complete with X-Ray and

X-Ray treatment facilities. All doctors’ private offices will be

paneled and carpeted at no extra cost. Central zoned heating

and cooling insures each individual room will maintain the desired

temperature. A centralized IBM bookkeeping, billing and collec-

tion service is available. There is more than ample off-the-street

parking.

For jree brochure and more complete information, write or

call Drew Maddux, Maddux Realty Company, Inc., 4705 Gallatin

i, Tennessee. Telephone: 615 — 262-5745.

Realty Company
,
Incorporated

leasing agent for The Medical Center of Nashville.
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Changes in Low-Income Group, 1959-1964

Of the 60 million households in March
1965 (counting as a separate unit every

family group and every person living alone

or with nonrelatives only), 12 million or 20

per cent were defined as poor. An addi-

tional 4 V2 million units had incomes low

enough to qualify as near-poor. Thus, am-
idst increasing abundance and prosperity,

at least 34 million Americans lived in a

state of deprivation. Included in this group

were from 21 to 31 per cent of the Nation’s

children and from 31 to 43 per cent of the

aged.

The total number of persons with low-

income status fell approximately five mil-

lion and 5 per cent during the period

1959-64, this drop occurring almost exclu-

sively in the lowest income category.

While the poor decreased from 38.9 million

or 22.1 per cent in 1959 to 34.1 million or

18.0 per cent in 1964, the near-poor changed

only slightly from 15.8 million or 9.0 per

cent in 1959 to 15.7 million or 8.3 per cent in

1964. This would indicate at least some up-

ward shift economically within the low in-

come groups.

Poverty is created through a selective

process, with some groups always more
prone than others. Therefore, any real im-

provement in the nation’s economic well-

being should ideally provide greater equali-

zation in the differential risks of poverty

among different groups. The groups that

are still the most likely to be poor include

the non-white, the aged, rural families,

large families, and those with a woman as

the head.

In most of the groups the story remains

the same—still more improvement needed!

In fact, the circumstances of some have ac-

tually deteriorated over the period, particu-

larly where more than one “poor-prone”

characteristic appears. For example, in

1964, 76 per cent of all non-white families

with five or more children were poor, com-
pared with 71 per cent in 1959. The two

major hazards of the non-white child are a

broken family or the low income of the fa-

ther if he is present. One-third of the

half-million non-white families with five or

* Recounting the poor—A five-year review: So-

cial Security Bulletin, 29:20-37, April 1966.

more children in 1964 had a woman as their

head and one-third had an unemployed

male head. Half of the remaining

families—one-third of all—had a male head

who was fully employed.

Large families, particularly if vulnerable

on other accounts, are more susceptible to

poverty. In 1964 more than four out of ten

families with a non-white head or a female

head had less than the minimum standard,

as did three out of ten farm families. These

characteristics, combined with other high-

risk variables, compounded the chances for

an inferior economic status. This situation

is reflected in the 69 per cent of all families

with three or four children, headed by a

woman, that are classed as poor and the 84

per cent with five or more children, that are

found in the lowest category.

Among non-white families in 1964, while

under one-fourth of those with no children

under 18 were poor, over three out of four

of those with five children were so classi-

fied. This compares with approximately

one in ten and three in ten, respectively,

among white families.

The unfortunate fact is that among all

households headed by a woman, 44 per cent

were in poverty in 1964, a relatively scant

improvement from 50 per cent in poverty in

1959. The rate of poverty among house-

holds headed by a man fell from 18 per cent

to 14 per cent in this period. As of 1964,

therefore, a household headed by a woman
had three times as great a chance of being

poor as the household headed by a man.

The nation’s rural population in 1964 had

almost three in ten labeled poor, as com-

pared with under two in ten chances for the

city dweller, despite the fact that the crite-

rion for a rural family is set 30 per cent

below that of its urban counterpart.

However, the incidence of poverty among
the farm families dropped 12 points, from 41

per cent to 29 per cent, during this period,

while it dropped only four points, from 23

per cent to 19 per cent, during the same pe-

riod among city dwellers.

The age group 65 and older has the high-

est incidence of poverty in the population.

Higher still is the subgroup of aged who
live alone. During the five-year period,

while the total number of poor decreased by

five million, the total number of aged poor
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increased by 300,000, one reason being an

increase in the proportion living alone.

Because the last five years has brought sub-

stantial increase in the number of aged,

however, there was a decrease in percent-

ages of the aged who are poor. The rate of

poverty for aged unrelated individuals de-

creased significantly from 68 per cent in

1959 to 59 per cent in 1964. When broken

down by race, however, the reality of this

decrease is more evident. While the pov-

erty rate among the white aged fell from 67

per cent to 57 per cent between 1959 and

1964, among the non-white aged it actually

increased from 78 per cent to 79 per cent, a

fact clearly illustrating that the programs

and prosperity that have assisted the white

aged population, at least through 1964, did

not reach the non-white aged.

The Monetary Gap to Fill

If the government were to subsidize all 34

million persons defined as poor in order to

raise them above the poverty threshold, an

expenditure of $11.7 billion, as of 1964, or

2.4 per cent of the Nation’s personal income

would have been required. Little improve-

ment is likely, however, as long as expan-

sion of the general economy moves at about

twice the rate of the income of the poor, as

has been the case in recent years. During

the five-year period, while national personal

income increased by 29 per cent, the num-
ber in poverty decreased by 12 per cent and

their unmet income need by 15 per cent.

As a group, the poor in 1964 had to manage
on incomes totaling 59 per cent of estimated

need, compared with 56 per cent in 1959.

The more favorable position of the aged

poor in 1964 reflects to some extent the fact

that three out of four persons aged 65 and

older were receiving social security bene-

fits, compared with three out of five in 1959.

The Poverty Problem in 1964

Since 1959 the poor have diminished by

1,200,000 persons. The most susceptible age

groups are still the young (under 18) and

aged (over 65) ,
who comprise 60 per cent of

those designated poor or near poor, while

accounting for only 49 per cent of the total

population. For many in this group, partic-

ularly children from fatherless homes, em-
ployment cannot be a solution. Fourteen

per cent were 65 or over and over 14 per

cent were under age six. As many as 31 per

cent of the aged were living below the pov-

erty line. Among all children 18 and under,

20 per cent are growing up in an environ-

ment of poverty and nearly half of these

with five or more siblings. Forty-one per

cent of these children had fathers or moth-
ers working full time, but were still unable

to make enough, enough being $65 per per-

son per month. Including the near poor

(which raises the outlay to 90 cents per day
for food) would swell the poor aged group

by 12 per cent and the nation’s poor chil-

dren by 11 per cent.

This still excludes the “hidden poor,”

those 65 and older living with more fortu-

nate relatives rather than alone below the

poverty line, and subfamililies who, if liv-

ing alone, would qualify as poor. Including

these would raise the number in poverty to

37 million and the total who are low income
to 53 million. Of subfamilies who would
have been poor on their own, however, half

of those headed by a man and three-fifths of

those headed by a woman kept off the pov-

erty register by living with a non-poor rela-

tive.

Age and Poverty

Age and poverty are highly correlated, as

has already been suggested. This is intensi-

fied somewhat by the tendency for this

characteristic to be accompanied by others

wherein poverty is an above average occur-

rence. For example, there is a high correla-

tion between sex and poverty, women often

having less education and lower earning

power than men. Also, the aged have a

preponderance of women, particularly

women living alone, a variable likewise re-

lated to poverty. Few of the aged are em-
ployed, and social security, which covers

only three-fourths of the aged, is but a frac-

tion of their former wage. The fact that

the number of aged living alone has in-

creased may also be interpreted as an im-

provement position, in that they are en-

abled to maintain a household at all. It is

significant that three times the percentage

of aged poor live alone than of the aged

non-poor. While living alone might have

been the cause of their final impoverish-

ment, however, it can not be assumed that
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they had a choice. It should be pointed out

that, with the lower poverty index criterion

for the aged, the aged in general have fewer

expenses and may by then own their own
homes, etc. Also, savings are not included

in the income evaluation. In 1959, 97 per

cent of the men 65 and over and 75 per cent

of the women had some money of their own
saved. By 1964 the proportion with some

other income was 98 per cent for the men
and 82 per cent for the women. The signifi-

cance of this fact should not be exagger-

ated, however, since in 1962, data taken

from an earlier Social Security Administra-

tion survey* the median assets less home
equity were still only $3,000 for married

couples and less than $1,000 for the unmar-
ried aged. It was in fact, as low as $310 for

unmarried men without OASDI and $160

for unmarried women without OASDI.
The improvement in the position of the

aged runs parallel and is in large part ac-

countable to the extension of social security

protection, including both the increase in

benefits and in number of eligible benefici-

aries, particularly women and nonwhite,

and in higher earning records of those re-

ceiving it. The average payment to an aged

beneficiary in this period increased from $74

per month to $79 per month. It was esti-

mated that about 35 per cent of all aged so-

cial security beneficiaries in 1965 were liv-

ing in poverty, as defined by the poverty

criterion. An additional 38 per cent would
have been poor except for their benefit

checks. Only about one-fourth of all bene-

ficiaries could have lived above the poverty

line in the absence of social security bene-

fits.

In 1964, all families with an aged head de-

rived 25 per cent of all their income from

social security payments, and about half

from earnings. Aged families classed as

poor, on the other hand, received 60 per

cent of their income as a group from social

security benefits and only 16 per cent from

earnings, the rest coming from such sources

as veteran benefits, dividends and rents,

public assistance, contributions from per-

sons outside of home, etc.

* Assets of the aged in 1962: Findings of the

1963 survey of the aged: Social Security Bulletin,

27:4, November 1964.

Youth and Poverty

Nearly 15 million of the 34 million poor in

1964 were under 18 living in families, 40 per

cent of which were non-white and slightly

more of which had five or more children.

Almost 15 per cent of these children came
from homes where the head was fully em-
ployed the year around, half of them as la-

borers, service workers or farmers. Only 8

per cent of them had professional, technical

or clerical jobs, thus suggesting that educa-

tion for better paying jobs might be one

way to combat this problem. Among these

families the tendency is to marry and repro-

duce early, exposing others to the same
hopeless environment from which they will

experience the same difficulty emerging, be-

cause of the same handicaps accrued by liv-

ing in it. One in three of the poor age

group 16 to 21 were neither high school

graduates or in school, while one in seven of

the non-poor in this age group were neither.

There is thus a pattern to drop out of

school, though education is often the only

way to overcome one’s low status. The
cycle is thus perpetuated. Those in the age

group 18 to 19 who leave school before

graduating are more likely to marry, possi-

bly as an escape from family surroundings.

Twenty percent of the dropouts in this

group are married, as compared with 11 per

cent of the high school graduates. Income
differences between those without and with

a high school diploma increase with age.

The sad fact is that while the dropout earns

comparatively less with age, his family re-

sponsibilities and obligations become com-

paratively greater.

Conclusion

The problem of poverty is particularly

acute today because of earlier neglect.

Since there is still much to be discovered

about the life patterns of the poor, long-

term effects of deprivation can only be spec-

ulated upon, but the prospects appear to be

dim. In the area of health care, it has been

well established (see Socio-Economic Re-

port, Vol. VI, No. 8, September 1966, U. S.

Consumer Expenditures for Health Care,

1950-1964) that the utilization of medical

care decreases with a decrease in income

and education and an increase in family

size. In addition, low-income groups are
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less likely to be insured than those who are

better off and reports show that the insured

receive about 50 per cent more medical care

than the uninsured.

Thus, society is faced with finding solu-

tions to alleviate or to correct those condi-

tions resulting from or inducing poverty.

Public policy is becoming more clearly de-

fined as public concern is reflected in these

manifold programs for the poor.

Appendix

These measures of poverty and low-

income, defined in 1965 by the Social Secu-

rity Administration, are based on the

amounts needed by families of different size

and composition to purchase nutritionally

adequate diets at minimum cost when no

more than a third of the family income is

used for food. The food estimates are de-

rived from the Department of Agriculture

economy food plan for emergency use or

when funds are very low.

Low-income: Those persons classified as

either “poor” or “near poor” are included in

this category. It is substantially below (by

WHITE SURGICAL SUPPLY CO.

Service to

PHYSICIANS AND HOSPITALS

in East Tennessee since

"1921"

DISTRIBUTORS

of Quality Products to

PHYSICIANS AND HOSPITALS

White Surgical SupplyCo.
515 W. Church Avenue

Knoxville, Tennessee

Phone 523-1186

about 50 per cent) the “modest but ade-

quate” level described by the city worker’s

family budget, developed and priced by the

Bureau of Labor Statistics.

Poor: The poverty line, which is still

above the line of mere subsistence, consid-

ers family size, composition and
farm/non-farm residence. From data com-

piled by the Council of Economic Advisors,

a four-person non-farm family in 1964 was
defined as poor if its money income for the

year was less than $3,130. (Median income

for the country then was $7,490.) For farm

families the line is 30 per cent lower. This

works out to about 70 cents a day per per-

son for food, with twice as much again for

other expenses.

Near poor : Still within the low-income
category, this group, located just above the

poor, earns approximately a third more
than they do. In 1964 the upper limit was
set at a yearly income of $4,075 (and lower

limit, the poverty line of $3,130), for a

four-person non-farm family. Farm fami-

lies had a line 30 per cent lower. Per per-

son per day this amounts to a food budget

of 90 cents and a total daily budget of $2.70.

Remember, Doctor—

It's been

Tafel Surgical Supply Co.,

Inc.

SINCE 1889

for

Drugs, Orthopedic, Surgical

Supplies & Equipment

1203 Church Street

Nashville, Tennessee
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TENNESSEE VALLEY MEDICAL ASSEMBLY
(Sponsored by the Chattanooga and Hamilton County Medical Society, Inc.)

MEMORIAL AUDITORIUM, CHATTANOOGA, TENNESSEE
Monday, October 2, and Tuesday, October 3, 1967

1STH ANNUAL ASSEMBLY
Monday, October 2, 1967

7:30 REGISTRATION BEGINS

9:00 Philip Thorek, M.D., Prof, of Surgery, Cook
Co. Graduate School of Medicine, Chicago, 111.,

“The Acute Abdomen in the Aged”

9:30 Grant W. Liddle, M.D., Prof, of Medicine, Van-
derbilt Univ. School of Medicine, Nashville,

Tenn., “Ectopic Hormones”

10:00-10:30 A.M. INTERMISSION-REVIEW OF
EXHIBITS

10:30 H. M. Pollard, M.D., Prof, and Chr., Dept, of

Int. Med., Univ. of Michigan Medical School,

Ann Arbor, Michigan, “Management of Small
and Large Bowel Inflammatory Disease”

11:00 T. Manford McGee, M.D., Clin. Assoc. Prof.

Dept, of Otolaryngology, Wayne State Univ.
School of Medicine, Detroit, Mich., “Vertigo

and Its Interpretation”

11:30 Carroll L. Witten, M.D., Pres. American Acad-
emy of Gen. Practice, Louisville, Ky., “Medi-
care—What Does the Future Hold?”

NOON

Luncheon Symposiums—October 2, 1967—$4.00
(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

No. 1 “THE PATHOLOGY OF DIABETES-1967”
Guest Panelists: Shields Warren, M.D.

Vernon Knight, M.D.

No. 2. “CHANGING PATTERNS IN CANCER OF
THE G.I. TRACT”
Guest Panelists: Philip Thorek, M.D.

H. M. Pollard, M.D.

2:00 B. H. Scribner, M.D., Prof, of Medicine, Univ.
of Washington School of Medicine, Seattle,

Wash., “Dialysis in Chronic Renal Failure”

2:30 John G. Boutselis, M.D., Assoc. Prof., Dept.
Obstetrics & Gynecology, Ohio State Univ. Col-
lege of Medicine, Columbus, Ohio, “Carcinoma
In Situ of the Cervix”

3:00-3:30 P.M. INTERMISSION—Review of Exhibits

3:30 Vernon Knight, M.D., Chr. and Prof, of Medi-
cine, Baylor Univ. College of Medicine, Houston,
Texas, “New Studies on the Common Cold and
Influenza”

4:00 Shields Warren, M.D., Prof. Emeritus, Pathol-
ogy, New England Deaconess Hosp., Boston,
Mass., “Pathology of Cancer of the Thyroid and
its Relation to Radioactive Fallout”

Tuesday, October 3, 1967

7:30 REGISTRATION

9:00 Gly L. Odom, M.D., Prof. Neurosurgery, Duke
Univ. Medical School, Durham, N. C., “Intra-

cranial Bleeding of Non-Traumatic Origin”

9:30 Louis K. Diamond, M.D., Prof. Pediatrics, Har-
vard Medical School, Boston, Mass., “Blood and
Blood Replacement: Benefits and Hazards”

10:00-10:30 A.M. INTERMISSION-REVIEW OF
EXHIBITS

10:30 Robert A. Robinson, M.D., Prof. Orthopaedic
Surgery, Johns Hopkins Univ., Baltimore, Md.,
“Anterior Fusion of the Cervical Spine”

11:00 Harry W. Southwick, M.D., Clin. Prof, of Sur-

gery, Univ. of Illinois College of Medicine, Chi-

cago, 111., “Management of Disseminated Breast

Cancer”

11:30 James T. Grace, Jr., M.D., Asst. Dir., Roswell
Park Memorial Institute, Buffalo, New York,
“Viruses and Neoplasms”

NOON

Luncheon Symposiums—October 3, 1967—$4.00
(Limited to 85 physicians per symposium)
(Tickets must be obtained prior to assembly)

No. 3 “DO’S AND DON’TS IN THE EMERGENCY
ROOM”
Guest Panelists: R. A. Robinson, M.D., Guy L.

Odom, M.D., H. W. Southwick, M.D.

No. 4 “LYMPHOMAS AND RETROPERITONEAL
TUMORS”
Guest Panelists: J. T. Grace, Jr., M.D., Harris
D. Riley, M.D., J. E. Lewis, Jr., M.D., L. K.
Diamond, M.D.

2:00 Henry N. Harkins, M.D., Prof. & Chr., Dept,
of Surg., Univ. Washington School of Medicine,
Seattle, Wash., “Development and Advantages of
the ‘Combined Operation’ for Duodenal Ulcer
Incorporating Selected Vagotomy”

2:30 Harris D. Riley, Jr., M.D., Chr. & Prof., Pedi-

atrics, Univ. of Oklahoma School of Medicine,
Oklahoma City, Okla., “Measles Vaccine: Results

of Studies and Use in Practice”

3:00-3:30 P.M. INTERMISSION—Review of Exhibits

3:30 Edward D. Freis, M.D., Sr. Medical Investigator,

Veterans Administration, Washington, D. C.,

“The Treatment of Hypertension”

4:00 J. Eugene Lewis, Jr., M.D., Assoc. Prof, of Clin.

Surgery, St. Louis Univ. School of Medicine, St.

Louis, Mo., “The Optimum Age for Elective

Surgery in Children”
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The author alerts the family physician and pediatrician to the early signs of impaired vision so pre-

ventive measures may be instituted.

The Physician and Prevention of Blindness*

ROGER L. HIATT, M.D., Memphis,. Tennessee

Introduction

Some areas of medicine should be of con-

cern to all physicians regardless of their spe-

cialty or area of practice. The prevention

of blindness is one of these. The purpose of

this paper is to describe the role of the gen-

eral physician, pediatrician, and other phy-

sicians in the prevention of blindness

through early detection and treatment as

well as through education. It is estimated

that one-half of all blindness today could

be prevented or treated if found early. 1 For

84% of the legally blind children in this

country, blindness begins prior to one year

of age, 46% prenatal, and 38% in the first

year of life. 2

Some problems not directly resulting in

blindness will be discussed. The subjects

will be divided into a number of topics for

convenience.

Visual Screening

It is generally agreed that all visual

screening should be performed by properly

trained laymen to avoid the assumption on

the part of the patient or parent that an

“eye examination” has been performed. 3 ’ 4

The screening of the pre-school child, the

school child, the applicant for a driver’s

license, the industrial worker, or whom-
ever it may be, should be supervised, of

course, by the physician. It would be ideal

if every child entering school could have a

complete ophthalmologic examination, but

the available manpower will not permit

*From the Division of Ophthalmology, Univer-
sity of Tennessee College of Medicine, Memphis,
Tennessee.

This work was supported in part by a training

grant No. NB-10025 from the U. S. Public Health
Service, National Institutes of Neurological Dis-

eases and Blindness.

this. 5 Careful screening is aimed at limit-

ing the “over” and “under” referrals to a

minimum, if possible. The “E” game or

toys and pictures for the pre-school, and
the Snellen Letter for the grade children

are the most useful and most practical vi-

sion tests available. 0 Stereoscopic instru-

ments, such as the Bausch & Lomb Ortho-

rater and Titmus Screener, have greater ap-

plication in the adult population. Programs
for visual screening lead to the later de-

tection by the ophthalmologist who exam-
ines the referred patient for many patho-

logic processes in addition to refractive er-

rors as such.7

Strabismus and Amblyopia

Obvious strabismus (tropias) can be de-

tected by shining a light into the eyes and
noting the corneal reflexes to see if they are

centered (Hirshberg test) . In fact, a photo-

graph may reveal the abnormality quite

well. However, the most reliable method is

to do the alternate cover test of the eyes

and observe the underlying movement
when fusion is thus interrupted.

If frank strabismus exists, the child

should be referred to an ophthalmologist

whenever the condition is first discovered. 8

Amblyopia is best treated the earlier it is

discovered and is generally untreatable if

not discovered before age 7. Also, the de-

mand for binocular vision has become great-

er in our space age, and it too is best re-

stored or developed prior to age 7. Opera-

tions for congenital strabismus are being

performed at a much earlier age than for-

merly, with better results in preventing the

sequellae of strabismus. In fact, congenital

esotropia is now treated surgically prior to

the first birthday. The early cosmetic im-
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provement is also rewarding to the patient

and the parent.

Other than strabismus, the next most
common cause of amblyopia is anisometro-

pia,—an inequality of the refractive power
of the two eyes. 9 Routine testing of the

visual acuity of the preschool child in the

physician’s office can result in an early re-

ferral when corrective lenses can restore

the visual potential. 10
-
11

Glaucoma

The common type of glaucoma is properly

called a “thief in the night” because it steals

away vision without producing much for

the patient to notice in the way of symp-
toms. It is estimated that about 3 to 4% of

all persons in the United States over 40

years of age have glaucoma, half of whom
are unaware that it exists. 12 Every physi-

cian seeing a large number of geriatric pa-

tients has at his disposal the use of a simple

screening test, the tonometer. If the repeat

intraocular pressure measures over 22 mm.
Hg. Schiotz, or if there is a difference

greater than 55 mm. Hg. Schiotz between
the two eyes, the patient should be referred

for further diagnostic studies by an

ophthalmologist. 13 Patients in whom there

is a family history of glaucoma should be

rechecked yearly and possibly a lower pres-

sure than 22 mm. Hg. Schiotz should be con-

sidered suspicious in this group.

The physician should be acutely aware of

suspicious signs, such as pain and redness, in

a patient with a shallow anterior chamber.

Caution should be the guide when consider-

ing dilating such a patient for study of the

fundus, and the pupil should be brought

back to normal with pilocarpine before the

patient leaves.

The early appearance of photophobia and
lacrimation, and later the sign of clouding

of the cornea and enlargement of the globe,

should make the physician aware of congen-

ital glaucoma in the child. Prompt treat-

ment is a must, if blindness is to be pre-

vented.

Trauma

The best “treatment” yet known for

trauma to the eye is prevention. The eye,

unlike some other parts of the body, cannot

withstand loss of portions of it without
serious consequences in loss of function.

Industrial accidents to the eye are all too

frequent in this complicated machine and

chemical age in which we live. An eye

safety program including the use of protec-

tive lenses and goggles in hazardous jobs is

imperative, if we are to prevent irreparable

loss of sight. 14 Many booklets are available

to describe hardened lenses, plastic lenses

and super armoplate lenses used in indus-

trial vision work. 15

Also of paramount importance is the pre-

vention of damage to the eye in industrial

and shop classes, conducted in high schools

and vocational schools, involving a younger

age group. Twelve states have recently

processed laws requiring the use of protec-

tive lenses in such situations, and such a

law has been proposed in Tennessee. 16

Children in the younger age groups

should be kept from sharp instruments,

such as knives, bow-and-arrows, scissors,

pencils, etc., that can lacerate the cornea

and eye structures so readily, if care is not

taken. 17 Somewhat older children are more
susceptible to B-B-gun injury and injuries

from fireworks. The use of these agents

about any home or playground is most dan-

gerous and can result in disastrous conse-

quences to the eye.

It is reported that 65% of instances of

trauma are in persons age 20 or under, and

males predominate 2 to 1 over females. 17 It

is also stated that 10% of 28,000 injury-

producing automobile accidents caused ocu-

lar or orbital damage. Power mowers of

the rotary type are responsible for eye inju-

ries to children and others observing the

mowing. This is especially prevalent in the

springtime when debris has collected in the

yards throughout the winter months.

In any age group the damage resulting

from strong acids and alkali to the eyes is

most dreaded. The use of copious amounts

of water immediately upon discovery of the

injury is by far the most effective and most

important treatment that can be given.

One should not worry about a specific neu-

tralizing agent but should immediately irri-

gate the eyes with water or any other suita-

ble and available liquid.

Direct burns to the eyes require immedi-

ate care to prevent secondary damage as in

infection and unnecessary scarring.

Abrasions of the cornea from foreign bod-
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ies heal well after antibiotic ointment and

patches to the eyes. Any blood inside the

eye, regardless of the location, should re-

quire referral to an ophthalmologist.

Infections

Infection inside the eye is dreaded since

the eye tolerates infection poorly and tissue

is destroyed in a manner similar to that of

trauma to the eye. The media from the

cornea to the retina may become opaque

with infection and produce cloudy vision.

Any ophthalmic neonatorium should be

thought of as serious, always keeping in

mind the possibility of gonorrhea which can

destroy the vision over night. Prophylactic

silver nitrate to the eyes just after birth is

the “hallmark” of good preventive care.

Inflammation of the nasolacrimal drain-

age system and conjunctivitis of all types

produce loss of vision when the cornea be-

comes secondarily involved. Therefore,

these should also be treated with this com-

plication in mind.

Any persistent watering of the eyes or in-

flammation in a child past 3 months of age

should have the benefit of irrigation and/or

probing of the nasolacrimal duct for con-

genital stenosis. Otherwise, general

anesthesia may be required later and possi-

bly much more drastic surgery, to clear up
the infection.

Apparently, Pseudomonas aeruginosa is

capable of producing infection of the cornea

only after injury or ulceration permits the

organism to gain entry into the tissue. 18

Thus, Pseudomonas keratitis is a secondary

infection following injury or the application

of contaminated materials to an injured or

diseased cornea. Great care should be used

to be sure that all solutions used in and
about the eyes are sterile.

Any keratitis or corneal ulcer should re-

ceive immediate and vigorous attention,

since this “window” of the eye must be kept

clear and smooth if one is to maintain good

vision. The ulcer of herpes simplex should

always be remembered in dealing with a

red eye. If fluorescein reveals a dendritic

figure, immediate attention should be given

this eye. It should be remembered that

steroids have an adverse effect on herpes

simplex and should not he used. Other sec-

ondary side effects to steroids in the eye in-

clude superimposed infections with fungi

and steroid-induced cataract and glaucoma.

The only use by a nonophthalmologist of

cortisone in the eye should be in known al-

lergic conditions.

Any intraocular infection is doubly se-

rious because of its tissue-destroying charac-

ter. Vigorous use of antibiotics systemi-

cally, as well as antibiotics applied locally

may result in salvaging vision in an other-

wise hopeless situation.

Cellulitis of the orbit brings to mind
dreaded complications, including thrombo-

sis of the cavernous sinus. Meticulous care

of wounds about the eye, including proper

cleaning and suturing, will help to avoid cel-

lulitis from beginning.

Uveitis (which includes iritis, chorioret-

initis, iridocyclitis, etc.) is probably due to

an allergy or an auto-immune mechanism
most of the time. However, the granuloma-

tous variety, as contrasted to the nongranu-

lomatous type, is thought to be of infectious

origin. Any new case of uvenitis should

have the benefit of a complete ophthalmolo-

gic examination because of the threat of

chronicity with the various complications of

glaucoma, cataract, etc.

Cataracts

Congential cataracts can produce various

degrees of obstruction to good vision.

Many opacities of the lens are insignificant

and require no treatment. The unilateral

cataracts in a child, even if mature, carries

a poor prognosis for vision in that eye.

With newer methods of surgical interven-

tion, the prognosis is improved for fair vi-

sion in the eye when a dense, mature con-

genital cataract is removed.

Senile cataracts remain the most common
cause of blindness in adults today.

However, when operated upon, about 90 to

95% of all patients having uncomplicated

senile cataracts have satisfactory results

following operation. Cataract surgery is

the most common operation performed in

ophthalmology and one of the most common
surgical procedures.

Rehabilitation of the Blind

Legal blindness is defined in Tennessee as

“visual acuity of less than 20/200 or a visual

field of less than 20 degrees in diameter in

its widest meridian in the better eye.”
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The trend now is to keep the blinded

child as close to a natural environment as

possible in obtaining an education. With
the use of special optical aids, large print

books, so-called sight-saving or resource

room classes, and specially trained teachers,

more and more of these children are being

trained in the area in which they live. The
resident school for the blind is reserved

more for the totally blind so they may be

taught Braille.

Every state provides counseling and finan-

cial help for the workers disabled by visual

loss. 19 Medical care is also provided along

with special help, such as optical or low vi-

sion aids, to enable the worker to perform

at his best. Home teachers are available to

guide the newly blind into more security in

daily living. The federal government pro-

vides, without cost, “talking book” services

which consist of all types of books, maga-
zines, and even newspapers recorded on rec-

ords or tapes to which the blind may listen

for personal advancement or enjoyment.

Short-term training institutions are avail-

able to orient the newly blinded patient in

the world of darkness in which he must
live.

Sheltered workshops for the blind are

available for those who cannot find employ-

ment in public and private industry.

Reading Problems

Reading problems do not usually result

from or lend to blindness, of course.

However, the frequency of reading difficul-

ties in children is estimated to be in the

range of 8 to 10% of all grade children. Of
this number, about 1% are suffering from a

specific reading disability which has been
labeled dyslexia. With the great emphasis

now upon education, and with the vital role

played by reading ability, this problem be-

comes one of major importance. Many of

these children are of superior intelligence

and do well in subjects such as arithmetic

but do poorly in reading subjects.20

The physician should search for causes

such as visual problems, hearing difficul-

ties, neurologic or emotional problems, im-

poverished schooling, physical problems of

any type, psychologic difficulties, parent or

teacher conflicts, etc. However, many
times no specific cause can be detected. In

this event, help should be sought of a read-

ing center, remedial reading teacher, per-

ceptionally handicapped classes, or others

in the area interested in this problem.

Summary

Physicians in all areas of medicine should

be concerned with helping to prevent blind-

ness. Education along with early detection

and treatment are roles in which all physi-

cians concerned should devote their atten-

tion.

The common causes of blindness and

their prevention have been discussed.

More satisfaction can come from preventing

the loss of vision than from salvaging what
is left.

858 Madison Ave.

Memphis, Tenn. 38103
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PROFESSIONAL COURTESY. Adopted by Judi-

cial Council of the A.M.A.

June 17, 1967

The custom of professional courtesy embodies

the ancient tradition of fraternalism among phy-

sicians in the art which they share, and their mu-
tual concern to apply their learning for the bene-

fit of one another as well as their patients. The
Judicial Council reaffirms and endorses the prin-

ciple of professional courtesy as a noble tradition

that is adaptable to the changing scene of medical

practice.

Professional courtesy is not a rule of conduct

that is to be enforced under threat of penalty of

any kind. It is the individual responsibility of

the physician to determine for himself and within

his own conscience to whom and the extent to

which he shall allow a discount from his usual

and customary fees for the professional services

he renders, and to whom he shall render such

services without charge as professional courtesy.

The following guidelines are offered as sugges-

tions to aid physicians in resolving questions re-

lated to professional courtesy.

(1.) Where professional courtesy is offered by

a physician but the recipient of services insists

upon payment, the physician need not be embar-

rassed to accept a fee for his services.

(2.) Professional courtesy is a tradition that

applies solely to the relationship that exists

among physicians. If a physician or his depen-

dents have insurance providing benefits for medi-

cal or surgical care, a physician who renders such

service may accept the insurance benefits without

violating the traditional ethical practice of physi-

cians caring for the medical needs of colleagues

and their dependents without charge.

(3.) In the situation where a physician is

called upon to render services to other physicians

or their immediate families with such frequency

as to involve a significant proportion of his

professional time, or in cases of long-term ex-

tended treatment, fees may be charged on an ad-

justed basis so as not to impose an unreasonable

burden upon the physician rendering services.

(4.) Professional coui'tesy should always be

extended without qualification to the physician in

financial hardship, and members of his immediate

family who are dependent upon him.
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In the preceding issue of the Journal appeared a description of the Regional Medical Program. Here
is offered a descriptive story of the implementation of the Mid-South Regional Medical Program.

Mid-South Regional Medical Program*
STANLEY W. OLSON, M.D., Nashville, Tenn.

How was the Tennessee Mid-South Re-

gional Medical Program organized?

Dean Batson of Vanderbilt University

School of Medicine and Dean Rolfe of Me-
harry Medical College both submitted let-

ters of intent to the National Institutes of

Health in January 1966, expressing the in-

terest of their respective schools in partici-

pating in establishing a Regional Medical

Program for this section of the country.

Upon invitiation, Mr. Stephen Ackerman of

the Division of Regional Medical Programs

met in Nashville on February 13, 1966, with

a group of citizens representing interested

organizations and individuals in the region

for a discussion of the aims and require-

ments of the proposed program as then en-

visioned. While many uncertainties were
expressed in the written reactions to this

meeting, sent at the request of Dean Batson,

there was obtained from this representative

group of citizens an expression of the desir-

ability of proceeding with a more complete

examination of the possibilities for es-

tablishing a Regional Medical Program
here. Dean Batson then established commu-
nication with the Hospital and Health Plan-

ning Council, a formal organization es-

tablished in 1964 to aid in coordinating

health related activities in the Nashville

Metropolitan area with a membership rep-

resenting all interested facts of health care

for this area. He received its concurrence

in the desirability of proceeding with plans

to establish such a Regional Medical Pro-

gram. With the Council of this group, the

two medical schools and other interested or-

ganizations, the initial Advisory Group was
established. Dean Batson appointed a com-
mittee of the Vanderbilt faculty to examine
the needs, resources and requirements as

they related to Vanderbilt and to aid in the

preparation of an application for a planning

grant. President West of Meharry Medical

*From Vanderbilt University School of Medicine,

Nashville, Tenn.

and Dental College appointed a parallel

committee from the Meharry faculty.

From these discussions, statements of inter-

est and queries of possible inclusion in the

program from persons throughout the pro-

posed region, and with the approval of the

Advisory Group came the decision to make
application for a planning grant and the ap-

proval of initial objectives. The prime stim-

ulus for these activities was a recognition

by the people involved in the preplanning

for a Regional Medical Program in the

Tennessee Mid-South Region of the chal-

lenge presented by this new legislation

which provides a means for involving the

resources of this region in a coordinated

effort to improve health. It provides a

pathway for new knowledge derived from

productive research endeavors to find its

way rapidly to a regionwide application for

improved care for patients with heart dis-

ease, cancer and stroke.

How is the Regional Advisory Group ap-

pointed?

The appointment of the Regional Advis-

ory Group is the responsibility of the appli-

cant institution, in this case, Vanderbilt

University. The program, however, is co-

sponsored by Meharry Medical College and

Meharry is fully consulted in the appoint-

ment of members to the Regional Advisory

Group. Nominations were solicited from

physician groups and others throughout the

region. The present membership includes:

Physicians 28

Private practice 16

Other 12

Dentists 2

Nurses 4

Hospital Administrators 6

Lay Persons 18

Educators

Hospital Trustees

Labor Representatives

Public Officials

Total 58
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The membership of the Executive Com-
mittee of the Regional Advisory Group in-

cludes 5 physicians, (3 in private practice

and 2 from medical schools)
;
1 nurse; 1 hos-

pital administrator and 2 hospital trustee

representatives. The Director of the

Tennessee Mid-South Regional Medical

Program is an ex-officio member, acting as

Secretary without vote.

What action has been taken to plan the

Tennesese Mid-South Regional Medical

Program since the planning grant was
awarded in August of 1966.

One of Dean Batson’s first steps as acting

Program Coordinator for the Regional Med-
ical Program was to appoint a visitation

committee of which Dr. Sam Stephenson,

Associate Professor of Surgery at Vander-

bilt, was Chairman. Mr. Basil Phillips, who
was appointed Administrative Director,

proceeded to establish a headquarters office

for the Regional Medical Program at the

Oxford House adjoining the Vanderbilt

campus. The visitation committee and Mr.

Phillips conducted a series of visits to more
than 35 communities in the region from
June 8, 1966 through January 15, 1967.

Some of these obviously preceded the

award of the planning grant. In November
1966, Stanley W. Olson, M.D., was appointed

Director of the Program on a full-time

basis. However, he could not assume his

duties until approximately the middle of

January 1967 because he had agreed to

serve as a special consultant to the Division

of Regional Medical Programs to organize a

national conference on Regional Medical

Programs which was held in Washington,

D. C. January 15 through January 17, 1967.

Activities following his appointment may
be described under the following general

headings:

A. Exploration with the faculties of Me-
harry and Vanderbilt University Schools of

Medicine of the specific areas of responsibil-

ity in education and research they might be
willing to assume under the Regional Medi-
cal Program.

B. Renewal of contacts with physicians

in the larger communities throughout the

region to determine their interest in partici-

pating in the establishment of a Regional

Medical Program.

C. Communication with a large number
of voluntary and public health agencies.

D. Collection of information about the

number and distribution of physicians and
nurses and hospitals in this region.

E. Expansion of the Regional Advisory

Group made up of physicians, nurses, den-

tists, medical center officials, hospital ad-

ministrators and representatives of public

and voluntary health organizations.

F. Recruitment of administrative staff

and acquisition of new office space in the

Baker Building.

How has this planning activity influenced

the program?

Again using the same categories as above,

the results to date might be described as

follows:

A. Traditionally medical school faculties

have not shown great interest in the devel-

opment of educational and demonstration

programs outside their own institutions.

We have been greatly encouraged, there-

fore, to find substantial interest at both

schools in such areas as: continuing educa-

tion for physicians; training of more x-ray

and laboratory technicians; special training

for nurses in such areas as medical and sur-

gical nursing; assisting other institutions es-

tablish intensive coronary care units; use of

advanced methods for treating cancer; de-

velopment of a central rehabilitation facil-

ity for education and advanced care; experi-

mentation with new methods for nursing

care in the hospital; establishment of a mul-

tiphasic screening center that will serve a

large group of economically deprived per-

sons.

B. We have had varying levels of re-

sponse from physicians in a number of com-
munities. Several have shown considerable

enthusiasm for a proposal to establish in

their community an “area educational cen-

ter,” which would serve as a focal point for

continuation education activities. Medical

schools would cooperate with these institu-

tions to develop continuing programs of

some substance, especially if the physicians

in these communities would in turn seek to

relate their program to the needs of physi-

cians in the surrounding smaller communi-
ties.

Other physician groups have responded
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by planning for improved care facilities,

e.g., intensive coronary care units in their

own institutions. Community hospitals

have volunteered to expand existing train-

ing programs such as those for the training

of nurses to staff coronary care units and

for the training of laboratory technicians

and laboratory assistant. Regional Medical

Program committies have been formed by

local medical socities in such communities

as Hopkinsville, Knoxville, Nashville, Chat-

tanooga, Johnson City and others. Where
this has been done, the level of interest and

the progress made has been substantially

greater than in those communities where no

such committees have been established.

C. We have obtained considerable infor-

mation about the resources of the region

from such groups as the Tennessee Heart

Association, the Tennessee Hospital Asso-

ciation and the Tennessee State Department

of Health. Our own surveys of health per-

sonnel and facilities have been carried out

largely by the Department of Biostatistics

of Vanderbilt University with the assistance

of the Statistical Division of the Tennessee

State Department of Health.

D. The Regional Advisory Group has

been expanded to provide broader represen-

tation from the entire region. Nominations

were solicited from physician groups in the

various areas of Tennessee and Kentucky

included in the Tennessee Mid-South re-

gion. These nominations included both

physician and lay representatives. After an

initial organizing meeting, Mr. Tom Ken-

nedy was appointed Chairman of the ex-

panded Regional Advisory Group and an

Executive Committee of 9 members was

also appointed. Dr. William Vaughan,

Chairman of the Tennessee Medical Asso-

ciation’s Liaison Committee for Medical

Schools, was appointed to this Executive

Committee. By-laws have been drawn up,

presented to the entire membership and ap-

proved. The Executive Committee has had

two meetings. The full membership of the

Regional Advisory Group met for 6 hours

on June 10, 1967 to review projects proposed

for inclusion in an operational grant appli-

cation.

E. The administration of the program

has been strengthened by the establishment

of offices and program coordinators at each

of the two medical schools, Meharry Medi-

cal College and Vanderbilt University

School of Medicine. At the present time we
are in the process of establishing adminis-

trative offices at Hopkinsville and Chatta-

nooga, looking toward the development

there of area educational centers. The cen-

tral administrative staff in Nashville has

been expanded to include an Executive As-

sistant, a highly qualified educator in the

Affiliated Health Sciences field and one in

the nursing field. Appointments have been

made for persons to join the staff in sociol-

ogy and community health. An experi-

enced physician has been appointed to help

coordinate several of the clinical care proj-

ects and a registrar has been appointed to

organize the growing volume of statistical

data that is constantly being accumulated.

What approach is being used in the devel-

opment of the Tennessee Mid-South Re-

gional Medical Program?
The previous discussion of planning activ-

ities indicates how our communication and
organization patterns have been initiated.

The geographic features of the region, in-

cluding the distribution of the population

into four major areas, have been carefully

considered. Important contributions to

planning have been made by physicians

from various communities who have identi-

fied their needs for improved educational

opportunities, for additional and better

trained affiliated health personnel, and for

improved facilities in their local hospitals.

The faculities of the two medical schools

have suggested ways to improve education

and to translate research advances into im-

proved patient care. The core staff of the

Regional Medical Program will include per-

sons who have competence in operations re-

search in the educational and medical care

fields.

Out of the numerous personal and group
discussions has come the judgment that we
should prepare an application for opera-

tional funds to implement specific projects.

These projects have been proposed by local

physician groups, by the participating hos-

pitals and by the sponsoring medical

schools. They have been reviewed by the

Regional Advisory Group and those ap-

proved have been organized into a single
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application requesting approximately $2Vk

million for the first 12 months of operation.

The application has been sent to the Divi-

sion of Regional Medical Programs for re-

view. Funds, if granted, will probably be

available about January 1, 1968.

What kinds of projects are included in the

application?

The index of the operational grant appli-

cation illustrate how we propose to start the

Tennessee Mid-South Regional Medical

Program.

I. Projects That Strengthen Cooperative Ar-
rangements Throughout The Region

A. Projects for Education of Health Personnel

a) Physicians

1. Continuing Medical Education

(Meharry Medical College)

2. Continuing Education Program
(Vanderbilt University School of

Medicine)

3. Hopkinsville, Kentucky, Education

Center

(Jennie Stuart Memorial Hospital)

4. Chattanooga Education Center

(Baroness Erlanger Hospital)

5. Special Training for Practicing Ra-
diologists

(Vanderbilt University School of

Medicine)

b) Nurses

6. Cardiac Nurse Training Program
(Mid-State Baptist Hospital, Nash-
ville)

c) Technicians

7. School of X-Ray Technology
(Meharry Medical College)

8. Radiology Technologist Training

Program
(Vanderbilt University School of

Medicine)

9. Nuclear Medicine Training Program
(Vanderbilt University School of

Medicine)

10. Expansion of School of Medical
Technology

(Baroness Erlanger Hospital, Chat-
anooga)

B. Projects to Improve Patient Care
a) Heart Disease

Coronary Care Unit Project

11. Vanderbilt University Coronary
Care Unit

12. Franklin Coronary Care Unit

(Williamson County Hospital)

13. Hopkinsville Coronary Care Unit
(Jennie Stuart Memorial Hospital)

14. Clarksville Coronary Care Unit
(Clarksville Memorial Hospital)

15. Nashville General Coronary Care
Unit

(Nashville Metropolitan General

Hospital)

16. Meharry Medical College Coronary
Care Unit

17. Murray Coronary Care Unit

(Murray-Calloway (Ky.) County
Hospital)

18. Chattanooga Coronary Care Unit

(Baroness Erlanger Hospital)

19. Baptist Hospital Coronary Care

Unit

(Mid-State Baptist Hospital, Nash-
ville )

20. Crossville Coronary Care Unit

(Uplands Cumberland Medical

Center)

21. Tullahoma Coronary Care Unit

(Harton Memorial Hospital)

b) Cancer
22. Computer Linked Program to Im-

prove Super-voltage Therapy of

Cancer
(Vanderbilt University School of

Medicine)

23. Columbia Cancer Therapy Program
(Maury County Hospital)

24. Knoxville Cancer Therapy Program
(St. Mary’s Hospital)

25. Meharry Super-voltage Therapy
Program
(Meharry Medical College)

c) Stroke

26. Planning and Implementing a Re-
habilitation Center and Program
to Serve the Needs of This Region

(Vanderbilt University School of

Medicine)

II. Projects That Improve Health Services to

Population Groups with Special Needs

A. Through Training of Health Personnel

Introductory Note

27. Proposal to Improve Patient Care

in a Remote Mountain Community
by Recruiting and Training Health

Aides for New Extended Care Fa-

cility—Scott County Hospital

B. Through Improved Methods for Early De-
tection of Heart Disease, Cancer, Stroke

and Related Disorders

28. Health Evaluation Studies on a De-
fined Population Group — Multi-

phasic Screening Center

(Meharry Medical College)

III. Projects That Are Innovative and Have Im-
plications for Other Regions as Well as This

One
A. New Patient Care Model

Introductory Note to the Two Companion
Projects on Nursing

29. Experiment to Test and Implement
a Model of Patient Care

(Vanderbilt University Hospital)

30. Patient Care Model
(St. Thomas Hospital, Nashville)
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31. Patient Care Model
(Mid-State Baptist Hospital, Nash-
ville)

B. Nurse Specialist Training for New Patient

Care Model
32. A Medical-Surgical Nurse Special-

ist Graduate Education Program to

Improve Nursing Care of Patients

with Heart Disease, Cancer and
Stroke

(Vanderbilt University School of

Nursing)

C. Program to Assist Negro Students Enter

Health Professions

33. College Bio-Medical Science Sum-
mer Program
(Meharry Medical College)

D. Increasing Efficiency of Health Personnel

Through Improved Handling of Medical

Information

34. Medical Data Processing

(Vanderbilt University Hospital)

Can you indicate what is planned for the

continued education of physicians?

The following information has been taken

from the proposal by Dr. Lloyd Ramsey of

Vanderbilt University School of Medicine

for a project to establish a program of con-

tinuing education.

The foundation of health care in America
is the informed and skilled physician.

From the very first steps in planning the

Tennessee Mid-South Regional Medical

Program, major need has been expressed by
physicians not associated with major teach-

ing centers for the development of im-

proved methods for information transfer

between the medical centers and the physi-

cian. Vanderbilt University School of Med-
icine, a privately endowed institution, has

not had the financial resources up to this

point to establish a significant continuing

education program with regional orienta-

tion. Such courses as have been given

usually have their origin within the medical

center with little advice having been ob-

tained from the prospective student con-

cerning the type of program needed.

Instructors who are asked to contribute be-

cause of their faculty position usually con-

sider it to be an additional task. Any initial

enthusiasm for such limited course presen-

tation by the instructor is quickly depressed

by the small student attendance.

Similar dissatisfaction is expressed on the

part of the physician student. The subject

material rarely relates to his desire for in-

formation which is usually of a very practi-

cal nature concerned with his immediate
problems of patient care. He has learned in

his schooling that information is best ob-

tained by dealing with patients at the bed-

side and in a general way thinks that con-

tinued education should be centered around

the patient in his own environment with

the teachers traveling to him.

These expressions of dissatisfaction on

the part of students and instructors have

their basis in the problem of the time avail-

able for them to carry on this required edu-

cational function. Each is willing to allo-

cate his own portion of time but these allo-

cations rarely coincide without enormous
effort on the part of each. The time re-

quired for travel to or from the medical

center becomes prohibitive in a region of

this size with over 100 community hospitals.

In planning, it has become obvious that so-

lution to this time and distance barrier

must include: (1) new methods of commu-
nication which make the instructor avail-

able to the student at the time the student

desires that contact, and (2) the develop-

ment of methods for transfer of information

which allow the student to acquire his

needed knowledge without the requirement

of an instructor. Numerous modern meth-

ods for communication and education exist

which have not as yet been applied to the

problems of continuing education in this re-

gion. Which of those will be most effective

is not known. Consequently, the program
will be developed as a series of educational

experiments applied in limited areas fol-

lowed by evaluation before successful pro-

grams are expanded.

It is proposed that continuing education

for the practicing physician remote to the

medical center be tested by establishing ed-

ucational centers in two locations. The first,

a small community hospital of 150 beds

(Hopkinsville, Kentucky), and the second,

a large 700 bed hospital in a metropolitan

community (Chattanooga, Tennessee)

.

The medical staffs of each of these hospitals,

the Boards of Trust and the administrative

staffs, have met to consider and approve the

program. Each has requested that a full

time position be established for a physician

who will have responsibility for continuing

education. It is anticipated that these physi-
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cians will have faculty appointments at

Vanderbilt University School of Medicine

but will work full time at the respective

hospitals in Hopkinsville and Chattanooga.

Each of these hospitals have a referral and

physician-communication area of several

counties surrounding it and containing

other smaller hospitals with their own med-
ical staffs which will be linked through this

arrangement with the medical center at

Vanderbilt University. In this communica-
tions network, Vanderbilt School of Medi-

cine will have primary responsibility for

providing the necessary flow of information

in the continuing education program.

The busy community of scholars in the

Medical Center will require additional

professional personnel to be able to meet

this responsibility. The subject matter for

such a program will naturally emanate

from the faculty which is in contact with

similar faculties in other medical centers in

the nation. The faculty is competent to

provide this necessary function but re-

quired the means for development of effec-

tive means for transmitting the subject

matter.

If an Operational Grant Award is made,

will planning for new projects continue, or

will the Regional Medical Program include

only those groups participating in projects

already submitted?

It is intended that the planning function

will be a continuing one. In the Guidelines,

established by the Regional Medical Pro-

grams, it is made clear that Supplemental

Grant Requests will be encouraged; they

can be submitted approximately three times

per year. All of the new projects will, of

course, have to be approved by the local Re-

gional Advisory Group, but it may not be

necessary to have a prolonged national re-

view process as is required for the original

Operational Grant Application.

Many of the planning activities which

have been initiated will require a sustained

effort over a period of several years before

it will become possible to make certain

kinds of recommendations for the improve-

ment of education or for the demonstration

of approved care. It has become evident,

however, that the kind of planning which is

involved in the preparation of operational

projects is perceived by physicians as being

a more practical kind of planning than that

involved in long range planning which is

sometimes described as “Blueprint” type of

planning. We believe that both kinds are

necessary and both will continue.

Bibliography

1. Public Law 89-239, 89th Congress S.S96

October 6, 1965

2. Marston, Robert Q.: A Nation Starts a Pro-
gram, Med-Educ. 5: 19, 1967.

3. Hudson, Chares L.: “Remarks on Regional

Medical Programs” Proceedings Conference on
Regional Medical Programs—U. S. Government,
Printing Office (In Press)

To train the doctors of tomorrow,

medical education needs your help today

Give to the
school of your choice
through AMA-ERF

American Medical Association

Education and Research Foundation
53.5 N. Dearborn Street, Chicago 10, Illinois



1078 OPERATION MICROSCOPE IN PERORAL LARYNGEAL SU RGERY—Kennon, Crook October, 1967

Combining: the use of the Lynch suspension laryngoscope with the operation microscope, the authors

have found an excellent means of operating upon the larynx.

The Operation Microscope in Peroral

Laryngeal Surgery*

WILLIAM G. KENNON, JR., M.D. and JERRALL P. CROOK, M.D., Nashville, Tenn.

The purpose of this article is to call atten-

tion to the satisfaction that can be derived

from the marriage of two well-known in-

struments. No originality of thought or

technic will be claimed, and no series of

unusual cases or spectacular results will be

presented. It is our desire to interest others

in the use of the operation microscope in

combination with the Lynch suspension

laryngoscope as an excellent method of ap-

proaching the laryngeal disorders which
can be treated perorally.

Dr. Edwin Cocke first told me several

years go of his use of this method and was
enthusiastic about the excellent view of the

larynx obtained by the use of this combina-

tion of instruments. One of us (J.P.C.) had
some knowledge of the technic and we
have worked together to solve the minor
technical problems involved and to develop

a routine which has been satisfying to us

and beneficial, we believe, to our patients.

The Zeiss-Opton operation microscope is

well-known to all ear surgeons today. It

had its origin in 1921, when Nylen1 had
the idea of using a microscope in some work
he was doing on animals. Improvements
and variations have been introduced

through the years until the development of

the instrument which is presently the

standard throughout the world.2 It is dif-

ficult to conceive of any significant im-

provement that could be made on this ex-

cellent tool.

Suspension laryngoscopy was discovered

by Killian, and he exhibited his instrument

at the International Laryngological Con-
gress in Boston in 1911.3 Dr. R. C. Lynch,
of New Orleans, became interested in

this method of viewing the larynx, and
he modified Killian’s instrument to develop

* Presented at the meeting of the Tennessee
Academy of Otolaryngology April 13, 1967, Mem-
phis, Tenn.

the Lynch suspension apparatus as we
know it doday. 4 It does credit to the gen-

ius of Lynch that his early instruments

were so suitably constructed for the use for

which they were conceived that there has

been virtually no significant change in de-

sign since his first models were manufac-

tured in 1914. This apparatus permits a

binocular view of the larynx and the sur-

geon has the use of both hands. These fea-

tures were and are its greatest asset.

Although it has been employed in conjunc-

tion with local anesthesia it is best em-
ployed under general anesthesia. This fact

may account for the gradual loss in popu-

larity of suspension laryngoscopy over the

past thirty years. The modern general

anesthetics had not been developed and the

trend was toward the Jackson laryngoscope

with the use of topical anesthetics. In a

survey of 128 hospitals in 1964, Lillie 5

found suspension laryngoscopy used so sel-

dom that he postulated only about 50% of

otolaryngology residents had ever seen its

use. Modern general anesthesia in conjunc-

tion with curare-like agents, coupled with

the use of the operation microscope is

bringing about a resurgence of interest in

this excellent method of exposing the lar-

ynx for binocular inspection and bimanual

surgery.

Technics vary, but the common denomi-

nators of binocular vision with magnifica-

tion and bimanual freedom remain con-

stant.6 ’ 7

Our method utilizes the Zeiss microscope

with straight oculars and the 300 mm. ob-

jective lens. When the eye pieces are ad-

justed properly it gives a working distance

of more than 12 inches. The Lynch suspen-

sion apparatus is used without modification.

(Fig. 1) The choice of general anesthetic

is left to the anesthesiologist but we have

found that intravenous Thiopental in con-
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Fig. 1. Component parts of Lynch suspension
apparatus.

junction with a curare-like paralyzing

agent gives the best results from the stand-

point of the surgeon. After the patient is

anesthetized, and with an intratracheal tube

in place, the suspension laryngoscope is in-

troduced. This step in the procedure is best

accomplished if the operator uses a head-

light to illuminate the field. It is important

to introduce the blade of the laryngoscope

in such a way that the tongue is kept in the

midline. (Fig. 2) The upper teeth are pro-

tected with a sheet of heavy lead foil. The
microscope is then brought into position

and final adjustments of the suspension ap-

Fig. 2. Lynch suspension apparatus in position

for exposure of larynx.

paratus are made after withdrawal of the

intratracheal tube. (Fig. 3 and 4) At this

Fig. 3. Operation microscope and Lynch suspen-

sion apparatus in position for intralaryngeal sur-

gery.

Fig. 4. View from foot of operating table show-
ing Lynch suspension apparatus and operation

microscope in position. Microscope is equipped
with camera for intralaryngeal photography and
observation tube for students.

point the patient is breathing spontaneously

and the level of anesthesia and degree of

paralysis are such that there is a tendency

to laryngospasm, but the application of

small amounts of a topical anesthetic by the

anesthesiologist just prior to intubation will

lessen this problem. With the excellent ex-

posure afforded by this method, the anes-

thesiologist can reinsert the intratracheal

tube any time it is deemed necessary.

Magnification of 6 or 10 times makes it

possible to accomplish meticulously accu-

rate removal of discrete benign neoplasms

of the larynx, and it affords better visuali-

zation for the evaluation of lesions which

are malignant or in which malignancy is
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suspected. If there is a liability in this

method it lies in the tendency of the opera-

tor to prolong the procedure because he can

see so well and finds so many little areas to

inspect and trim. Under magnification the

familiar laryngeal instruments appear too

large and cumbersome. Delicate laryngeal

forceps are now being manufactured to

meet the need and I am sure they are find-

ing enthusiastic acceptance for removal of

the small benign lesions of the vocal cords.

Summary

(1) The combination of the Zeiss operation

microscope, the Lynch suspension laryn-

goscope and modern general anesthesia

are creating renewed interest in suspen-

sion laryngoscopy as an excellent means
of studying and operating upon the

larynx.

(2) This method of exposing and operating

upon the larynx is described.

(3)

It is hoped that this paper will stimu-

late the interest of laryngologists in the

use of these instruments in this par-

ticular manner.

References

1. Nylen, C. O.: The Microscope in Aural Sur-

gery, Its First Use and Later Development.

Acta. Oto-Laryng. Suppl. 116:226, 1954.

2. Smith, A. B.: Operating Microscope, Brit.

M. J. 1:776, 1947.

3. LeJeune, F. E.: The History of Suspension

Laryngoscopy and Bronchoscopy, Mississippi

Doctor. 17:83, 1939

4. Lynch, R. C.: A New Technique For The
Removal of Intrinsic Growths of the Larynx,

Laryngoscope 24:645, 1914

5. Lillie, J. C.: Direct Laryngoscopy, Arch.

Otolaryng. 79:487, 1964.

6. Fine, J.: Microlaryngoscopy With a New
Laryngoscope, Arch. Otolaryng. 85:216, 1967

7. Scalco, A. N., Shipman, W. F., and Tabb, H.

G.: Microscopic Suspension Laryngoscopy, Ann.
Otol. Rhin. & Laryng. 69:1134, 1960.

TO ALL MY PATIENTS
invite you to discuss frankly

^Mmne any questions regarding

0t^Kervices or my fees.

^beA°best medical service is based

ow'd'friendly, mutual under-

standing between doctor and patient.

m.

This attractive office plaque, available from the

American Medical Association, will encourage
better understanding between you and your

patients. Suitable for wall or desk display, the

plaque measures 6" x IOI/
2
". The lettering is

white on a dark brown background and the

frame is durable beige plastic. The plaque is

designed to blend well with any office decor.

Cost of the plaque is $1.25, postpaid. To
place your order, write to the Order Depart-
ment, American Medical Association. Make
check payable to the AMA.

AMERICAN MEDICAL ASSN.
535 North Dearborn St. • Chicago, III. 60610



October, 1967 CASE REPORT 1081

CASE REPORT

Temporal Arteritis:

An Ophthalmic Emergency*

John W. Wood, M.D., Lee R. Minton, M.D. and

James H. Elliott, M.D.f Nashville, Tenn.

Introduction

Temporal arteritis (giant cell arteritis)

not infrequently, is a cause of a preventa-

ble, irreversible, bilateral blindness. As
such, it has achieved the position of being

the most important ophthalmic medical

emergency, both diagnostically and thera-

peutically. Whereas, occlusion of the cen-

tral retinal artery results in monocular

blindness, unsuspected cases of temporal ar-

teritis with ocular involvement (which may
manifest itself as an occlusion of the central

retinal artery in 10% of the cases) may re-

sult in irreversible loss of all vision in both

eyes.

The purpose of this paper is to stimulate

the physician’s interest and awareness, and

to emphasize the importance of the recogni-

tion of this entity. Since the initial mani-

festations are varied and subtle in many
cases, the general physician, internist, neu-

rosurgeon, neurologist or ophthalmologist

may be the first doctor consulted. Early di-

agnosis coupled with institution of appro-

priate therapy prior to the onset of visual

symptoms, prevents irreparable loss of vi-

sion. The case report presented below is an

illustrative example of an unsuspected case

of giant cell arteritis with vague clinical

symptoms which resulted in total blindness

in both eyes.

Case Report

On December 28, 1966, a 72 year old white

man entered the Ophthalmology Out Patient

Clinic at the Nashville Veterans’ Administration

Hospital complaining of visual loss in his right

eye 7 days previously. At this time he had no-

* Presented at the meeting of the Tennessee
Academy of Ophthalmology, April 14, 1967,

Memphis, Tenn.

fFrom the Division of Ophthalmology (Sur-

gery), Vanderbilt University School of Medicine,

Nashville, Tennessee 37203.

Supported in part by Training Grant
NB-10-021 from the National Institutes of Neu-
rologic Disease and Blindness, National Institutes

of Health, U. S. Public Health Service.

ticed a “clouding over” of the vision in his right

eye. His vision then deteriorated during the

remainder of that day, and on awakening the

next morning, he was blind in his right eye. He
did not seek medical attention until 6 days later.

He denied headache or discomfort in the tem-
poral region, but vaguely described discomfort in

the posterior cervical region 2 weeks prior to

visual loss.

Examination revealed a pleasant, seemingly
indifferent gentleman who denied light percep-

tion in his right eye. Visual acuity in the left

eye was 20/50. The right pupil did not react di-

rectly, but did react consensually to light. The
left pupil reacted directly but not consensually.

Intraocular pressures were normal. Ophthalmos-
copic examination of the right eye revealed en-

gorged veins with sludging of the blood, and a

pale disc. Although the retinal arterioles were
narrowed, blood flow was intact. There were
no hemorrhages or exudates. The left fundus
was normal. The carotid pulses were full bilater-

ally, and there were no bruits in the neck. There
was no tenderness or other evidence of inflamma-
tion of the superficial temporal vessels.

Because of the lack of an apparent underlying

cause of the visual loss in the right eye, the pa-

tient was instructed to return one week later for

further evaluation, or sooner if there was any
further difficulty. The patient returned to the

clinic 4 days later stating that he now had no vi-

sion in either eye. He described a “weakening”
of the vision in his left eye 2 days earlier and
stated the vision in his left eye “went out” over
the ensuing hours. When asked why he had not
returned earlier, he simply stated “I guess I

should have.”

Examination revealed no light perception in

either eye. The patient seemed unconcerned and
displayed no emotion over his blindness. Both
pupils were fixed directly and consensually to

light. The right fundus was unchanged from the

previous examination. The left fundus revealed

engorged veins with increased tortuosity and
segmental narrowing. The disc margin was in-

distinct. The entire fundus was pale, and
marked sludging of blood was observed in the

veins. Circulation in the retinal arterioles was
judged to be intact.

The patient was immediately hospitalized and
given a retrobulbar injection on the left side of

2.5 ml of 1% lidocaine (Xylocaine) with hyaluron-

idase (Wydase). Inhalations of 5% carbondiox-

ide for 10 minutes every 90 minutes were begun.

The WBC. count was 8,100, and the Hgb. 14

Gm. per 100 ml. The corrected sedimentation

rate was reported as 4 mm. per hour (uncor-

rected 26 mm. per hour). The patient had a

temporal artery biopsy on January 5, 1967. He
was presented at the Ophthalmology Staff Con-

ference at Vanderbilt University Hospital, and

the majority thought that despite the normal

sedimentation rate and atypical history, the most

likely diagnosis was temporal arteritis.
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Prednisone 60 mg. per day in divided doses was
begun immediately. The tissue diagnosis was
subsequently reported as giant cell arteritis of

the temporal artery. (Fig. 1)

Fig. 1. Biopsy of temporal artery. Note mul-
tinucleated giant cell located in the media of in-

volved artery. (H & E x 400.)

Steroids were continued at high levels, and in

addition, the patient received 4 retrobulbar in-

jections of methyl-prednisolone (Depo-Medrol)
(20 mg. in 1 ml. of 1% lidocaine) during the sub-

sequent 2 weeks. The patient regained no vision,

although within several days following the initia-

tion of steroid therapy there was a profound im-
provement in the patient’s intellect and change
in his affect. He became quite depressed over
his blindness, and on requestioning gave a

preceding history very suggestive of temporal
arteritis. His prior symptoms included anorexia,
weight loss, generalized malaise, myalgia and
moderately severe right frontal and temporal
headaches.

Because previous case reports in the literature

were uniformly associated with elevated ery-
throcyte sedimentation rates, the possibility of an
erroneous laboratory report was investigated ret-

rospectively. Careful checking revealed that the

corrected sedimentation rate was erroneous and
should have been reported as 17 mm. per hour
rather than 4.

Comment
In its fully developed form, temporal ar-

teritis is relatively easily diagnosed. As
graphically illustrated in the present case

report, however, the disease may frequently

follow an atypical course and the initial and
occasionally the only symptom may be im-

pairment of vision. In its early stages,

prior to clinical involvement of the tem-
poral vessels and in cases where the pro-

drome is vague, mild, absent, or masked by
mental confusion, the diagnosis may be im-

possible to establish. A published review of

175 cases of temporal arteritis revealed that

only 7% were referred with the correct di-

agnosis. 1 The majority were referred with

neurologic signs and symptoms. Of these

cases, 58% had ocular involvement. Con-

sidering the variable and unpredictable on-

set and sequence of events, temporal ar-

teritis should be included in the differential

diagnosis of all cases of sudden, complete or

partial loss of vision in individuals over 50

years of age. In addition, temporal arteritis

should be excluded when the history or

mode of onset of visual loss suggests occlu-

sion of the central retinal artery but the

ophthalmoscopic findings are atypical.

Temporal arteritis is essentially an in-

flammatory vascular disorder of unknown
etiology. A state of arterial insufficiency is

created by granulomatous inflammation and
intimal proliferation of the arteries. There

is a predisposition for involvement of the

medium sized arteries of the carotid and
vertebral regions, although there has been
documented involvement of numerous other

arteries throughout the body. Curiously,

intracraneal arteries are seldom, if ever, in-

volved. The basic ocular pathologic lesion

in temporal arteritis is progressive occlu-

sive disease affecting the central retinal ar-

tery, the central retinal artery to the optic

nerve, the short posterior cilliary arteries or

the ophthalmic artery itself, resulting most

frequently in ischemic optic neuritis. In

the cases where blindness is associated with

minimal funduscopic lesions, involvement

of the posterior cilliary arteries alone has

been implicated. (Fig. 2)

CIRCLEm

mi', or

Fig. 2. Blood supply to the optic nerve and disc.

(Adapted from Harrington, D. O., The Visual

Fields, 2nd edition, 1964, The C. V. Mosby Co., St.

Louis, Missouri.)
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Histologically, there is a granulomatous

reaction involving the artery, particularly

the media with necrosis, fragmentation of

the internal elastic membrane, and infiltra-

tion with mononuclear and multinucleated

and giant cells. (Fig. 1) Both sexes are

equally involved in the age group 54 to 84,
2

with an average age of approximately 67

years. 3 Review of the literature reveals that

at least 5 reported cases of what was called

temporal arteritis in individuals between
the ages of 19 and 30 have been reported,

but most had atypical histories and were not

proven by biopsy. 1
’
4 '6 Most frequent signs

and symptoms include headache, malaise,

anorexia, weight loss, tenderness over the

temporal artery, myalgia (muscle pain in

the neck and shoulders, back and hips)

,

mental confusion expressed as apathy or

surprisingly philosophical acceptance of

their blindness, arthralgia, fatigue, slight

fever, pain in the temporal mandibular

joint on eating or opening the mouth, and

amaurosis fugax. (Tables 1, 2)

Table I

Approximate Frequency of Symptoms In

Temporal Arteritis

Headache 100% Pain on eating 46%
Tender scalp 97% Indigestion 43%
Malaise 97% Depression 20%
Weight loss 71% Vertigo 20%
Anorexia 69% Sore throat 17%
Insomnia 60% Diplopia 14%
Myalgia 57% Mental
Excessive confusion 11%

sweating 43% Epistaxis 6%

(Adapted from “Giant Cell Arteritis” by It. W.
Ross Russell, Quart. J. Med. 28:471, 1959.)

Table 2

Approximate Frequency of Signs in

Temporal Arteritis

Tenderness of temporal arteries 91%
Fever 83%
Diminished pulsation of temporal arteries 60%
Absent pulsation of temporal arteries 23%
Necrosis of scalp 3%
(Adapted from “Giant Cell Arteritis” by R. W.

Ross Russell, Quart. J. Med. 28:471, 1959.)

Approximately 50 to 55% of patients with

temporal arteritis have ocular involvement,

of which approximately a half will have bi-

lateral visual symptoms.2 Simultaneous

involvement of the two eyes may occur, but

the usual sequence is unilateral visual loss

followed in 1 day to 3 weeks by involve-

ment of the fellow eye. The longest re-

ported interval between an involvement of

the first and second eye is 2 months.

Ocular involvement may precede, be simul-

taneous with, or follow by several months
the acute phase of temporal artery inflam-

mation. The loss of vision is ordinarily out

of proportion to the ophthalmoscopic find-

ings. Once visual symptoms begin, progres-

sive loss over the ensuing 12 to 24 hours is

the rule, although in approximately 8%
there is a sudden loss of vision, probably

due to thrombosis of the central retinal ar-

tery with classical funduscopic findings of a

cherry-red macula, and a pale fundus due to

retinal edema.7 The usual funduscopic

findings are slight to moderate papilledema,

manifest as blurring of the disc margin and

retinal edema, which may be difficult to rec-

ognize. There may be a few retinal hem-
orrhages, exudates or cotton wool patches.

An altitudinal or segmental field defect is

frequently demonstrable during the initial

ocular involvement.

There may be pain over one or both tem-

poral arteries. The artery may be very

tender, the overlying skin inflamed, the ar-

tery pulseless, nodular, thickened or nor-

mal. Any patient with suspected temporal

arteritis should have an immediate biopsy

of the temporal artery for microscopic ex-

amination, regardless of whether or not the

temporal artery symptoms or signs men-

tioned above are present. Furthermore, re-

membering that the arterial involvement is

frequently “spotty,” repeated biopsies

should be performed when the presence of

the disease is strongly suspected even

though the initial biopsy report is negative.

The most helpful confirmatory laboratory

test is an elevated erythrocyte sedimenta-

tion rate. Some authorities state that it is

significantly elevated in all cases and that

an elevated sedimentation rate is a pre-

requisite to a diagnosis of temporal arter-

itis.
8 In the present case, however, even

after laboratory error was discovered, the

corrected sedimentation rate was only

mildly elevated (e.g. 17 mm. per hour).

Thus far, there are no reported cases with a

normal sedimentation rate. Other signifi-



1084 CASE REPORT October, 1967

cant laboratory findings are summarized in

table 3.

Table 3

Laboratory Studies in Temporal Arteritis

Elevated sedimentation rate (ESR)
Normocytic hypochromic anemia
Mild leukocytosis

Mild eosinophilia

Hyperglobulinemia

Every case of temporal arteritis, with or

without ocular involvement, should be

treated with corticosteroids systemically.

Withholding steroids until a biopsy is ob-

tained is not justified. The steroid dosage is

regulated according to the age and clinical

status of the patient as well as with sequen-

tial determinations of the sedimentation

rate. The longest reported interval from

the onset of headache to ocular involvement

is 6 months.7 As a result, the suggested

length of treatment is at least 6 months.

There is no evidence at present that anti-

coagulants plus steroids are more effective

than steroids alone. The efficacy of steroid

therapy is suggested by a report stating that

the incidence of bilateral blindness in tem-

poral arteritis was three times higher and

the incidence of blind eyes was 50% greater

before steroids became generally available

for therapeutic use.9 Vision may be lost

despite steroid therapy and it is generally

thought that once lost, vision will not re-

turn. There have been, however, occasional

isolated reports of remarkable improvement

after supposedly complete loss of vision in

one eye.

Reported statistics dealing with the ulti-

mate visual prognosis in proven cases of

temporal arteritis are discouraging.

Permanent loss of vision of varying degrees

occurs in one or both eyes in 38 to 50% with

a mean of approximately 40% of the

patients.9 ’
10 Twelve to 34% of the patients

become blind in both eyes while 15 to 21%
of the patients develop unilateral blind-

ness. 11
-
12 The visual prognosis with early

diagnosis and proper therapy may be vastly

improved.

Summary

An illustrative case of temporal arteritis

resulting in total bilateral blindness is pre-

sented. The significant signs, symptoms,

laboratory findings, clinical course, visual

prognosis and therapy are briefly reviewed.

A high index of suspicion, proper diagnostic

tests, and early initiation of appropriate

therapy must be combined to circumvent

disastrous visual complications.

References

1. Hollenhorst, R. W., et. al.: Neurologic As-
pects of Temporal Arteritis, Neurology 110:490,

1960.

2. Cogan, D. G. and Simmons, R. J.: Occult

Temporal Arteritis, Arch. Ophth. 68:8, 1962.

3. Palm, E.: The Ocular Crisis of the Tem-
poral Arteritis Syndrome, Acta ophth. 36:208,

1958,

4. Gilmour, J. R.: Giant Cell Chronic Arteri-

tis, J. Path. & Bact. 53:263, 1941.

5. Roberts, H. M. and Askey, J. M.: Temporal
Arteritis, J.A.M.A. 137:697, 1948.

6. Meyers, L. and Lord, J. W.: Granial Arteri-

tis—Report of its Occurrence in a Young Woman,
J.A.M.A. 136:169, 1948.

7. Russell, R. W.: Giant Cell Arteritis—A Re-
view of 35 Cases, Quart. J. Med. 28:471, 1959.

8. Leishman, R.: The Cardiovascular System.
In Sorsby, A., (Ed.): Modern Ophthalmology,
Vol. II, pg. 529. Butterworths, Washington, 1963.

9. Birkhead, N. C., Wagener, H. P., and Shick,

R. M.: Treatment of Temporal Arteritis with

Adrenal Corticosteroids—Results of 55 Cases in

which Lesion was Proven at Biopsy, J.A.M.A.

163:821, 1957.

10. Pestalozzi, V. D., and Martenet, A. C.: Zur

Kasuistik Der Arteritis Temporalis mit Augen-
beteiligung, Ophthalmologica 141:155, 1961.

11. Wagener, H. P., and Hollenhorst, R. W.:

The Ocular Lesions of Temporal Arteritis, Am. J.

Ophth. 45:617, 1958.

12. Mosher, H. A.: The Prognosis in Temporal
Arteritis, Arch. Ophth. 62:641, 1959.



October, 1967 STAFF CONFERENCE 1085

STAFF CONFERENCE

Bacterial Meningitis

Vanderbilt University Hospital*

DR. DAVID E. ROGERS: Recently we
have had several patients on the Medical

Service with bacterial meningitis. Because

of the importance of proper therapy in vari-

ous forms of meningitis, we would like to

discuss this problem this morning. The first

patient will be presented by Dr. New.

DR. PETER S. NEW: This 18 year old Vanderbilt

student was admitted to Vanderbilt University

Hospital on Oct. 26, 1966. A few days prior to

admission he had noted a mild sore throat and

on the day prior to admission developed a severe

frontal headache and fever of 102 F. On the day

of admission he was brought to the emergency

room in a disoriented combative state and was

found to have a stiff neck. His B.P. was 150/100

mm. Hg. and P. 104 per minute. The T. was

102.8°F rectally. There was bilaterial sixth nerve

weakness and an equivocal plantar response on

the right side. Several petechiae were found on

the dorsae of the feet. The W.B.C. count was

19,700 cu. mm. with 32% juveniles and 58% PMN.
leukocytes. Lumbar puncture revealed that the

cerebrospinal fluid had an opening pressure of

greater than 400 mm. and a pleocytosis of 11,700

cu. mm. most of which were polymorphonuclear

leukocytes. Spinal fluid protein was 715 mg. per

100 ml., and glucose was 10 mg. with a simul-

taneous blood glucose of 97 mg. per 100 ml. Gram
stain of the spinal fluid revealed many intra-and

extracellular gram negative kidney shaped diplo-

cocci. Cultures of the cerebrospinal fluid, blood,

and throat, revealed Neisseria meningitidis,

group C, sensitive to penicillin, chloramphenicol,

and sulfadiazine.

The patient was begun on penicillin, 30 million

units intravenously. On the following day a his-

tory of possible penicillin allergy was obtained.

His organism was now known to be sensitive to

sulfadiazine and his therapy was changed to

Gantrisin, 6 Gm per day. Because of slow re-

sponse, chloramphenicol was added to this regi-

men several days later. The patient had rapid

clearing of the 6th nerve weakness and slow def-

ervescence of his fever over the next 5 days.

He was discharged from the hospital on Novem-
ber 10th, feeling well and without headache or

fever.

*From the Department of Medicine, Vanderbilt

School of Medicine, Nashville, Tennessee.

Dr. Rogers: The second case will be pre-

sented by Dr. McGee.
DR. ZELL McGEE: An 80 year old white man

was admitted to Vanderbilt University Hospital

on Nov. 8, 1966. Six years prior to admission

lymph node biopsy was thought to show Hodg-
kin’s disease and he was treated with nitrogen

mustard. Except for several episodes of pul-

monary infection, he had been in reasonably

good health until 48 hours prior to admission

when he had a shaking chill. On the following

day he had more chills with fever, sweating, and
a painful stiff neck. He was admitted to another

hospital and treated for suspected pneumonia
with tetracycline intravenously. He became in-

creasingly obtunded and disoriented and was
transferred to Vanderbilt University Hospital.

On admission the B.P. was 175/90 mm. Hg., P.

120, and T. 99.4°F. He had roving eye move-
ments with slight blurring of the margins of the

optic discs. There were no lymphadenopathy. A
few rales and decreased breath sounds were
heard at the right lung base laterally. Nuchal
rigidity and Brudzinski’s sign were present. The
W.B.C. count was 42,000 with 78% lymphocytes,

14% polymorphonuclear leukocytes, and 8%
juveniles. The PCV. was 34.5%. Lumbar punc-
ture revealed an opening pressure of 250 mm.
The cerebrospinal fluid was cloudy and con-

tained 827 cells per cu. mm., 60% of which were
polymorphonuclear leukocytes. Spinal fluid pro-

tein was 550 mg. per 100 ml. and glucose of less

than 10 mg. Gram stain of the cerebrospinal

fluid revealed gram positive diplococci. Cultures

of the spinal fluid and the blood have been neg-

ative so far.

The patient was begun on penicillin, 20 million

units intravenously per day. After 7 days of

therapy he has remained disoriented and ob-

tunded and continues to spike temperatures to

100°F. The bone marrow and peripheral blood

smear are compatible with chronic lymphocytic

leukemia and, in retrospect, this may have ac-

counted for the abnormal lymph node biopsy 6

years previously. Skull x-rays and a brain scan

revealed no evidence of sinusitis, mastoiditis, or

brain abscess.

DR. ROGERS: Dr. Goodman will discuss

the problems presented by these patients.

DR. JAY S. GOODMAN: During the past

3 weeks, we have had 5 cases of pyogenic

meningitis admitted to our Medical Service.

These 2 patients are representative exam-
ples which permit discussion of some se-

lected aspects of this illness. First a word
about gram stains. The gram stain is prob-

ably the single most important procedures

which can be carried out on the spinal fluid.

It should, therefore, be done carefully, pref-

erably on the air-dried spun sediment.

The configuration of the organisms is as im-
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portant as their color; meningococci tend to

be bean-shaped and lie side by side while

pneumococci are oblong or lancet-shaped

and lie end to end. At times it is difficult to

distinguish pneumococci from staphylo-

cocci, but if a drop of pneumococcal anti-

serum (omniserum) is added to a dried

smear of the spinal fluid, pneumococci

should demonstrate the typical capsular

swelling reaction (Quellung).

Associated clinical findings will fre-

quently be helpful in distinguishing which

type of meningitis with which one is deal-

ing. Sixty percent of patients with menin-

gococcal meningitis will have a rash, which

is usually petechial, and the lesions can be

scraped, smeared, and cultured for demon-
stration of organisms. A history of phar-

yngitis favors meningococcal meningitis but

does not rule out meningitis due to other or-

ganisms. Infection of the ears or sinuses,

and/or head trauma is not infrequently seen

in patients with pneumococcal meningitis

but these are situations where one worries

about staphylococcal disease also. The
presence of pneumonia or alcoholism favors

pneumococcal meningitis. When meningi-

tis occurs in the presence of brain abscess or

diabetes mellitus, unusual organisms should

be considered.

The patients’ age will favor certain causa-

tive organisms (Fig. 1). For instance, men-

N. Meningitidis

10 -

Other Organisms

10 '

oilfs nnpwlwBw
0-1 -2 - 3 -5 -10 -20 -30 -40 -50 Tfo 70 -BO -90

Fig. 1. Relationship of age to etiologic organ-
isms in bacterial meningitis. (Reproduced by
permission of the authors and the editors of the

American Journal of Medicine—reference 3.).

ingococcal meningitis is a disease of chil-

dren and young adults like our first patient,

and the incidence falls off with increasing

age. Pneumococcal meningitis favors the

extremes of age and because it is more com-

mon in older adults this the most common
type of meningitis we see on our Medical

Service. Meningitis secondary to hemophi-

lus influenza is extremely rare after the age

of 5 years.

There have been certain recent epide-

miologic changes in the pattern of meningo-

coccal disease which are worth emphasiz-

ing. The meningococci can be sub-divided

antigenically into four groups: A, B, C, and

D. Group A meningococci have caused

nearly all the major epidemics in the past

and this organism was especially prevalent

among the military populations of World
War I and II. These organisms have also

been exquisitively sensitive to sulfonamides

which have been excellent therapeutic and

prophylactic agents. Sulfadiazine has, in

fact, been used as prophylactic agent to di-

minish the meningococcal nasopharyngeal

carrier state among recruits entering our

military installations over the past twenty

years. But as early as 1942 some strains of

group B and a minority of group C were
noted to have a tendency toward sulfadia-

zine resistance. It is not surprising, there-

fore, that with the widespread prophylactic

use of sulfadiazine, strains resistant to this

drug would be selected out. In fact, since

1963, outbreaks of group B meningococcal

infections have been occurring, initially on

military bases, but subsequently among the

general population. Thirty to 50 % of these

strains have been demonstrated to be resis-

tant to more than 0.5 mg. of sulfadiazine per

100 ml. Fortunately, meningococcal menin-

gitis responds very well to penicillin ther-

apy and with the increasing prevalence of

sulfadiazine resistant meningococcal

strains, penicillin has become the treatment

of choice for this disease. Unfortunately

penicillin, even in massive doses, is not an

effective prophylactic agent against the

meningococcal carrier state and there is no
effective drug therapy for eradication of

sulfadiazine resistant strains from the naso-

pharynx. It has been shown that an effec-

tive way of diminishing the carrier rate of

meningococci on military bases is to in-
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crease the living space allotted to each man.

Overt meningococcal disease is quite un-

common unless the meningococcal carrier

rate exceeds 50%.

The impact of antimicrobial therapy on

mortality from meningococcal meningitis

can be best appreciated by comparing the

32% mortality from this disease among the

military during World War I to the 5%
figure achieved during World War II.

In contrast, pneumococcal meningitis has

proved a difficult therapeutic problem, de-

spite the availability of antibiotics which

one would expect to be very effective. This

fact can be appreciated by a short review of

the history of therapy for this disease. In

the days of symptomatic therapy, Dr. Wil-

liam Osier found that 100% of his patients

with pneumococcal meningitis expired.

With the use of sulfadiazine in the 1930’s

mortality was cut to 70%. With the advent

of penicillin the average morality for pneu-

mococcal meningitis dropped to 37%. Until

1949 standard therapy for this illness con-

sisted of low doses of systemic penicillin

combined with intrathecal therapy since it

was known that pencillin did not get into

the cerebrospinal fluid very well. In 1949,

Dowling, Sweet, Robinson, Zellers, and

Hirsh) showed that by treating their pa-

tients with 1 million units of aqueous peni-

cillin every 2 hours they could achieve good

cerebrospinal fluid levels of penicillin in all

cases. They were able to reduce their mor-

tality from 62% to 38% by using 12 million

units of penicillin per day systemically, and

the necessity for intrathecal therapy was
thus obviated. One would think that with

the higher doses of penicillin which we are

now accustomed to giving intravenously for

this illness (e.g. 20 to 30 million units) mor-

tality would have declined even further, but

this has not been the case. Mortality from
pneumococcal meningitis still averages 37%
and in four recent reported series mortality

has been in the 60% range.2 '5

It becomes clear from an analysis of the

data that there must be certain combina-

tions of host factors and features of pneu-

mococcal meningitis which are not amena-
ble to therapy with antimicrobials of any

sort once the illness has progressed beyond
a certain point, and it seems to do this all

too frequently. After all, patients don’t

usually die of this disease with infected spi-

nal fluid. When one reviews the reported

series of pneumococcal meningitis showing

the highest mortalities, one finds that cer-

tain features seem to recur. Certainly pa-

tients of advanced age do not handle this

disease well. The presence of coma, espe-

cially if it is profound and of unknown
duration is a poor prognostic sign. The
presence of a co-existing illness, alcoholism,

or bacteremia all correlate with a poor out-

come. Pneumococcal meningitis as a sequel

to pneumococcal pneumonia implies bac-

teremia at some point during the illness.

Statistically the presence of pneumonia
correlates best with an increased mortality

from pneumococcal meningitis, and this

finding stands out in all the reported series

regardless of the dose of penicillin em-
ployed.

One factor which has not been empha-
sized in the past but which is probably

more important than generally realized is

the type of therapy the patient has received

prior to entering the hospital. This feature

deserves some explanation. It has been
known for some time that experimental

pneumococcal and streptococcal infections

in mice and in dogs respond poorly to peni-

cillin therapy if the animals are first treated

with tetracycline. 6 It can be assumed
that the bacteriostatic action of tetracycline

interferes with the bacteriocidal action of

penicillin which works best when organ-

isms are actively multiplying and synthesiz-

ing cell walls. In 1951 Drs. Lepper and
Dowling in a very careful study (7),

showed that the mortality from pneumococ-
cal meningitis in patients treated with a

combination of penicillin and aureomycin
was 79% in contrast to a group of patients

treated with high doses of penicillin alone,

where the mortality was 30%. This is prob-

ably the best known example of antibiotic

antagonism in human disease. More re-

cently Dr. Petersdorf, at the University of

Washington, 8 obtained serial cerebrospi-

nal fluid samples from dogs with experi-

mental pneumococcal meningitis and found

almost no killing of pneumococci in the spi-

nal fluid if chloramphenicol had been ad-

ministered prior to penicillin. If penicillin

and chloramphenicol were administered si-

multaneously, killing improved only
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slightly. However, if penicillin was admin-

istered four hours prior to administering

chloramphenicol excellent killing was
achieved which was comparable to the

effect of giving penicillin alone. From
these findings Dr. Petersdorf predicted that

if a patient is treated with a bacteriostatic

agent for another disease he would proba-

bly do poorly if he happened to come down
with pneumococcal meningitis soon after-

wards. It should be noted that the second

patient presented this morning received in-

travenous tetracycline for what was thought

to be bacterial pneumonia, prior to his ad-

mission to the hospital with pneumococcal

meningitis, and has done poorly so far.

Another point worth making here is that

tetracycline is no longer indicated for the

treatment of pneumococcal pneumonia since

there have been several reports of pneumo-
nia due to tetracycline resistant pneumo-
cocci.911 One of these, a fatal case, was re-

ported from our institution last year. 11

Let us examine our own experience with

pneumococcal meningitis at Vanderbilt

Hospital to see how these factors add up.

There have been 12 cases of pneumococcal

meningitis admitted to our Medical Service

from January 1960 to the present time

(Table 1). Note that there was a preponder-

ance of elderly adults and that the proba-

ble site of infection was unknown in six pa-

tients. In 4 patients pneumococcal men-
ingitis had a cephalic origin and one patient

had pneumococcal pneumonia. This patient

was also an alcoholic. The usual find-

ings of cerebrospinal fluid pleocytosis, hy-

poglycorrhacia, and elevated protein were
present with rare exception. Most of the

patients had a peripheral leukocytosis with

four exceptions one of whom had leuko-

penia. Most of the patients were begun on

multiple antimicrobials initially which al-

ways included 20 to 30 million units of peni-

cillin per day intravenously. The other

drugs were discontinued when the causa-

tive organism was isolated.

It is interesting to note that none of the

first 10 patients in the series had received a

broad spectrum bacteriostatic tetracy-

cline-like drug prior to admission and that

all of these patients survived. The last 2

patients did not have signs of meningitis

when first seen by a physician but did have

signs of urinary tract infection and were
therefore begun on tetracycline. They were
subsequently admitted to the hospital with

pneumococcal meningitis and were actually

on tetracycline at the time. Pneumococci,

cultured from their spinal fluids, were not

tetracycline resistant. Note that both of

these patients expired. These 2 patients

may well have expired anyway, but since

this information fits the experimental data

concerning antibiotic antagonism so well I

have chosen to exaggerate this point. The
second patient presented this morning was
also treated with tetracycline prior to ad-

mission and is doing poorly. He does, how-
ever, have significant underlying illness.

Question From the Audience: Do you
think that penicillin alone is adequate ther-

apy for a patient with meningitis due to an

unknown organism?

DR. GOODMAN: In the majority of cases

this will suffice, but if there are associated

findings present such as sinusitis, otitis, or

head injury, you should probably cover for

staphylococcal disease as well. If you wish

to add a bacteriostatic agent such as chlor-

amphenicol it would be best to give this

four hours after beginning penicillin.

Question From the Audience: What about

the use of steroids as adjunctive therapy in

pneumococcal meningitis?

DR. GOODMAN: In several studies the

overall mortality seems to be unaffected by
the addition of steroids to the patients’ ther-

apy. There is one study, however, that of

Ribble and Braude, 1958, 12 where only one

out of 12 patients treated with penicillin and

corticosteroids expired. This series has

subsequently been extended to 35 patients

and the over-all mortality has been shown
to be 35%. 13 It is worth pointing out,

however, that of the first 12 patients nearly

all had bacteremia, coma, advanced age, or

pneumonia; that is, factors known to be as-

sociated with a very poor prognosis. I

would think, therefore, that there might be

some advantage to using steroids in selected

cases of pneumococcal meningitis, but they

should not become part of the routine ther-

apeutic regimen. Note that in our series of

cases from Vanderbilt, two patients were
treated with Prednisone. One of these was
an alcoholic with overwhelming pneumo-
coccal infection of the lungs and meninges,
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Table I

Pneumococcal Meningitis, VUH, 1960—Nov. 1966

Patient Age Probable CSF WBC Prior Therapy Out-
Site Cells Sugar Protein Therapy come

% Polys *

Frontal Pen
1 51 fracture; 2500 10 350 13,150 Pen Chi Survived

sinusitis 97 Str Sul

2 42 Otitis, 3095 50 148 21,700 Pen
mastoiditis 97 Chi Survived

Sul

3 15 Otitis, 7850 46 552 36,800 Pen Pen
head injury 85 Str Chi Survived

Sul

4 15 Unknown 405 28 33 10,000 Pen Pen
85 Sul Chi Survived

Sul

5 62 Head injury 935 83 144 24,000 — Pen
85 Sul Survived

6 55 Pneumonia 78 5 185 1,700 Prednisone Survived
(alcoholic) 78

7 30 CSF 24,000 10 1390 16,400 Pen
rhinorrhea 90 Meth Survived

8 60 Unknown 4707 54 680 19,800 Pen
97 Amp

Meth
Survived

9 51 Unknown 5600 10 240 8,300 Str Pen
(alcoholic) 90 Sul Meth Survived

Chi

10 76 Unknown 475 54 284 6,900 Kan
31 Col Pen Survived

Prednisone

Amp
11 26 Unknown 6800 10 760 28,500 TET Sul

Chi Pen
Expired

12 85 Unknown 870 10 222 18,700 TET Pen Expired
92

*Pen=penicillin; Str=streptomycin; Sul—sulfonamides; Chl=chloramphenicol; Meth=methicillin;
Amp=ampicillin; Kan=kanamycin; Col=colistin; Tet^tetracyline.

**Penicillin dose in hospital was 20 - 30 million units intravenously per day.

who survived. The other patient was an

elderly lady who developed a left hemipa-

resis, aphasia, and other focal neurologic

signs. She left the hospital without neurol-

ogic residual.

Question From the Audience: Were na-

sopharyngeal swabs obtained from the stu-

dents living in the dormitory with the pa-

tient with meningococcal meningitis who
was presented this morning?

DR. GOODMAN: Nasopharyngeal swabs
were obtained on 50 students living in that

dormitory. None of these were positive for

meningococci, thus our patient represents a

sporadic case of Group C meningococcal

meningitis and was not the index case of an

epidemic.
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Hill Crest Hospital was estab-
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Sanitarium to provide private

psychiatric treatment of nervous

or mental disorders. Individual

patient care has been the theme

during its 42 years of service.

Both male and female patients

are accepted and departmental-

ized care is provided according

to sex and the degree of illness.

In addition to the psychiatric

staff, consultants are available in

all medical specialities.
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State of Tennessee • The Tennessee Medical Association has been approached by
Medical Care the Governor and Commissioners within his administration
Programs having to do with state sponsored health care medical pro-

grams administered by the Department of Public Health and
the Department of Public Welfare. The meeting was held at
the Governor's residence on August 27th. The discussion
was relative to payment of physicians for services rendered
under these medical programs.

The Governmental Medical Services Committee of TMA
clearly stated the Association's position and policy that
physicians' charges would be rendered on their usual and
customary basis in all programs sponsored by government at
any level. Representatives of TMA emphatically stated that
a stipulated fee schedule could not be considered. It was
pointed out by the Governor and his representatives that the
state was interested in upgrading payments to physicians in
all of its present medical programs wherein physicians
would be reimbursed for their services in keeping with the
existing Vocational Rehabilitation payment allowances.

The outcome of the initial conference was that a com-
mittee of the Governor's staff and a sub-committee of the
Governmental Medical Services Committee of TMA, would meet
to try and work out some of the involved details. It is
realized that the General Assembly has not approved funds
to pay physicians their usual and customary fees, although
it was recommended that physicians make their usual and cus-
tomary charges to the State under the various programs and
in that way, the State could gather information as to what
the program would eventually cost under the usual and cus-
tomary payments to physicians. This matter is still under
study and further information will follow. A verbal com-
mitment from the Governor was made to the extent that when
Tennessee goes officially into a Title XIX program, physi-
cians would be reimbursed on the basis of their usual and
customary charge.

TMA Committee
Requested to Assist
State in Emergency
Services

Communications &
PR Conference
Highlights

• The Director of Tennessee's Health Mobilization Service
has requested TMA's Committee on Disaster and Emergency Care
to assist the State of Tennessee as follows: (1) To encour-
age community hospitals to accept custodianship of packaged
disaster hospitals. These would be used to supplement ex-
isting hospital facilities for any major disaster. It was
also urged that each county medical society establish a
disaster medical care committee. (2) Requested the Commit-
tee to assist in stimulating interest in the hospital re-
serve disaster inventory, known as HRDI. This is designed
to provide a 30-day reserve supply of essential medical
items necessary for disaster medical care. (3) Help pub-
licize the Medical Self-Help Program. (4) Assistance to
stimulate more interest at the county medical society level
in emergency health planning in each community.

• Recommendations and findings of more than 425 physicians
and medical association representatives attending a recent
Chicago meeting on medical activities and communications



Correspondence
About Taxes

Medicare Direct
Billing Gets
Congressional
Boost

Volunteer Physicians
For Viet Nam Needed

AMA Retirement Plan

included

:

Medical Society activities should involve specialty and
paramedical groups, hospitals, and allied health agencies;
medical students, house staffs and new physicians should re-
ceive socio-economic, medico-legal and other pertinent in-
formation and guidance ;

concise, prompt summaries of im-
portant developments should be given physicians through di-
rect mailings, newsletters, and bulletins; although the AMA
News reports on all important medical and health matters, a

front page summary in each edition would expedite communica-
tion; physicians should feel free to ask their medical so-
cieties for information, and also to make suggestions ; the
basic issues and problems involved in health care and its
costs need to be better understood by most patients and
many physicians ;

the best public relations programs have
been medical and health activities involving young people;
the most successful PR programs have been immunization and
diagnostic projects, radio and television programs, and
special news releases.

• A physician who moves while he has a dispute pending
with the Internal Revenue Service over taxes should make
sure to file a change-of-address notice with the local IRS
office. If he neglects to do so, according to a recent
ruling of the Tax Court, the tax men can mail a notice of
deficiency to the old address and make it legally binding
even if the doctor never receives it. To be safe, tax
advisors suggest, the address notice should be sent by
certified mail.

• If the U.S. House of Representatives' version of Medi-
care legislation is passed by the Senate, Medicare patients
can be reimbursed for medical expenses by showing a physi-
cian's itemized statement (whether paid or unpaid). At
present the patient must pay the bill before being eligible
for reimbursement, and this has made it difficult for physi-
cians to follow the TMA recommended policy to direct-bill
Medicare patients.

• The Volunteer Physicians for Viet Nam Program, sponsored
by the American Medical Association, is urging all states
to assist in providing additional physician volunteers for a
sixty-day period of service in Viet Nam. The program calls
for the continuing recruitment of 32 volunteers every sixty
days with the hope that this can be stepped up to 50 volun-
teers at the earliest possible time. Applications are espe-
cially needed from general surgeons, orthopedic surgeons,
general practitioners and internists. This medical assist-
ance program has done much to improve the image of American
medicine and the American physician.

• Frequent questions have been received relative to
physicians' interest in the AMA's retirement program. In-
formation about the plan is available from the American
Medical Association Members' Retirement Plan Section, 535
North Dearborn Street, Chicago, Illinois, 60680. Physi-
cians in Tennessee should address inquiries about the plan
to Scudder Fund Distributors, Inc., P.0. Box 7092, Chicago,
Illinois, 60680.

TURN PAGE TO SEE AMA'S STORY ON WHAT TENNESSEE PHYSICIANS
ARE DOING.

The reprint appeared in the AMA publication "P R Doctor"
which is distributed nation-wide to public service com-
mittees of state associations.
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Hadley Williams, Public Service Director

Hearings Held on • The Public and Mental Health Committee of the Tennessee
PKU, Abortion Bills General Assembly’s House of Representatives conducted public

hearings in Knoxville on two proposals pending before the
committee and the 85th General Assembly. House Bill 989
would require physicians and hospitals to test every new-
born for phenylketonuria. House Bill 931 would amend the
statute pertaining to abortions to allow abortion in cases
of rape and incest as well as to save the mother’s life.

Testimony was presented on behalf of TMA opposing the
mandatory requirement of the PKU legislation by Dr. John H.
Saffold, of Knoxville, a member of the TMA Board of Trus-
tees. Dr. Edwin L. Williams of Nashville presented the TMA
statement relative to the abortion bill. Dr. Williams was
appointed chairman of a special committee established by a
TMA House of Delegates resolution directing a study of cur-
rent laws pertaining to abortion.

Dr. Saffold called the committee's attention to the fact
that TMA was not opposed to PKU screening but that physi-
cians were opposed to legislation that tended to restrict
medicine to practices and procedures which soon become ob-
solete. Dr. Saffold stated that, "testing of children at,
or shortly after, birth for mental retardation is a desira-
ble objective if the test is reliable, and the therapy is
not implied by law, and if we can be confident that no in-
jury is done to children who are mistakenly diagnosed. Un-
fortunately, at the present time it is not clear that any of
these conditions are fulfilled.

"

Dr. Williams stated that no TMA policy had been developed
to date on the question of abortions but that his study
committee was at work and would make recommendations to the
TMA House. The recently adopted AMA policy on the subject
was outlined in detail for the committee.

AMA Legislative

Council Meets

Physicians Urged
To Attend Rural
Health Conference

Can You Spare
A Dime, Buddy?

• The AMA's Council on Legislative Activities met in At-
lanta September 23rd and representatives from surrounding
states were invited to attend and observe the meeting.

The Council has adopted a new policy which will allow
meetings to be conducted in various cities across the nation
thus providing the opportunity for state association repre-
sentatives to attend and to witness the council's actions.

Dr. 0. Morse Kochtitzky, of Nashville, chairman of the
TMA Legislative and Public Policy Committee and Dr. Tom E.

Nesbitt of Nashville, Speaker of the TMA House of Delegates
attended the meeting along with Jack Ballentine and Hadley
Williams of the TMA staff.

• The fifth annual Rural Health Conference will be con-
ducted October 25th in Memphis at the Rivermont Holiday Inn.
Co-sponsored by TMA, The Farm Bureau and UT Extension Ser-
vice, an excellent program has been arranged and all inter-
ested physicians are urged to attend the one-day affair.

• The U.S. Chamber of Commerce reported recently that the
federal government now spends $273,020 every minute. While
you were reading the first line of this paragraph, the fed-
eral government spent $4,550. Wait a second and it will
spend another $4,550.
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Based on the President's estimate that Federal expendi-
tures during fiscal year 1968 will total $143.5 billion,
Rep. Clarence J. Brown, Jr. (R-Ohio) noted that the Federal
Government is spending $393,150,000 every day, $16,381,000 1

every hour, $273,020 every minute and $4,550 every second.
"Thus," said Rep. Brown, "it takes the combined taxes of

almost five average families to keep the Government operat-
ing just one second. It is estimated that to pay the inter^
est on the national debt for one minute, the total Federal
taxes of 28 average families is required."

MEDICAL LABORATORIES APPROVED UNDER MEDICARE

The following is a list of medical laboratories in the State of Tennessee approved un-

der the Medicare program. This list, furnished by the Regional Office of HEW in Atlanta,

also shows the specialties for which each lab has been approved. Services rendered to

medicare recipients may be reimbursed under the program only if the lab is on the ap-

proved list. Future additions and deletions may be made in the listing as a result of

changes in the specialties in which a laboratory is qualified.

NASHVILLE SP* MEMPHIS SP
Pathologist’s Laboratory 08 Associated Pathologist Foundation 08
2010 Church Street 858 Madison Avenue
Medical Center Blood Banks, Inc. 08 Gladding Laboratory 08
2010 Church Street 81 Tillman Street

Drs. Browne & Thomison 08 Moss-Farrow Pathology Laboratory 08
230-25th Avenue, North 257 S. Bellevue

Physicians Laboratories 01, 03 Kauffman Medical Laboratory 01,03
706 Church Street 04 1529 Union Avenue 04

Hooberry Clinical Laboratory
7th & Church Street

01,04 KNOXVILLE

Wilson’s Clinical Laboratory
2118 West End Avenue

01,03
04

Children’s Hospital Laboratory
1912 Laurel Avenue

08

Overholt Laboratory, Inc. 01,03

CHATTANOOGA 717 Cumberland Avenue 04

Bruce A. Elrod, M.D.
823 McCallie Avenue

06, 07 COLUMBIA
08

Chattanooga Analytical Lab 01,03
Pathologist’s Laboratory
Hatcher Lane

859 McCallie Avenue 04

Thomas R. Cox, M.D. 02, 04 ATHENS
3661 Brainerd Road 05 Dr. Roy W. Epperson Lab 01,03

Allied Laboratory 01,03 100 Epperson, N.W., Box 357 04

736 McCallie Avenue 04, 05 McMinnville

BRISTOL McMinnville Medical Lab 01,03

Hobacks Clinical Laboratory 02, 04
209 N. High Street 04

422 No. 12 State Street SHELBYVILLE
Davenport Laboratory 02, 03 Union Street Laboratory 01, 03
104 Memorial Drive 04 844 Union Street 04

* Specialties Approved: 01—Microbiology 05—Immunohematology
02

—

Serology
03

—

Clinical Chemistry
04

—

Hematology

06

—

Tissue Pathology
07

—

Exfoliative Cytology
08—All (Clinical)
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One subject that has generated interest not only in the profes-

sion but among legislatures and the public is therapeutic abortion.

Official action of the House of Delegates, directed that the Ten-
nessee Medical Association form a committee to study the matter

of therapeutic abortions extensively and bring a recommendation
to the House for action. The Committee has been named and has

had one meeting.

On September 21st in Knoxville, Dr. Edwin L. Williams, Chair-

man of the Study Committee, presented testimony with a statement

relative to House Bill 931 which would amend the Tennessee Law
pertaining to abortion. The hearing was conducted by the Public

and Mental Health Committee of the House of the Tennessee Gen-

eral Assembly.
TMA’s statement pointed out that the medical profession is vitally interested in the

problem of therapeutic abortion. Medicine’s primary interest is centered around the

medical aspects of the problem recognizing that other factors, including ethical, moral

and religious as well as legal, must also be considered.

The Tennessee Medical Association has not established any official policy on this ques-

tion as yet, since this is the function of the House of Delegates. It has been pointed out

that physicians in this state are in no way considering a liberalization of the state’s

Criminal abortion law, but the principal concern is with the medical aspects of thera-

peutic abortion.

The following was established as policy of the American Medical Association at its

meeting in June in Atlantic City. The AMA’s Committee on Human Reproduction rec-

ommended the following:
“Recognizing that there are many physicians who, on moral or religious grounds, op-

pose therapeutic abortion under any circumstances, the American Medical Association is

opposed to induced abortion except when: (1) There is documented evidence that contin-

uance of the pregnancy may threaten the health or life of the mother, or (2) There is

documented evidence that the infant may be born with incapacitating physical deform-
ity or mental deficiency, or (3) There is documented evidence that continuance of a

pregnancy, resulting from legally established statutory or forcible rape or incest may
constitute a threat to the mental or physical health of the patient; (4) Two other phy-
sicians chosen because of their recognized professional competence have examined the

patient and have concurred in writing; and (5) The procedure is performed in a hos-

pital accredited by the Joint Commission on Accreditation of Hospitals.

“It is to be considered consistent with the principles of ethics of the American Med-
ical Association for physicians to provide medical information to State Legislatures in

their consideration of revision and/or the development of new legislation regarding
therapeutic abortion.”

In adopting these guidelines, the House of Delegates of the AMA stressed that the

rights of physicians to express contrary views and to practice their beliefs must be re-

spected, but that the new policy in no way suggests that physicians or patients act con-

trary to their personal consciences. The statement was characterized as one which is “in

keeping with modern scientific knowledge, contains necessary safeguards, and permits
the physician to exercise his personal conscience and medical judgment in the best in-

terest of his patient.” These should be the overriding objectives in any medical decision.

The AMA House stated its belief that the policy “is a reasonable and conservative
approach” which will provide medicine with a position of leadership in this important
contemporary problem.

Dr. Kressenberg

Sincerely,^/??. >7 . 2>.

President
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EDITORIAL
PNEUMONIA CAUSED BY
ESCHERICHIA COLI

One of the great changes brought about

by the widespread use of antibiotic drugs

has been the radical shift in the ecologic

relations among the pathogenic bacteria

that are responsible for the most serious

and fatal infections. This has been particu-

larly true of pulmonary infections which,

up to the past 20 years, were caused usually

by the acid-fast bacillus or the pneumococ-

cus. Then, especially in hospital popula-

tions, the staphylococcus became an impor-

tant etiologic agent in pneumonia and more
recently the gram-negative bacillus has

been implicated. Treatment with the usual

antibiotics in these latter two groups has

been less than satisfactory and, therefore,

recognition of pneumonia due to these less

common bacteria has become increasingly

important.

The seriousness of gram-negative infec-

tions is now generally recognized. 1
’
2 Most

of these bacilli are usually nonpathogenic

since they are among the normal flora of

the bowel. In recent years, because they

attack the aged, the debilitated and the

chronically ill, and those whose immune re-

sponses are naturally or artificially de-

pressed, these organisms are referred to as

“opportunistic pathogens.” Tillotson and
Lerner3 have reported 82 patients with

pneumonia due to gram-negative bacilli

seen in a single hospital during a 30 month
period. Twenty of these patients had pneu-

monia due to E. coli. The criteria for diag-

nosis of the etiologic agent were strict so no

doubt could exist as to which was the

offending bacterium.

One or more serious chronic diseases

were present in each case. These diseases

involved the kidneys, heart or lungs.

Diabetes mellitus was frequently present.

The clinical picture was distinct from pneu-

mococcal pneumonia and more closely re-

sembled that seen in hemolytic streptococ-

cal pneumonia except that the trachea and
bronchi were intact. None of the patients

had concomitant herpes labialis. About one-

third of the patients had empyema which
occurred about the sixth hospital day. Al-

most without exception leukocytosis with

a shift to the left was observed.

At autopsy interstitial pneumonitis with

mixed cellular infiltrates was found. Capil-

lary engorgement, edema fluid within al-

veoli and deposition of fibrin along their

walls was usual.

Multiple antibiotic resistance was com-

monplace. Patients who recovered had ap-

propriate diagnosis and treatment, but pa-

tients with more serious underlying disease

seemed more likely to die. On the basis of

sensitivity studies, kanamycin was the

drug of choice. However, because many of

these patients had pyelonephritis, and at

least subclinical diminished renal function,

this drug had to be administered with cau-

tion.

The overall mortality of these pneumon-
ias was 60% and it was of interest to note

that empyema, unlike bacteremia, did not

indicate a more serious prognosis. To the

contrary, the mortality in patients with

pneumonia was 37.5% and that in those

without empyema 75 per cent.

It is essential that the possibility of E. coli

as the etiologic agent in pneumonia be con-
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sidered especially in patients having dia-

betes mellitus or other serious chronic dis-

orders. Appropriate therapy must be

started early to achieve a lowering of the

anticipated high mortality rate.

A.B.S.

1. Rogers, D. E.: Changing Pattern of Life-

Threatening Microbial Disease. New England J.

of Med. 261: 677, 1959.

2. Rogers, D. E., Koenig, M. G., and Holmes,
H. K.: Problem of Gram-Negative Rod Bactere-
mia and its Management. South. M. J. 58: 1391,

1965.

3. Tillotson, J. R. and Lerner, A. M.: Charac-
teristics of Pneumonias Caused by Escherichia

Coli. New England J. of Med. 277: 115, 1967.

TITLE XX ?

The trends to control the practice of

medicine continue.

The latest gimmick is S.2299 introduced

by Senator Long of Louisiana for himself,

and Messrs. Nelson, Montoya and Morse as

an amendment to the Social Security Act
after Title XIX. It is designated as “Title

XX—Quality and Cost Control Standards

for Drugs.” Having been read twice it has

been referred to the Committee on Finance.

The bill calls for the establishment within

HEW of a Formulary Committee which
shall consist of 5 physicians not in govern-

mental employ, and the Surgeon General of

USPHS, the Commissioner of the Food and
Drug Administration, the Director of the

National Institutes of Health and the Com-
missioner of Narcotics serving ex officio.

This Committee under the law would
compile and publish a Formulary of the

United States for the States, hospitals, phar-

macists and for the medical and dental

professions. It would include drugs and
biologicals included in the U. S. Pharmaco-
peia, National Formulary, the U. S. Homeo-
pathic Pharmacopoeia and Accepted Den-
tal Remedies. The Bill details specific defi-

nitions of “qualified drugs” or their combi-

nations, authorizes the testing of drugs, and
provides for petitions and hearings of man-
ufacturers whose drugs or products have
been excluded from the proposed formu-

lary.

Furthermore, “the Secretary (HEW)
shall establish and publish (and periodi-

cally revise so as to keep current) a guide

showing the reasonable cost range of each

qualified drug and the names of suppliers of

the products upon which the cost range for

a qualified drug is based. . .
.” Following

this statement are several qualifying state-

ments and many details.

The AMA reports that Dr. James L. God-
dard, F.D.A. Commissioner, testified before

the Finance Committee relative to the diffi-

culties, administrative and judicial, which
would arise from Senator Long’s proposal.

He is quoted as saying the measure would
result in “encroachment on the practice of

medicine in such a way that I believe the

physicians of this country would rise up in

wrath,” adding that physicians have always

selected drugs for their patients and would
resist any attempt to alter their freedom to

prescribe.

One would guess that the Finance Com-
mittee would be influenced by testimony

from the FDA Commissioner, but the legis-

lators of this day and age are an unpredicta-

ble lot. Political expediency and opportun-

ism are major influences in the minds of

politicians today. Crime and riots by-pass

most voters, and even unhidden taxes leave

some untouched. But health and medical

care have an emotional appeal second to

none and may seem to have a personal ap-

plication.

We will await with interest the outcome
of the deliberations of the Senate Finance

Committee on the Social Security Amend-
ments currently under consideration.

R. H. K.

SPECIAL ITEM
Presented by Dr. Morse Kochtitzky at the

11th Annual Meeting of the Medical Assist-

ants Society of Tennessee, on May 6, 1967,

in Nashville.

I found it a little difficult to organize this

talk because I really feel that what I have
to say is being addressed to the wrong
group. I believe that some of the remarks I

will make regarding the physicians’ public

relations should be made to the physicians

rather than to this group of medical assist-

ants. Even worse, is the fact that the medi-

cal assistants I need to reach are not those

who are here today. The fact that you are

here is evidence of the interest you have in
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your own organization and the proof that

you are the ones who recognize problems

and handle situations correctly. The girls

we need to reach are those who are not in-

terested, who are here, and who are not

planning “to belong”. The ones who look at

their position as a job necessary to either

make or help make a living, depending up
on their marital state.

I am sure all of you realize that, as in an

airplane flight, it is not the pilot, nor the

ticket agent, who is responsible for one’s

opinion concerning the flight, rather, it quite

obviously is the hostess—the way she treats

you and the other passengers who provide

the basis for your opinion of the airline.

Likewise, the “hostess” in the doctor’s office,

whether she is a nurse, medical assistant,

receptionist, secretary, technician, book-

keeper or a combination of any or all of

these, is often responsible for the opinion

the patient has of the medical profession

as a whole as well as of the individual

physician.

What do we look for, then, in a medical

assistant? I think too often the doctor looks

for, and accepts too little. He actually

needs the best qualified and trained office

assistant it is possible for him to find. He
needs the girl with the four A’s:—Appear-

ance, Ability, Attitude and Action.

What about her appearance—and I do not

necessarily mean physical beauty, though I

am quite sure no doctor was ever hurt by
having an attractive aid! The real question

is whether she is neat and clean; what do

her fingernails look like, does she keep the

office and equipment as clean as her person.

Ability, and by this I mean not just, is she

smart, capable, and quick, etc.—but does she

have an ability to get along with people!

Does she understand that the average pa-

tient who comes in to my office is not aver-

age in any sense of the word. He is sick, he

is worried, he is upset about his family or

the cost of his unexpected illness. He may
be resentful, and certainly the first person

he encounters—the girl at the front desk—is

the person at whom such a patient often

lashes out in anger; the aid’s ability to han-

dle this kind of situation determines to a

large extent not only the quantity but qual-

ity of the practice of the physician for

whom she works. The ability to handle the

telephone, especially in certain specialties,

is all important with respect to the doctor’s

practice. The ability to satisfy the patient,

get the answers the patients needs and

wants, and yet to keep the doctor from
spending all day on the telephone is a real

art and one which has to be worked at con-

stantly to be performed satisfactorily. The
ability to handle the patient with respect to

his bill, or certainly in regard to misun-

derstandings about his bill, or any other

grievance the patient may have against the

physician, is one the girl must develop to

meet problems with tact and diplomacy.

Obviously, I have included attitude and
actions to some extent under our conversa-

tion about ability, and certainly the attitude

and the action the aid takes with respect to

the business side of the physician’s practice

is all important. The keeping of adequate

and accurate records, sending correct state-

ments at regular intervals, the handling of

insurance forms, the willingness to fill out

the numerous Medicare or other forms pre-

sented by the patient who is over whelmed
by them, represent attitudes and actions of

inestimable importance in your day to day
work.

The public today very often forms an

opinion of the doctor and medicine in gen-

ral from the attitude and impressions gained

through contact with related personnel.

The nurses, technicians and office assistants

often spend more time with the patient

than does the physician. A basic public re-

lations technic is that of doing a good job

and telling the world about it in good taste,

of course. I reduce this to a sort of formula

called “good performance—publicly recog-

nized.” Sounds simple doesn’t it. Well it

isn’t!

The biggest complaint physicians voice

about medical assistants is the lack of inter-

est or initiative in the job. This, of course,

can be translated into pre-occupation with

their private lives and private problems.

Most doctors are dedicated people—their

work is generally their life, and most ex-

pect those who work with them to show
some of this same sense of dedication to

their job. Actually is not this one of the

marks of a real professional.

One of the most effective ways you can

create a good public impression of your job
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as a medical assistant is this:—To show
pride in your job and to speak kindly of it.

Let the people with whom you come into

contact know that even though you do not

practice medicine you are proud of your

role as one on a medical team. A pleasing

telephone personality, as well as how you

greet and handle the patient in person is

one of the most important ways you reach

the public.

Some of the ways you can help the medi-

cal profession and improve your own public

relations in the process are first to be

loyal—actually speak up when someone ma-

ligns a physician or the profession. You
know that many of the off-hand statements

that are made are not true and it is worth-

while for you to say so. Secondly, be in-

formed. When you are away from the

office you are actually considered an au-

thority on medical matters, just like the

janitor in the bank is an authority on stocks

and bonds among his own circle of friends.

Know why we oppose certain legislation or

know why hospital charges and cost are

higher, know the issues facing medicine

today. Third, be professional. Through the

medical assistants association you have the

opportunity to improve yourself and thus to

do a better job of serving the public. Four,

be of help. Never has medicine been chal-

lenged more severely than it has today.

Certainly we are outnumbered by those

who would destroy our system of medicine

and substitute bureaucratic controls. You
can well imagine how you will be called

upon from time to time to help on many of

the programs both legislative and in public

relations. Of course we need your help.

Fifth, be proud. Be proud of your role on

the medical team that has added health

and years to our lives, be proud of the team
that seeks to destroy suffering, that has

eliminated many of the scourges of mankind
and that makes new advances against dis-

ease almost daily. Be proud of helping in a

profession whose main goal is to get ev-

eryone well, and therefore to put itself “out

of business,” so to speak.

Again I would say that I am making
many of these statements to the wrong
group. You here recognize and work at

just the things I have related.

Some of the things I would like to call to

your attention as ways in which you can
help the medical profession and which of

course include your own profession, are

some of the problems in public relations

and communication that the Tennessee

Medical Association has attempted to solve

over the past few years. In this area I can

speak with at least some minimal authority,

having been Chairman of the Association’s

Public Service and Communications Com-
mittee for the last couple of years, and pres-

ently as Chairman of the Legislative Com-
mittee. You are all aware of the television

programs that have been sponsored by the

TMA and local television stations through-

out the state. Many of your own doctors

have been asked to help by being on these

panels and have done so. Your publication

and your association, as well as your indi-

vidual contact with your doctor’s patients

should see to it that the public is informed
of these programs. We need your help in

such things as Community Health Week
each October or November and the organi-

zation of and help with Diabetic Detection

week.

One of the things I would like this group
to do, as a state wide project, would be to

actively promote a health careers program
which encourages youngsters to enter

health fields in all its related areas. Not
just medical school but nursing school, labo-

ratory technician training, medical secre-

tary, receptionist training, x-ray techni-

cians; all of the related and ancillary fields

of medical personnel are woefully under-

staffed at the present time by smart, compe-
tent, well trained people, and we could cer-

tainly use your help in fostering these ca-

reers.

In another area I think your group could

be of real assistance—the promotion of the

pocket-health card that is prepared jointly

and sponsored by TMA and the Tennessee

Department of Public Health.

Of course, the main place of your help is

in day-to-day public relations. We must all

remember that those who would destroy

our system of medicine would first destroy

the image of medicine. If we put our own
house in order, if we convince our patients

by our deeds that their interests are para-

mount with us, then the American people

will be less inclined to believe in those who
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are dedicated to destroy medicine as a free

institution. We must, therefore, appraise

our own deficiencies and correct them, and

must all be headed in the same direction

with the unity of purpose.

We must, of course, remember that our

prime reason for being is better care for our

patients in every sense of the word.

IN MEMORIAM

Lawwill, Stewart, Sr. Chattanooga. Died 22,

August, 1967, Age 75. Graduate of Vanderbilt

University School of Medicine, 1915. Member of

the Chattanooga-Hamilton County Medical

Society.

Weinstein, Bernard Marx, Nashville. Died 27,

August, 1967, Age 60. Graduate of Vanderbilt

University School of Medicine, 1932. Member of

Nashville Academy of Medicine.

Pollard, T. G., Nashville. Died 3, September,

1967, Age 89. Graduate of University of

Nashville Medical Department, 1901. Member of

Nashville Academy of Medicine.

Bender, Chas. A., Memphis. Died 27, August
1967, Age 73. Graduate of University of Tennes-
see College of Medicine, 1917. Member of Mem-
phis-Shelby County Medical Society.

Alsobrook, W. L., Nashville. Died 31, August,

1967, Age 53. Graduate of Bowman Gray School

of Medicine of Wake Forest College, Winston-
Salem, N. C., 1944. Member of Nashville Acad-
emy of Medicine.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Roane-Anderson County
Medical Society

Dr. Richard A. Obenour, Knoxville, was
the speaker at the dinner meeting of the

Roane-Anderson County Medical Society,

held August 29th in the Cafeteria of Oak
Ridge Hospital. Dr. Obenour’s presentation

was entitled, “Practical Aspects of Pulmo-
nary Function Testing.”

Nashville Academy of Medicine

Davidson County Medical Society

Dr. Kenneth L. Herrmann, chief of the

Virus Exanthems Unit at the Communica-
ble Disease Center, Atlanta, Georgia, gave

the scientific presentation on “New Con-

cepts of Infectious Disease in the Communi-

cable Disease Center”, at the meeting of the

Academy on September 12th.

Members attending the meeting, held in

the auditorium of the Veterans Administra-

tion Hospital, also heard reports from Dr.

Stanley Olson, director of the Tennessee

Mid-South Regional Medical Program, and

Dr. Charles Trahern of Clarksville, a mem-
ber of the TMA Board of Trustees. Dr.

Trahern reported on TMA and AMA activi-

ties and projects.

Memphis-Shelby County
Medical Society

The Memphis-Shelby County Medical So-

ciety met in regular session in the audito-

rium of the Institute of Pathology, Univer-

sity of Tennessee, on September 5th. The
program entitled “Tax Benefits Under
H.R.-10” was presented by the Society’s

Retirement Trust Committee and members
of the staff.

Knoxville Academy of Medicine

The Knoxville Academy of Medicine met
on September 12th in the Academy of Medi-

cine Building. The program, entitled “The

Many Faces of Allergy” was presented by
Dr. Robert Preston Hornsby.

NATIONAL NEWS

The Month In Washington

(From the Washington Office, AMA)

The American Medical Association

strongly opposed a suggestion that doctors’

fees under medicare be based on Blue

Shield schedules. The suggestion was made
to AMA officials while they were testifying

before the Senate Finance Committee on

the House-approved social security bill

which includes amendments to the medi-

care and medicaid programs. Dr. Samuel
R. Sherman, San Francisco, chairman of the

AMA’s Council on Legislative Activities,

said there would be heavy opposition from

the medical profession to any change from
the present usual-and-customary fees.

Dr. Milford O. Rouse, president of the

AMA, gave general approval to the bill
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From a continuing study on nasal congestion . .
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timed to work

while your patient does
A study being conducted by the Department of
Otolaryngology, Greater Baltimore Medical Center is

stockpiling evidence that points to the fast action and
prolonged relief effected by Triaminic in the treat-

ment of nasal congestion.

Begun in March 1966, the study to date has encom-
passed 85 patients with common nasal disorders—

It’s a comforting thing to know

and measured their response to recommended doses

of Triaminic tablets.

Timed to release its oral nasal decongestant and two
antihistamines within 8 hours, Triaminic was found to

effect partial or complete relief in better than 82% of

the subjects treated. Clearing nasal obstruction. Re-

ducing turbinate swelling. Making breathing easier,

that Triaminic really works.

Triaminic",timed-release tablets

Each timed-release tablet contains:

Phenylpropanolamine hydrochloride 50mg. Pyrilamine maleate 25mg. Pheniramine maleate 25mg.
Side effects: Occasional drowsiness, blurred vision, cardiac palpitations, flushing, dizziness, nervousness or gastrointestinal upsets.

Precautions: The patient should be advised not to drive a car or operate dangerous machinery if drowsiness occurs. Use with caution in

patients with hypertension, heart disease, diabetes or thyrotoxicosis.

DORSEY LABORATORIES a division of The Wander Company LINCOLN, NEBRASKA 68501



October, 1967 NATIONAL NEWS I I 17

passed by the House which, he pointed out,

incorporated a number of changes recom-

mended by the AMA. He said further sub-

stantive changes better could await the

knowledge that one or two more years of

experience would bring. However, he

urged that consideration then be given to

major changes in Medicare Plan B which

covers physicians’ services.

“We believe it is possible for the Con-

gress, the medical profession and others in-

terested in the subject to develop a new
mechanism for delivering medical care to

people over 65 that would be consistent

with existing private sector mechanisms”,

Dr. Rouse said.

“
. . . the Congress realizes it has an

open-end program with rising and perhaps

uncontrollable costs. We believe that it is

possible, and would be eminently practical,

to devise another approach that could solve

problems which beset Part B. One possibil-

ity, for example, might be to substitute for

the Part B program a subsidy to all eligible

persons, to be used for the purchase of pri-

vate health insurance. Such an approach

could have many advantages.

“The eligible over-65 patient would have

a qualified private insurance program of his

choice, at no greater expense then he has

under the Part B Medicare program; car-

riers would have a greater responsibility for

their own performance with an opportunity

to exercise initiative; the physician would
continue to deal with his over-65 patient in

every respect in the same way as he did be-

fore the patient’s birthday; and the Con-

gress would have a program with defined

costs, and one which would offer the nation

a comparision of mechanisms in use to meet
the problems of financing health care of the

elderly.”

Other points in the AMA testimony in-

cluded:

—Beginning with the provisions of Title

XVIII (Medicare)
,
the (House) bill does

not place the disabled of all ages under

Medicare, as had been proposed earlier.

We think the House acted wisely in es-

tablishing instead, a special Advisory Coun-
cil to study the problems related to the in-

clusion of this group and to study the costs

involved.

—In addition to the present method of

payment for physicians’ services, the

(House) bill provides two new options: ei-

ther the physician can submit his itemized

bill directly to the carrier, in which case

payment of 80 percent of the reasonable

charge would be made to him, providing the

full charges does not exceed the reasonable

charge, or to the patient at his direction; or

the patient may submit the itemized bill

and be paid 80 percent of the reasonable

charge. From the program’s inception, the

AMA has urged that the payment be per-

mitted on the basis of an itemized statement

of charges.

—Outpatient hospital diagnostic services

would be transferred to Part B of Title

XVIII and be subject to the deductible and

coinsurance features. This is in keeping

with our recommendation to the House
Ways and Means Committee that outpatient

services be included under Part B, and so

remove the administrative difficulty or dis-

tinguishing between therapeutic and diag-

nostic services.

—The bill eliminates both the require-

ment for initial physician certification for

hospitalization of Medicare patients and

the requirement for physician certification

for outpatient hospital services. The AMA
recommended the elimination of initial cer-

tification and the subsequent recertification.

We continue to recommend the addition of

this second step to eliminate the require-

ment of any certification, since any need in

this regard will be satisfied by the work of

the medical review or utilization review

committee.

—We believe that physicians, having

been brought under Social Security, should

be accorded the same privilege and oppor-

tunity for reaching a fully insured status as

was accorded other professional groups

when they were included in the program.

Accordingly, we urge this Committee to

consider the adoption for physicians of an

“alternative insured status” similar to that

permitted by the amendments of 1954 and

1956 which brought into the program many
new groups of people and professional

self-employed persons, including lawyers.

Further, we urge this Committee to con-

sider amendments that would “drop out” an

appropriate number of years for physicians
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to make their eligibility for cash benefits

both equitable and realistic.

—We must oppose the drug legislation of-

fered before this Committee as amendments
to H.R. 12080. We would suggest that

rather than to enact such legislation it

would be worthwhile at this time to study

in depth, all the economic and therapeutic

factors which enter into the use of prescrip-

tion drugs.

*
The federal government has stepped up its

campaign against cigarette smoking with

the issuance of a new report and the ap-

pointment of a Lung Cancer Task Force. A
second Public Health Service report on the

subject summarizes three and one-half

years of research and study into the health

dangers of smoking. The Department of

Health, Education and Welfare said the re-

port confirms and strengthens the conclu-

sions of a 1964 report. The second report

provides new technical data on the relation-

ship of smoking to cardiovascular, chronic

bronchopulmonary disease, cancer and

other conditions.

—Cigarette smokers have substantially

higher rates of death and disability than

their nonsmoking counterparts in the popu-

lation. This means that cigarette smokers

tend to die at earlier ages and experience

more days of disability than comparable

nonsmokers.

—A substantial portion of earlier deaths

and excess disability would not have oc-

curred if those affected had never smoked.

—If it were not for cigarette smoking,

practically none of the earlier deaths from

lung cancer would have occurred; nor a

substantial portion of the earlier deaths

from chronic bronchopulmonary diseases

(commonly diagnosed as chronic bronchitis

or pulmonary emphysema or both)
;
nor a

portion of the earlier deaths of cardiovascu-

lar origin. Excess disability from chronic

pulmonary and cardiovascular diseases

would also be less.

—Cessation or appreciable reduction of

cigarette smoking could delay or avert a

substantial portion of deaths which occur

from lung cancer, a substantial portion of

the earlier deaths and excess disability from

chronic bronchopulmonary diseases, and a

portion of the earlier deaths and excess dis-

ability of cardiovascular origin.

Dr. Kenneth M. Endicott, director of the

National Cancer Institute, is chairman of

the Lung Cancer Task Force made up of 10

physicians and scientists. Dr. Endicott said

that the group will concentrate on research

for the development of a less hazardous cig-

arette, prevention of occupational cancer

due to exposure of workers to cancer-

causing substances in their working envi-

ronment, and improvement of the present

low lung cancer cure rate of 5 percent.

MEDICAL NEWS
IN TENNESSEE

Tennessee Valley Medical Assembly

Dr. Philip Thorek, internationally known
medical textbook author and surgeon, was
one of the principal speakers at the 15th an-

nual meeting of the Tennessee Valley Medi-
cal Assembly held in Chattanooga, October
2 and 3. Dr. Thorek, well known to the

Chattanooga medical community, was on
the Assembly’s first program when it was
organized in 1953 and has accepted invita-

tions to return in 1958 and in 1964.

Other speakers and their subjects were:

Dr. Carroll L. Wittin, Louisville, president

of the American Academy of General Prac-

tice
—“Medicare, What Does the Future

Hold?”; Dr. B. H. Scribner, professor of

medicine, Department of Urology, Univer-

sity of Washington School of Medicine

—

“Dialysis in Chronic Renal Failure”; Dr.

John G. Boutselis, associate professor, De-
partment of Obstetrics & Gynecology, Ohio
State University College of Medicine

—

“Carcinoma in Situ of the Cervix”; Dr. Ver-
non Knight, professor and chairman of the

Department of Microbiology, Baylor Uni-

versity College of Medicine—“New Studies

on the Common Cold and Influenza”; Dr.

Shields Warren, professor of pathology,

New England Deacon Hospital, Boston

—

“Pathology of Cancer of the Thyroid and Its

Relation to Radioactive Fallout”; Dr. Guy
L. Odom, professor of neurosurgery, Duke
University Hospital, Durham, N. C.

—

“Intracranial Bleeding of Nontraumatic
Origin”; Dr. Louis K. Diamond, Department
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of Pediatrics, Harvard University Medical

School—“Blood and Blood Replacement,

Benefits and Hazards”; Dr. Robert A.

Robinson, chairman of the Department of

Orthopedic Surgery, Johns Hopkins Hospi-

tal
—“Anterior Fusion of the Cervical

Spine”; Dr. James T. Grace, Jr. associate

director, Roswell Park Memorial Institute,

Buffalo, N. Y.
—“Viruses and Neoplasms”;

Dr. Henry N. Harkins, professor of surgery,

University of Washington—“Development

and Advantages of the Combined Operation

for Duodenal Ulcer Incorporating Selective

Vagotomy”; Dr. Harris D. Riley, Jr., profes-

sor of pediatrics, University of Oklahoma
School of Medicine—“Measles Vaccine; Re-

sults of Studies and Use in Practice”; Dr.

Edward D. Freis, Medical Investigator,

Veterans Administration, Washington

—

“Treatment of Hypertension”; and Dr. J.

Eugene Lewis, Jr., chief pediatric surgery,

St. Louis University School of Med-
icine

—“The Optimum for Elective Surgery

in Children.”

John Carmichael, sports editor of the

Chicago Daily News, was guest speaker at

the banquet held October 2nd in the Patten

Hotel.

Advisory Committees Named
To Fulfill State Medical Act

Appointments to an Educational Advisory

Committee and a Technical Advisory

Committee have been announced by the

Commissioner of the Tennessee Department
of Public Health. The purpose of the

committees, established in compliance with

Section 9 of the Tennessee Medical Lab-

oratory Act, is to review and make
recommendations for governing the train-

ing of laboratory personnel, and regulations

of licensure of laboratory personnel and

medical laboratories, including hospital lab-

oratories, blood banks and independent lab-

oratories.

The Educational Advisory Committee is

headed by Dr. L. W. Diggs, professor of

medicine at the University of Tennessee

School of Medicine, Memphis. Dr. John R.

Duckworth of Methodist Hospital in Mem-
phis heads the Technical Advisory Commit-
tee.

Physician members of the Educational

Advisory Committee are Dr. George R.

Mayfield, Columbia; Dr. John M. Wood-
ward, Knoxville; Dr. Frank R. Blood, Nash-

ville. Named to the Technical Advisory

Committee were Dr. Thomas P. Potter, Jr.,

Johnson City; Dr. Dempsey B. Morrison,

Memphis; Dr. Sarah H. Sell, Nashville; Dr.

Addison B. Scoville, Jr., Nashville and Dr.

Gordon H. Turner, Jr., Linden.

University of Tennessee

College of Medicine

Research support in the College of Basic

Medical Sciences for the fiscal year 1966-67

(ending June 30) totaled $1,598,098, ac-

cording to a summary compiled by As-

sistant Dean J. Sherman Davis. When
projected on the basis of commitments for

the next several years (some of the projects

are programmed into 1970) ,
the approxi-

mate grant total for the college is

approximately $5,332,000. Last year’s

allocation covered all departments in the

college, involving approximately 45 mem-
bers of the Basic Sciences faculty and a

total of 91 different grants. The NIH fund-

ed 35 of the research projects as well as 20

training and administrative grants. A total

of 36 grants were funded by a variety of

agencies or foundations, including the

American Cancer Society, Atomic Energy
Commission, Easter Seal Foundation, state

and local Heart Associations, National Sci-

ence Foundation, others.

*
New Grants—A $176,000 grant covering a

three-year period has been awarded the

Medical Units to finance a stepup in grad-

uate training in diseases affecting the ear,

nose, throat, face and neck. Recipient of

the grant is the Division of Otolaryngology

headed by Dr. Sam H. Sanders. Dr. Edwin
N. Rise, assistant professor of surgery in

otolaryngology, will direct the training pro-

gram. The grant was awarded by the Na-

tional Institute of Neurological Diseases

and Blindness, a division of the U.S.P.H.S.

The first year’s allocation will be $59,255,

with subsequent years scheduled at the rate

of $55,000 and $64,335.

Dr. Edward H. Storer, associate professor

of surgery, has received a USPHS clinical

cancer training grant in the amount of

$73,917.
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Dr. Davis Knott, assistant professor of

clinical physiology, and Dr. James Beard,

assistant professor of radiation biology,

have two new grants, one of $26,000 for

study of chronic alcoholism and a Tennessee

Psychiatric Hospital contract for $16,050.

New Faculty—Dr. N. Gene Lawyer, as-

sistant professor of pediatrics; Dr. Dan A.

Dunaway, instructor in dermatology; Dr.

Sergio A. de Lemerens, assistant professor

of pediatrics; Dr. Robert R. Hughes, associ-

ate professor of Obstetrics and Gynecology;

Dr. Irwin J. Kerber, instructor in Obstet-

rics-Gynecology; Dr. Brett B. Gutsche, as-

sistant professor of anesthesiology; Dr. John
D. Simpson, instructor in anesthesiology;

Dr. Michael C. McNalley, associate profes-

sor of medicine and director of the Cardiac

Catheterization Laboratory; Dr. Donald

Dick, professor of radiology; Dr. Howard H.

Vogel, professor and director of radiobiolo-

gy; Dr. Mellon A. Fry, Jr., assistant profes-

sor of radiology; and Dr. Richard Stout, fel-

low, pediatric allergy.

Vanderbilt University

School of Medicine

Dr. John Pate, associate professor of

human behavior, is one of three faculty

members at Vanderbilt Medical School to

receive grants that total $86,999. The other

two faculty members to receive grants

awarded by the U. S. Office of Education,

Bureau of Handicapped Children and
Youth, were Dr. Warren Webb, associate

professor of clinical psychology, and Dr.

Sarah Sell, assistant professor of pediatrics.

The federal grant is for an intensive

study of “The School Adjustment of Post-

Meningitic Children.” The research team
plans to study children with a previous

history of meningitis to check for any signs

of damage that may affect their proper ad-

justment in school. It will be a two-year

study involving approximately 50 children,

ages six to nine.

*

Dr. John Lewis Simmons, former chair-

man of the division of urology at the

University of North Carolina, has been
appointed associate professor of urology,

department of surgery. Dr. Simmons will
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also serve as chief of urologic surgery at the

Veterans Administration Hospital in

Nashville.

PERSONAL NEWS

Citizens of Morrison designated August 12th as

“Dr. B. Campbell Smoot Day” in recognition of

Dr. Smoot’s outstanding service to his community
and country for many years.

Dr. B. F. Byrd, Jr., Nashville, research spokes-

man for the American Cancer Society’s Tennessee

Division, was featured speaker at the annual

meeting of the Warren County Unit, American
Cancer Society, on August 25th. Dr. Byrd is the

delegate director on the National Board of the

American Cancer Society, and is a past president

of the Tennessee Division.

Dr. William Weathers, Jr. has joined the medi-

cal team of Drs. Arch Bullard and Paul Johnson,

Jr. in Chattanooga. Dr. Weathers is a specialist

in obstetrics and gynecology.

Dr. W. Walter Pyle of Franklin is serving a

sixty-day period (September 11-November 9) as a

volunteer physician in Viet Nam.
Dr. Guy C. Pinckley, Jamestown, has an-

nounced that his son, Dr. Jimmie N. Pinckley,

will become associated with him in the practice of

medicine.

The Knoxville Academy of Medicine has pre-

sented a plaque to Dr. Ray V. DePue, Sr. for 56

years of service to medicine in the community.
Dr. DePue, a 1910 graduate of Lincoln Memorial
University’s medical school, has been a member
of the local Academy since 1911.

Dr. W. Glenn Petty has opened offices for the

practice of general surgery at Suite 415, Doctors

Building, in Chattanooga. A graduate of the Uni-

versity of Tennessee, Dr. Petty earned his M.D.

degree from the Emory School of Medicine in

1955.

Dr. Thomas F. Frist, Nashville, was the fea-

tured speaker at a meeting of the Lawrence
County Heart Association on August 3rd.

Dr. G. Baker Hubbard, Jackson, has been ap-

pointed to the Tennessee Commission on Aging by
Governor Buford Ellington. Dr. Hubbard’s ap-

pointment became effective July 1st.

Dr. Tom C. Wood has been named chief of the

medical staff at Henry County General Hospital.

Other officers are Dr. Kenneth Ross, vice-chief;

Dr. J. Ray Smith, Secretary, and Drs. I. H. Jones

and Joe D. Mobley, executive committee mem-
bers.

Dr. Martha McDonald has opened offices for the

practice of internal medicine with a special inter-

est in endocrinology at 1010 East Third Medical

Building, Chattanooga. Dr. McDonald attended

the University of Chattanooga and is a graduate

of Rollins College, Winter Park, Florida. She re-

ceived her M.D. degree from Woman’s Medical

College of Pennsylvania in Philadelphia.
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Dr. D. M. Spotwood, Pulaski, has been named
to the State Board of Education by Governor

Ellington. Dr. Spotwood succeeds Dr. Harold

West who resigned because of ill health.

D. Harmon L. Monroe, Erwin, Dr. Charles W.
Davis, Humboldt, and Dr. H. Stratton Jones of

Harriman, have been re-elected to active mem-
bership in the American Academy of General

Practice. Re-election signifies that the physician

has successfully completed 150 hours of accredited

postgraduate medical study in the last three

years.

ANNOUNCEMENTS

Calendar of Meetings, 1967-68

State

Nov. 1-3 Tennessee Academy of General

Practice, 19th Annual Scientific

Assembly and Congress of

Delegates, Gatlinburg Audito-

rium, Gatlinburg

Nov. 16 Middle Tennessee Medical As-

sociation, Fayetteville

Feb. 14-16, 1968 Mid-South Postgraduate Medi-
cal Assembly, Memphis

National

Oct. 27-30 Association of American Medi-
cal Colleges, New York Hilton,

New York
Oct. 29 American Association of

Ophthalmology, Palmer House,

Chicago

Oct. 29-Nov. 1 American College of Gas-

troenterology, Biltmore Hotel,

Los Angeles

Oct. 29-Nov. 3 American Academy of

Ophthalmology & Otolaryngol-

ogy, Palmer House, Chicago

Nov. 5-8 American Society of Plastic

and Reconstructive Surgeons,

Waldorf-Astoria, New York
Nov. 9-11 Southern Thoracic Surgical As-

sociation, Sheraton Dallas,

Dallas, Texas

Nov. 13-16 Southern Medical Association,

Miami Beach, Florida

Nov. 16-18 Western Surgical Association,

Ambassador Hotel, Los Angeles

Nov. 25-26 American College of Chest
Physicians (Interim Clinical

Meeting) Houston, Texas
Nov. 26-29 American Medical Association

(Clinical Convention) Houston
Dec. 2-7 American Academy of Derma-

tology, Palmer House, Chicago
Dec. 4-6 Southern Surgical Association
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The Homestead, Hot Springs

Va.

Jan. 19-20, 1968 American Society for Surgery

of the Hand, Palmer House,

Chicago

Jan. 20-25 American Academy of Ortho-

paedic Surgeons, Palmer
House, Chicago

Jan. 29-31 Society of Thoracic Surgeons,

Roosevelt Hotel, New Orleans

Feb. 3-7 American Academy of Allergy,

Statler-Hilton, Boston

Feb. 6-10 American College of Radiol-

ogy, Drake, Chicago

Feb. 8-10 Society of University Sur-

geons, Americana, New York
Feb. 8-10 Southwestern Medical Associa-

tion, Sheraton-El Paso Motor
Inn, El Paso, Texas

Feb. 19-21 American College of Surgeons

Sectional Meeting, Statler Hil-

ton Hotel, Dallas

Feb. 22-24 Central Surgical Association.

Sheraton-Cleveland, Cleveland

Feb. 28-Mar. 3 American College of Cardiol-

ogy, San Francisco Hilton

Hotel, San Francisco

March 1-3 American Association of Path-

ologists and Bacteriologists,

Drake Hotel, Chicago

March 11-13 American College of Surgeons

(Sectional Meeting for Doctors

and Nurses), Williamsburg Inn,

Williamsburg, Va.

March 18-20 American Academy of Pedia-

trics, Regency Hyatt House,

Atlanta

March 24-30 American Society of Clinical

Pathologists (Interim) Roose-
velt Hotel, New Orleans

March 25-28 Southeastern Surgical Con-
gress, Sheraton-Park Hotel,

Washington, D.C.

March 25-29 American College of Allergists,

Denver Hilton, Denver
March 29-31 American Society of Internal

Medicine, Hotel Statler, Boston

Rural Health Conference

The 1967 Rural Health Conference, sponsored

by the Tennessee Medical Association, the Uni-

versity of Tennessee Agricultural Extension Serv-

ice, and the Tennessee Farm Bureau Federation,

will be held October 25th at the Holiday Inn

—

Rivermont in Memphis. The interesting, inform-

ative program will include such topics as “AMA’s
Rural Emergency Care Plan”; “If Disaster

Strikes”, a film narrated by Danny Thomas;
“Medical Self-Help Program in Tennessee”; “Poi-

sons”; “Medical Careers in Tennesssee”; “The

Farmer’s Interest in Rural Health and Safety”;

and “Health Legislation before Congress (Titles

XVIII and XIX of P.L. 89-97).”

Interested physicians are urged to attend.
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Rewarding Opportunity

in a new

Medical Center

THE MEDICAL CENTER OF NASHVILLE
Located directly across the street from the new Nashville

Memorial Hospital, The Medical Center of Nashville has been

carefully designed and built to make it one of the most modern,

functional and attractive medical centers in America. It is the

major medical facility in Nashville’s most rapidly expanding area.

It serves some 240,000 people.

There is space for a total of twenty-five doctors in the Center.

Comfortable suites accommodating one to four doctors can be

provided. Also within the building is an apothecary, an optical

dispensary and a modern laboratory complete with X-Ray and

X-Ray treatment facilities. All doctors’ private offices will be

paneled and carpeted at no extra cost. Central zoned heating

and cooling insures each individual room will maintain the desired

temperature. A centralized IBM bookkeeping, billing and collec-

tion service is available. There is more than ample off-the-street

parking.

For free brochure and more complete information, write or

call Drew Maddux, Maddux Realty Company, Inc., 4705 Gallatin

;, Tennessee. Telephone: 615 — 262-5745.

Realty Company, Incorporated

leasing agent for The Medical Center of Nashville.
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AMA Clinical Convention
November 26-29—Houston

A scientific program especially designed for the

physician in practice again will be featured at the

AMA’s Clinical Convention in Houston, November
26-29. The four-day meeting will include scien-

tific sessions on 18 major topics, four postgradu-

ate courses, breakfast roundtable conferences,

closed-circuit television and medical motion pic-

ture programs, and more than 150 scientific ex-

hibits.

Of special interest are the postgraduate courses,

expanded to four topics: Fluid and Electrolyte

Balance, Oncology, Cardiovascular Disease, and
Obstetrics and Gynecology. Each course will

consist of three half-day sessions featuring out-

standing teachers.

Scientific and industrial exhibits and all scien-

tific meetings will be in Houston’s new Astro
Hall, a part of the Astrodome complex. The
House of Delegates will be held in the Sham-
rock-Hilton Hotel.

Topics at the general scientific sessions include:

aerospace medicine, antibiotics, arthritis, cancer,

cardiovascular medicine, cardiovascular surgery,

dermatology, endocrinolgy, gastroenterology, gen-

eral surgery, genitourinary treatment, geriatrics,

obstetrics and gynecology, ophthalmology, otolar-

yngology, pediatrics, and psychiatry. There also

will be a session on “new cares” featuring a dis-

cussion of legal and social problems now faced by
the physician.

Breakfast Roundtable Conferences will discuss

(1) Indication and Limitation of Uses of Antibiot-

ics, (2) “The Moral and Ethical Aspects of Caring

for the Dying Patient”, (3) “Management of Cer-

ebrovascular Insufficiency”, and (4) “Adolescence,

Age of Rebellion; Some Related Psychiatric As-
pects”. Numbers 1 and 2 will be Tuesday morn-
ing, November 28; Numbers 3 and 4 will be
Wednesday morning, November 29. Tickets will

be $3 each.

An outstanding program of closed-circuit color

television and more than 25 medical motion pic-

tures will be presented. Live, color television

broadcasts of surgery and discussions from Hous-
ton’s Hermann Hospital will be seen on a large

screen in Astro Hall. Medical motion pictures

will include three or four premier showings, plus

several films that were well received at the AMA
annual convention last June.

International Congress of Lymphology

The 2nd International Congress of Lymphology
will be held March 15-20, 1968, at the Fontaine-

bleau Hotel in Miami Beach, Florida. The basic

themes of the Congress are: (1) Basic lymphol-

ogy, (2) Lymphatic system in cancer, and (3) Ex-
perimental lymphology. Latest advances in var-

ious aspects of the lymphatic system will be pre-

sented by an international faculty which will in-

clude 40 guests speakers from abroad. A total of

45 hours of conference time, over 100 papers, 16

general discussions and 16 symposia will be pre-

sented.

For additional information write Manuel Via-

monte, Jr., M.D., professor of radiology and Coor-

dinator of Postgraduate Medical Education, Uni-

versity of Miami School of Medicine, 1450 N.W.
11th Avenue. Miami, Florida.

Tennessee Medical Association

133rd Annual Meeting

April 18, 19, 20, 1968

Read House, Chattanooga
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THE VIEWING BOX
The Image of the FDA

In a mid-1966 speech, FDA Commissioner
James L. Goddard said that the FDA has

surveyed 4,200 drug samples in 20 major
therapeutic categories and all collected by
FDA field offices. He added that 7.6 percent

of the products tested “deviated to a mate-

rial extent from declared potency.” On the

basis of this survey, Dr. Goddard concluded

that “one out of every 14 drug units manu-
factured is violative just on potency alone.”

If true, this would be an alarming bit of

news and it was of more than momentary
interest to the Pharmaceutical Manufactur-

ers Association. The PMA immediately set

out to learn more about the FDA
survey—and this brings us to the point of

this editorial.

We would expect that a copy of this sur-

vey would be instantly available to the

PMA. We would be hard put to name an

industry that is more concerned with qual-

ity control than the pharmaceutical indus-

try, represented by the PMA. Certainly a

letter to the FDA, asking for a copy of the

survey results, should merit an immediate,

positive response.

Accordingly, the PMA wrote to the

FDA—on August 22. Said the FDA in its

reply, “We . . . will be in touch with you
later.” On August 25, the PMA wrote an-

other letter—and received a similar reply.

On October 17, the PMA wrote a third let-

ter stating, “We believe it is most important

to obtain meaningful information on the

performance of drug manufacturers of vari-

ous kinds, so that mutual efforts can be put

forth by the industry and the FDA to raise

the level of quality of the drug supply as

high as possible.” From the FDA—no
answer.

On December 1, the PMA wrote its fourth

letter to Dr. Goddard and asked specifically

about the nature of the survey’s sampling

technique or design, the source of the sam-
ples, the lot or control number of the prod-

Editorial- G.P. 36: 75, 1967

ucts found to be subpotent and the method
of analysis. Again, no answer.

Meanwhile, in an October 29 speech, a

deputy undersecretary of HEW referred to

the elusive survey and added that “the

study was not a model of careful design any-

how.” This must have already been sus-

pected by members of the PMA staff.

During all these months, the FDA was
distributing news releases—citing the sur-

vey’s “results.” In the words of PMA Pres-

ident C. Joseph Stetler, the FDA kept “re-

playing the same tired number game which
it started June 8”—almost eight months
earlier.

Finally, on February 1, the PMA received

a brief letter and a list of the products ex-

amined by the FDA. The letter did not in-

clude (a) the lot or control numbers re-

quested by the PMA or (b) any of the other

information requested in the four letters

written by the PMA.
This is a sad story—and there’s a sequel

to it. On March 16, almost a year after Dr.

Goddard’s first mention of the survey re-

sults, he himself told the Pharmaceutical

Wholesalers Association that the survey

“cannot and should not be projected for the

industry.” This strikes us as being a direct

about-face, executed by a top-level govern-

ment official who had earlier concluded that

“one out of every 14 drug units manufac-
tured is violative just on potency alone.”

We have earlier taken a dim view of the

FDA’s apparent willingness to promote its

views in the public press. We do not ques-

tion the FDA’s right, or the right of any
man or agency, to tell its story in a manner
it alone prescribes. But we seriously ques-

tion the merits and propriety of indicting an
industry publicly—and then denying that

industry full access to the facts, all of the

facts.

In recent months, the Central Intelligence

Agency has been under fire—for its finan-

cial support of nongovernment organization

activities. We are not suggesting that the

FDA should be the target of a similar bar-

rage but we do feel that a few of its activi-
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ties should be public knowledge and we
propose to mention them here.

The FDA now subsidizes a newspaper col-

umn that discusses drug product, advertis-

ing regulations, health care devices, etc.

The reader does not have any way of know-
ing that this column is financed by the FDA.
The FDA is also reportedly “cooperating”

with the Tele-Med Corporation of New
York, a firm that offers its subscribers “a

daily telephone news service . . . with ad-

vance information from all FDA depart-

ments.” The programs feature interviews

with FDA officials and discuss such subjects

as new drug applications, new drug approv-

als, drug recalls, advertising, food, cosmet-

ics, etc. It would thus seem that the FDA
has a substantial interest, of one kind or an-

other, in the activities of the Tele-Med Cor-

poration.

These activities are described by Mr. Stet-

ler as a “rather exotic approach to the

transaction of the public business.” We
agree.

The FDA also publishes and sells a maga-
zine called FDA Papers and serious ques-

tion has been raised regarding the legal pro-

priety of such a publication, one which Mr.

Stetler says is being used “to color and

promote the image of the FDA . . . while

denigrating the drug industry.”

These activities are the activities of an

agency which insists that drug products

shall be clearly and fully labeled. We won-
der how many readers of the newspaper

column, distributed to 400 tradeunion news-

papers under the heading “Good and Wel-

fare,” know that it’s FDA-sponsored. It is

most certainly not “clearly and fully la-

beled.”

We would like to close with a quote taken

from Mr. Stetler’s recent report to PMA
members. Said Mr. Stetler: “Basic moral

and ethical questions are raised by this kind

of official surreptitiousness, questions to be

carefully considered by the news media as

well as by citizens generally who are con-

cerned with receiving untainted news of

their government’s activities. ... We are

unaware of any statue which contains au-

thority, expressed or implied, for an agency

to spend public funds to publish apparently

independent opinions of its performance or

its positions on matters with which it

deals.”

We get a trifle weary, from time to time,

with endless congressional investiga-

tions—and we’re not suggesting that one is

needed now. We do submit, however, that

it’s again time for the FDA to take a long

look at its own activities—and seek to serve

the public in an open and above-board man-

ner.

Our American heritage is threatened as much by our indifference as it

is by the most unscrupulous office or by the most powerful foreign

threat. The future of this Republic is in the hands of the American

voter.—Dwight Eisenhower.

JOIN IMPACT



INFLAMMATION:

A cellular

A SYNTEX REPORT based on recently

developed hypotheses about topical cor-

ticosteroids, including the cellular

theories of inflammation by Thomas F.

Dougherty, Ph.D., University of Utah.

You are looking at a fibroblast fight-

ing for life. This cell — one of the

most common found in connective

tissue — has literally been poisoned

by cytotoxins released from other

cells'that have ruptured. Soon, if the

abnormal activity of this fibroblast

does not cease, it, too, will rupture

and die — one more casualty in the in-

flammatory wave of destruction pre-

cipitated by injury.

Until a short time ago no one had
ever witnessed such a scene at the

cellular level. Now, through ad-

vanced cinemicrographic techniques,

it is possible to view and photograph

the inflammatory process as pro-

duced experimentally in living ani-

mal tissue. This method permits new
insight into the mechanism of inflam-

mation and the role of corticoster-

oids in therapeutic management.
Equally important, these techniques

shed new light on factors that may
make one corticosteroid more effec-

tive than another — factors that can

be correlated with other chemical,

biologic, and clinical parameters.
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CANTIL
(mepenzolate bromide)

LAKESIDE

Diarrhea, one of the most vexing symptoms
of common G. I. disorders can often be
curbed with Cantil (mepenzolate bromide),
bringing welcome relief to the harassed
patient. Relatively specific for the hyper-

active colon, it helps reduce diarrhea, pain

and spasm with minimal effect on other
viscera. Cantil (mepenzolate bromide) is

indicated whenever these symptoms are

associated with irritable colon, gastroenter-
itis, diverticulitis, and mild to moderate
ulcerative colitis.

It is an anticholinergic drug without narcotic

properties. Side effects are usually mild.

IN BRIEF: One or two tablets three times a day and
one or two at bedtime usually provide prompt relief.

Cantil with Phenobarbital may be prescribed if seda-
tion is required.

Dryness of the mouth, blurring of vision, constipation,

nausea, vomiting, bloating and dizziness may occur
but are usually mild and tr-ansitory. Urinary retention
is rare. Caution should be observed in prostatic hyper-
trophy —withhold in glaucoma. Contraindicated in pa-
tients sensitive to phenobarbital and/or Cantil (me-
penzolate bromide); in toxic megacolon, obstruction
of G. I. or G. U. tract.

SUPPLIED: CANTIL (mepenzolate bromide) — 25 mg.
per scored tablet. Bottles of 100 and 250. CANTIL with
PHENOBARBITAL — containing in each scored tablet

16 mg. phenobarbital (warning.- may be habit form-
ing) and 25 mg. mepenzolate bromide. Bottles of 100
and 250.
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The author emphasizes the surgical principle of combatting fecal soilage of the peritoneal cavity by
prompt intervention. Antibiotics have not altered this primary consideration.

Perforation of The Large Bowel
MALCOLM R. LEWIS, M.D., Nashville, Tenn.

Perforation of the colon, from whatever

cause, continues to be a potentially lethal

event. The old surgical adage that “contin-

ued fecal soilage of the peritoneal cavity is

not tolerated” is no less true in the anti-

biotic era. An isolated episode of fecal soil-

ing can be survived, but unrelenting con-

tamination is very often fatal. Perforations

occurring beneath the peritoneal reflection

are less likely to be fatal, but often result in

serious difficulty, nonetheless.

The time-honored principles of manage-
ment of perforation of the large bowel still

pertain and have been changed only in de-

gree by the advent of antibiotics. There

has been in recent years greater willingness

to resect the colon primarily in acute situa-

tions, but exteriorization or proximal colos-

tomy remain the mainstay of emergency
care. These principles are demonstrated in

the 14 patients reported here; these are pa-

tients with performation of the large bowel

seen and operated on by the author over an

11 year period. Certain problems peculiar

to the care of these patients have become
apparent and will be emphasized.

Traumatic Perforation

Injury from an external source which re-

sults in perforation of the large bowel is

necessarily violent and allows no time for

the surrounding tissues to rise to the de-

fense and wall off the area involved, as oc-

curs with inflammatory perforations. One
of the fatalities in this group of patients oc-

curred in the category of traumatic perfora-

tion (see chart) . This was a workman
struck in the abdomen by a wire cable with

resulting penetration of the transverse

colon. When first seen by a physician the

seriousness of his injury was not recog-

nized, and he was treated conservatively

with rest and antibiotics. The patient was
hospitalized 24 hours later when fever was
recognized, and a foul smelling discharge

appeared from the pinpoint perforation of

his abdominal skin. Even at this time no

signs of peritonitis were present and opera-

tion was further delayed until 48 hours

after injury. Laparotomy at this time re-

vealed a large rent in the tranverse colon

with a localized inflammatory reaction and

a draining sinus to skin. The colon defect

was exteriorized over a glass rod, but the

patient succumbed of sepsis, nevertheless,

in the immediate postoperative period.

Three gunshot wounds of the colon were
seen and all were exteriorized over a rod;

one additional traumatized area of the

cecum was found to be less than a full-

thickness injury and was simply inverted.

The nature of this clinical problem is al-

ways obvious, but it is interesting that dur-

ing laparotomy in one of these patients a

large hole in the splenic flexure was found

only after opening the lesser sac and ex-

ploring from within. This maneuver was
suggested by the inability to trace satisfac-

torily the continued course of the missile in

spite of the absence of any external evi-

dence of damage to the colon. These three

gunshot wounds were all operated on with-

out delay shortly after injury, and, as a

group did well although 2 of the patients

developed wound infections.

The patient who sustained the perforation

secondary to a D and C apparently was in-

jured by a dilator which penetrated the cer-

vix and entered the rectum at a point below

the peritoneal reflection. Although the per-

itoneal cavity itself was not involved, she
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Sex
and

Case Age TYPE OF PERFORATION OPERATION RESULT

1 M 42 Penetration of transverse
colon by cable

Exteriorization 48 hours
after injury

Died of sepsis

2 M 38 Gunshot wound ileum,
cecum and transverse colon

Resection of ileum, inversion
of crease in cecum, exteri-
orization transverse colon

Wound infection,
recovered

3 M 26 Gunshot wound of splenic
flexure

Exteriorization splenic
flexure, splenectomy

Recovered

4 M 27 Gunshot wound of splenic
flexure

Exteriorization splenic flex-
ure, suture of stomach

Abscess, recovered

5 F 53 Perforation during D & C Sigmoid colostomy Recovered

6 M 69 Perforation of colostomy
during irrigation

Proximal colostomy Recovered

7 M 82 Fall on leg of stool with lac-
eration urethra, rectum and
anus

Primary repair rectum and
anus, splinting of urethra

Anal incontinence,
urethral stricture

8 F 38 Diverticulitis of sigmoid Colostomy Mass subsided

9 F 54 Diverticulitis of sigmoid Colostomy Mass subsided

10 M 57 Diverticulitis with adhesive
small bowel obstruction,
advanced

Colostomy, drainage of
abscess, enterotomy

Aspirated gastric con-
tents, and died post-
operatively

11 F 79 Diverticulitis with perfora-
tion of one week’s duration

Colostomy and drainage of
abscess

Died of sepsis

12 M 46 Inflammatory disease cecum Right hemicolectomy Wound separation,
thrombophlebitis and
pulmonary emboli, pen-
icillin reaction, recovered

13 F 52 Carcinoma cecum Right hemicolectomy Recovered

14 M 66 Carcinoma sigmoid Colostomy and drainage,
later resection

Recovered

presented with fever and abdominal disten-

tion and complained of severe pain during

an enema given to relieve the distention.

All findings promptly cleared after a divert-

ing colostomy and no further local care was
necessary.

The colostomy perforation occurred in a

man with a mature single-barrel colostomy

apparently as the result of inexpert irriga-

tion and resulted in the formation of multi-

ple fistulae around the colostomy. This was
dealt with by a proximal diverting colos-

tomy. Fourteen instances of this particular

type of injury were recently reported by
Green and Blank (1). They thought the

factors responsible for colon perforation

were:—a rigid irrigating tip, forceful inser-

tion and too deep an insertion of the irrigat-

ing tube.

The elderly man who fell in the bathtub

on an upturned stool leg sustained an ex-

tensive laceration of the rectal wall below
the peritoneal reflection which was dealt

with satisfactorily by primary repair with-

out colostomy since drainage was adequate

from below. It is believed that the inconti-

nence of the external sphincter which re-

sulted might well have occurred even if a

colostomy had been done.

Perforation Due to Inflammatory Disease

The 4 perforations due to diverticultis

were all handled by proximal diverting co-

lostomy. Indeed, one could hardly argue

with the wisdom of this procedure which is

generally effective and represents a mini-

mal operation for a group of very ill pa-

tients.

One patient who expired had, in addition,

an obstruction of the small bowel of one

week’s duration and died from aspiration of

gastric content at the time of endotracheal

intubation. The other death was in a pa-

tient with diverticulitis and a long-standing

perforation and generalized peritonitis who
was moribund at the time of admission to

the hospital.

The patient with nonspecific inflamma-
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tory disease of the cecum presented with a

walled-off, localized process which was
readily amenable to right hemicolectomy.

Nevertheless, he had a somewhat compli-

cated postoperative course.

Perforated Carcinoma

Carcinomas with perforation may be re-

sected primarily or be delayed by proximal

colostomy depending upon circumstances.

Both methods were used in the 2 cases in-

cluded here. The perforated carcinoma of

the cecum had been effectively walled off

with little generalized peritoneal reaction,

whereas the patient with the perforated sig-

moid carcinoma showed a much more
marked peritoneal and systemic response.

These findings were sufficient to dictate pri-

mary resection in the former and diverting

colostomy in the latter patient.

In either event, the likelihood of cure is

negligible and a rapidly recurrent tumor is

the rule.

Discussion

The necessity for dealing promptly with

fecal soilage of the peritoneum is obvious

and is well demonstrated by the case of the

man who died after a 48 hour delay in ex-

teriorization of his perforation. This man
had received antibiotics for 24 hours before

operation but succumbed in spite of this.

This is in marked contrast to the 3 gunshot

wounds which were treated promptly with

survival of all. Again, one is reminded of

the importance of doing an exploratory la-

parotomy in any patient in whom even a

small possibility of penetrating injury ex-

ists.

In one of the patients who had a gunshot

wound the large hole in the splenic flexure

would not have been found if exploration

had been hasty or incomplete. The conse-

quences of such an oversight are easy to im-

agine.

Many patients with perforations of the
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colon particularly if long-standing or of ad-

vanced age, are too sick for anything more
than the most expeditious operative proce-

dure. In these patients a colostomy is the

ideal procedure. In better risk patients,

primary excision is worth considering as a

means of dealing definitively with the prob-

lem and avoiding a subsequent operation.

That this cannot always be done without

appreciable morbidity is demonstrated by
the patient (Case 12) who had a very com-

plicated postoperative course following an

emergency right hemi-colectomy.

When perforation occurs below the peri-

toneal reflection, proximal colostomy for di-

version is required only if drainage is not

adequate from below. The patient in Case

5 had little or no drainage from the vagina

following perforation of the rectum at a D
and C and began to improve only after a co-

lostomy was done. The patient in Case 7,

on the other hand, sustained a laceration

through the perineum and the wall of the

anus and rectum. This was adequately

drained from below and healed well with-

out a colostomy.

Although age and the general condition

may modify the choice of procedure in the

direction of conservatism, the choice is

often dictated more directly by the nature

of the perforation and the response of the

surrounding tissue to it.

Summary

This is a presentation of 14 patients with

perforation of the large bowel from various

causes and treated personally. In the ma-
jority, proximal colostomy was elected as

the emergency treatment of choice. In se-

lected cases, however, primary resection

may appear indicated and can save the pa-

tient subsequent operations.

Reference

Green, W. W. and Blank, W. A.: Colostomy
Perforations by the Irrigating Tip, Internatl.

Abst. Surg., 121: 227, 1965.
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The authors find this surgical management satisfactory to reduce morbidity, but more so, residua

which may be disabling.

Management of Acute Iliofemoral Venous
Thrombosis*

JOHN L. SAWYERS, M.D., JOHN H. FOSTER, M.D., and

WILLIAM H. EDWARDS, M.D.,f Nashville, Tenn.

In recent years there has been increasing

dissatisfaction with the prolonged morbi-

dity of phlegmasia alba dolens when treated

by the usual measures of rest, elevation,

and anticoagulants. There also has been

concern with the high incidence of the post-

phlebitic limb which results from extensive

deep thrombophlebitis. The enthusiastic

reports of others (1,2) have led us to utilize

thrombectomy as the treatment of choice

for acute iliofemoral venous thrombosis.

Diagnosis

The diagnosis of iliofemoral thrombosis

can be made with assurance only when
there is massive edema of the leg from toe

to groin, with tenderness along the femoral

canal. (Fig. 1) There is usually an accom-

panying severe aching or throbbing pain

throughout the extremity especially when

*Presented at the Eighth International Con-
gress of the International Cardiovascular Society,

Sept. 9, 1967, Vienna, Austria.

fFrom Department of Surgery, Vanderbilt

University Medical Center; Surgical Services of

Nashville Metropolitan General and Vanderbilt
University Hospitals, and the Edwards-Eve
Clinic, Nashville, Tenn.

the leg is dependent or when the patient

tries to walk. Skin color is frequently mot-

tled with areas of pallor and cyanosis, but is

not a reliable indication of the extent of

thrombosis. Phlebography should be done

to verify the diagnosis. Phlebograms are

easy to perform and have not resulted in

complications in our patients (Fig. 2)

.

Fig. 2. Phlebogram showing thrombosis of fe-

moral and iliac vein with extensive collateral

circulation.

Clinical Experience

This series consists of 40 patients who
have had 41 iliofemoral thrombectomies

from 1960 through 1965. (Fig. 3) One pa-

tient had a right iliofemoral thrombectomy

and returned 4 months later with a left ili-

ofemoral thrombosis. The age range has

been from 2 to 70 years. The number of

males and females has been almost equal,

with 21 males and 19 females. The left leg
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40 PATIENTS WITH 41 THROMBECTOMIES 5|%
(21 )

RESULTS

was involved in 31 of the 41 cases.

A variety of possible contributing factors

to explain the etiology of iliofemoral throm-

bosis were present in these patients. Most
cases occurred in postoperative patients and

in those with lengthy confinement to bed.

A fresh thrombosis occurred in 4 patients

with old postphlebitic extremities and in 3

patients the thrombosis was spontaneous

without cause in otherwise healthy individ-

uals (Fig. 4)

ETIOLOGICAL FACTORS

POSTOPERATIVE 14

IN ACTIVITY (Bed Rest) II

mild venous insufficiency with slight edema
of the foot on standing, but no pain in the

extremity and did not require an elastic

support to the leg. Fair results were inter-

preted as showing a moderate degree of

venous insufficiency, edema on standing

that requires an elastic stocking, but no

pain in the extremity. A poor result was
obtained in 6 patients, who had severe resi-

dual venous insufficiency.

The success of iliofemoral thrombectomy

is related to the time interval between the

formation of the thrombus and its removal.

Eighty-five per cent of the patients with a

thrombus of 4 days duration or less had

good to excellent results, while only 16%
had good to excellent results when the clot

was present for more than 4 days (Fig. 6)

.

POST-PHLEBITIC EXTREMITY— 4

CARCINOMATOSIS 4

POST PARTUM 3

MISCELLANEOUS 2

SPONTANEOUS
^ CAUSE 3

Fig. 4.

Results

The overall results in the 41 iliofemoral

thrombectomies revealed 71% of the pa-

tients graded as having good to excellent re-

sults from 2 to 7 years after operation (Fig.

5) . An excellent result was interpreted to

mean that the patient had an apparently

normal extremity after the thrombectomy.

A good result indicated that the patient had

DURATION OF THROMBOSIS
IN RELATION TO

FAVORABLE RESULTS

DURATION OF DURATION OF

4 DAYS OR LESS MORE THAN 4 DAYS

GOOD TO EXCELLENT RESULTS
Fig. 6.
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The ease of extracting the clot and the abil-

ity to remove all the thrombus and re-

establish normal flow are directly related to

the success of thrombectomy as well as to

the duration of the clot. Extraction of the

clot has been facilitated by use of Fogarty’s

balloon catheters, which have also been

used to prevent pulmonary embolization

during the operative procedure (3) (Fig. 7)

.

Discussion

The possibility of manipulative fragmen-

tation of a clot and subsequent pulmonary
embolization has been of grave concern to

surgeons. No patient in this series devel-

oped symptoms suggestive of embolization

at the time of iliofemoral thrombectomy.

Recently we have used the Fogarty bal-

loon catheter to occlude temporarily the in-

Fig. 7. Technic of thrombectomy using Fogarty baloon catheters. The catheter is inserted into

branch of saphenous vein in the uninvolved extremity (upper left). The vena cava is occluded

to prevent emboli while the catheter is inserted into the thrombosed femoral vein (upper right).

The caval catheter is deflated to restore blood flow after a second catheter is pushed through

the thrombus. Insert shows third catheter inserted through thrombosed vein (lower left).

The thrombus is removed by withdrawing inflated balloon of third catheter while the second

catheter prevents emboli (lower right).
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ferior vena cava while the thrombus is re-

moved (4). Prior to manipulation of the

clot, 50 mg. of heparin is given intrave-

nously in an attempt to prevent thrombus

propagation and to avoid further thrombus

formation after the clot is removed. We
have usually used heparin after operation

while the patient is in the hospital and then

changed to warfarin sodium (Coumadin)

for 6 weeks.

Two patients not treated with anticoagu-

lants after operation did have a pulmonary

embolus 5 and 8 days after operation.

These patients had tenacious clots that

could not be removed entirely by the opera-

tor, and distal blood flow from the leg was
never well established. These cases suggest

the need for anticoagulants in all patients

or vena caval plication or ligation if for

some reason anticoagulants cannot be uti-

lized after thrombectomy.

Despite the use of anticoagulation after

operation, phlebograms performed at re-

peated intervals in the postoperative period

may show rethrombosis of the iliac vein

within a few days after successful clot re-

moval. However, these patients continue to

show clinical improvement from their

thrombectomy because of venous return

through collateral channels (Fig. 8) . In

some patients recanalization of the iliac

vein occurs.

Professor Fontaine has reported that at

times the postoperative phlebogram may
show that the venous flow is not always en-

tirely re-established, but this has had no ad-

verse effect on the clinical picture. He also

has found that the best results occur if the

thrombus is removed in the first 4 days (5)

.

Immediate thrombectomy continues to be

our treatment of choice for acute iliofe-

moral thrombosis. It is indicated for

immediate relief of pain and edema and
helps to prevent massive pulmonary em-
bolus by removal of the clot. Even if the

Fig. 8. Postoperative phlebogram showing re-

thrombosis of the iliac vein but adequate venous
return through a large collateral ovarian vein.

This patient had satisfactory clinical result.

clot is removed incompletely and rethrom-

bosis occurs, patients usually obtain

immediate improvement because flow is es-

tablished through collateral venous chan-

nels. Venous thrombectomy is also consid-

ered to be important in the prevention of

deep venous incompetence which so fre-

quently results in the tragic sequelae of the

postphlebitic extremity.
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Preceding issues of the JOURNAL have described the Regional Programs, the Mid-South Program
and now the Memphis Regional Medical Program.

Memphis Regional Medical Program For

Heart Disease, Cancer and Stroke
JAMES W. CULBERTSON, M.D.,* and JAMES W. PATE, M.D.,** Memphis, Tenn.

Objective

The purpose of this grant is to plan a

needed, feasible and practical cooperative

arrangement among a group of public and

private non-profit agencies and institutions

engaged in research, training, diagnosis and

treatment of heart disease, cancer, stroke

and related diseases in the Memphis Medi-

cal Region for the purpose of elevating the

standards of medical care of these diseases

in this area.

Specifically, planning will include:—
determination of existing resources and pre-

sent and future needs, methods for im-

provement of mutual communication be-

tween medical and paramedical personnel

and the public, development of programs of

advanced and continuing training of physi-

cians and allied persons, identification and

definition of problems in health care in this

region and planning of a program for their

solution.

An estimate of the magnitude of the prob-

lem can be gained from the table of mortal-

ity and morbidity of heart disease, cancer

and stroke in Shelby County.

Background

Memphis, a trade and distribution center, is a

city of 620,998 with a population of 840,000 in the

metropolitan area. It is located in the southwest

corner of Tennessee adjoining Northern Missis-

sippi and Eastern Arkansas. The population of

the city proper is 60% white and 40% Negro, and

the per capita income is $1,800 per annum. The
Medical Center serves as a referral center for a

population in excess of 2,000,000 and comprises

the largest “industry” in terms of dollar -

expenditures in the city. The physician popula-

tion is about 1,140.

The University of Tennessee is an integral part

of the community and is accustomed to operating

with the support of and in cooperation with

Coordinator and **Chairman, Core Commit-
tee of the Memphis Regional Medical Program,
Memphis, Tenn.

other medical institutions in the community in

an interdependent manner.

In 1946, the Commission Government of Mem-
phis, in collaboration with the University and
the hospitals of Memphis, employed the firm of

Anthony J. J. Rourke to carry out a survey of

patterns of referrals, present medical facilities

and future needs of the Memphis area. These
recommendations have subsequently been imple-

mented. Among these recommendations was the

establishment of the “Mid-South Medical Foun-
dation” whose primary function was to be plan-

ning for the Medical Center. In 1965, the Mem-
phis and Shelby County Medical Society ap-
pointed an Ad Hoc Committee to make recom-
mendations for the establishment of the Mid-
South Medical Center Council for Comprehen-
sive Health Planning, Inc. The Board was ap-
pointed by the Medical Society in the spring of

1966, and a state charter was secured. Since its

original organization, the scope and membership
have been expanded to include representatives

from the region outside of Memphis and Shelby
County.

When legislation authorizing the Re-
gional Medical Programs for Heart Disease,

Cancer and Stroke was enacted by Con-
gress, by common consent and by a resolu-

tion of the Memphis and Shelby County
Medical Society, the University of Tennes-

see College of Medicine was designated as

the applicant institution for this area.

In the fall of 1965, the Dean of the College

of Medicine appointed a “Core” Committee
to lay plans for the development of a Plan-

ning Grant application for a Heart Disease,

Cancer and Stroke Program. The member-
ship of the “Core” Committee was widely

representative of the practicing medical

community, as well as the full-time faculty

of the College of Medicine. This Commit-
tee included officers of the Memphis Heart

and Cancer Associations, the Shelby County
Health Department, and various medical in-

stitutions. Since the membership of the

Mid-South Medical Center for Comprehen-

sive Health Planning, Inc., was representa-

tive of the lay as well as the medical and in-
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stitutional leadership of the Mid-South

area, it was considered that the Board could

well serve as the Advisory Board to the

University of Tennessee for the Heart Dis-

ease, Cancer and Stroke Program along

with its other duties and responsibilities.

The Dean, therefore, appointed the Board in

toto as the University of Tennessee’s Advis-

ory Group for the Heart Disease, Cancer

and Stroke Program; and a substantial por-

tion of the Planning Grant budget is re-

quested to support this body. The Memphis
and Mid-South Medical Center Council has

participated in and been kept fully in-

formed of the grant application and under-

stands its responsibility to the community
and region when a program is developed

here. The application was presented to it

formally in August and was endorsed.

The Heart Sub-Committee of the Core

Committee was an extension of the group

which was active in 1961-1965, in developing

outstanding physical facilities and staff in

the field of heart disease in this area.

During that period, this committee planned

and saw fulfilled the building, equipping

and staffing of new Cardiac Catheterization

Laboratories, Hemodynamic Laboratories,

Cineangiographic Facilities, Peripheral Vas-

cular Laboratories, Cardiovascular Re-

search Laboratories, Cardiac Operating

Room, Electronic Monitoring Facilities, an

elaborate Intensive Care Unit and Renovas-

cular Laboratories. The members of the

Cancer Sub-Committee stimulated the plan-

ning, building, equipping and operating of a

newly completed West Tennessee Cancer

Clinic and Tumor Registry. They also con-

stituted a Faculty Search Committee to re-

cruit an outstanding Oncologist to develop a

clinical training program in Cancer. The
members of the Stroke Sub-Committee

have a long-term major commitment to re-

search and training projects in cerebrovas-

cular diseases and have gained NIH support

for a Cerebrovascular Research Center and

a Cerebrovascular Training Grant.

This Core Committee and its sub-groups

met numerous times during the winter of

1965-66, with discussions centering amid ed-

ucational, research, research training, and

equipment needs in these areas. A meeting

of hospital staff officials, medical society
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representatives and hospital administrators

representing the entire region was also held

in Memphis. Interest in the program and

an eagerness to improve communication

and education were expressed. At this

meeting and in subsequent discussions with

small-town physicians, it was evident that

there existed a certain wariness in regard to

the patient care aspects of a regional pro-

gram. Fear was expressed that there might

be interference with patterns of private

practice. Because of this fear, it is clear

that open and free discussions with medical

societies and individual participants must

be entered into early in the planning steps.

Letters have been sent to many physicians

and persons involved in health activities of

the entire region, requesting assistance in

its planning and soliciting their ideas.

Many individuals, hospitals and medical so-

cieties have responded; and official repre-

sentatives to the Core Committee have been

appointed. Approximately 90% of the hos-

pital beds in this region are in institutions

which have been found in compliance with

Section 601 of Title VI of the Civil Rights

Act of 1964. Only these institutions are

being considered in the present grant.

The Dean has been in communication

with the Deans of the University of Arkan-

sas, the University of Mississippi and Van-
derbilt University; and they are in agree-

ment that equitable arrangements can be

effected to insure that no friction will de-

velop between their several institutions.

Preliminary surveys of the proposed re-

gion have been made of such factors as the

following:

a. Distribution of population by counties and
region

b. Projected population trends

c. Transportation facilities

d. Communication facilities

e. Higher and para-medical education facili-

ties

f. Patterns of patient referrals

g. Medical facilities and personnel resources

and their expected relationship to the Re-
gion

h. Patterns of advanced continuing education

in the Region
i. Distribution and need of specialized equip-

ment and facilities used in heart disease,

cancer and stroke throughout the area.

Other studies by groups related to this

committee,, such as the Tennessee Heart



MEMPHIS REGIONAL MEDICAL PROGRAM—Culbertson, Pate November, 1967I 198

Association, have been reviewed and up-

dated to summer, 1966.

Proposed Region

From the above surveys, a tentative re-

gion has been defined.

Conclusions that have been drawn from

these studies are:

(1.) The proposed region represents an

economically, socially and medically cohe-

sive area. There is far greater overall in-

terrelationship within this region than be-

tween any part of it and adjacent regions or

political divisions.

(2.) Regional limits should be over-

lapped with adjacent Regions for purposes

of patient referral to allow for individual

opinions of patients and private physicians.

(3.) The Memphis Medical Center has

good facilities and personnel for patient

care, research, and education; but these are

not fulfilling their potential for several rea-

sons, including:

(a.) Lack of overall coordination

(b.) Poor communication with surround-

ing areas

(c.) Need for more financial support of

personnel and specialized equipment, parti-

cularly for educational purposes

(d.) Some failure on the part of practic-

ing physicians in utilizing available facili-

ties; this failure can be eliminated only by
better communication and education, and

the development of a structured program.

(4.) Serious lack of social and follow-up

services throughout the area.

The Proposed Region includes all of

Tennessee west of the Tennessee River, a

large part of northern Mississippi, a signifi-

cant part of Arkansas and a small portion of

Kentucky and Missouri. Previous studies

of the pattern of private and charity patient

referrals gave the initial definition of this

area. It has been changed only slightly by
recent (1965-1966) surveys (by the present

Core Committee) of residence of hospital-

ized patients, clinic visits, private patient

consultants, interviews and surveys with

practitioners from small towns, records of

post-graduate class enrollments and similar

data. The proposed region was concurred

in by a group of peripherally located inter-

ested physicians, hospital administrators

and medical society representatives in the

spring of 1966. It has recently received the

endorsement of the Regional Advisory

Group after review of collected data.

The population of the Region is about 2.4

million. There is a slight downward trend

in the population of northern Mississippi,

but a strong upward trend elsewhere.

Income levels are well below the national

average, even in the central Memphis-
Shelby County area, and the resultant de-

gree of medical indigency is proportionally

great.

Resources and Present Regionalization

Institutions available for participation in

this program include a large medical school,

clinical research centers, (general, child-

hood malignancy, and cerebrovascular dis-

eases) hospitals, public health services,

nursing and rehabilitation units, volunteer

health organizations, medical societies and

colleges.

Most of the medical facilities are located

within a five-block area in the Memphis
Medical Center and include:—

(A.) In Medical Center

(1) City of Memphis Hospitals—905 beds

(2) Baptist Memorial Hospital—1,533 beds

when present addition under construction is

completed

(3) Memphis VA Hospital—984 beds

(4) West Tennessee Tuberculosis Hospi-

tal—400 beds

(5) Tennessee Psychiatric Hospital—200 beds

(6) LeBonheur Children’s Hospital—89 beds

(7) Les Passees Rehabilitation Center—an
out-patient facility

(8) Variety Children’s Heart Institute—an
out-patient facility

(9) Memphis Speech and Hearing Center

(10) University of Tennessee Child Develop-
ment Center (construction to begin in a few
months on a $4,500,000 facility to house this ac-

tivity)

(11) Memphis & Shelby County Health De-
partment

(12) University of Tennessee Medical Units

(13) West Tennessee Cancer Clinic—an out-

patient facility

(14) Campbell Clinic—80 beds

(B.) From Vz-l Mile Outside The Center

(1) Methodist Hospital—890 beds

(2) St. Joseph Hospital—550—575 beds when
present addition under construction is completed

(3) St. Jude Hospital—a research facility for

catastrophic diseases of children

(C.) Over 70 Hospitals Throughout The Area
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The University of Tennessee Medical Units lie

astride the Medical Center and own property

with an estimated value of $35,000,000. They
operate Colleges of Medicine, Dentistry, Phar-
macy, Nursing, a Graduate School of Medical
Sciences and a variety of technical training pro-

grams with a total budget of approximately

$12,000,000. The College of Medicine has been in

continuous operation on this campus since 1911,

has over 5,000 living alumni, and graduates an
average of 170 physicians per year.

Since the University does not own a hospital,

its programs of clinical instruction and residency

training are carried out through a system of

affiliation agreements with the Medical Center
Hospitals.

The principal teaching hospital is the City of

Memphis Hospitals, composed of 560 ward beds

and 290 private and semi-private beds, including

a 21-bed research center. There are at present

50 interns, 155 residents and 20 Fellows involved

in training programs in this hospital as well as

medical students, students in laboratory technol-

ogy, physical therapy and social work. The Uni-
versity owns three buildings adjacent to and
connected with the City of Memphis Hospi-
tals—the Pathology Institute Building, Gailor

Diagnostic Clinic Building, and the James K.
Dobbs Medical Research Building. Within the

last five years, the City of Memphis and the Uni-
versity of Tennessee, jointly, have spent in ex-

cess of $10,000,000 in capital improvements on
the Hospital and adjacent structures. Further
additions and improvements of the City of Mem-
phis Hospital-Medical Units complex are in the

planning stages at an estimated cost of

$30,000,000.

One of the hospitals in the City Hospital com-
plex is the E. H. Crump Memorial Hospital, con-
structed in 1956 for private Negro patients. As
of July 1, 1966, this hospital has been added to

the teaching service of the University, and spe-

cialty services are being developed in a step-wise

fashion—one of which is a stroke service. It is

believed that as private Negro patients are ab-
sorbed by the community hospitals over the next
12 months, the hospital will be made available

for expanded heart disease, cancer and stroke

services, as well as other specialty services.

Although the City of Memphis Hospitals oper-
ate primarily for the benefit of the citizens of

Shelby County, about 17% of its in-patients are

regional in character. The West Tennessee Can-
cer Clinic, Variety Children’s Heart Institute,

Memphis Speech and Hearing Center, University
of Tennessee Child Development Center, St. Jude
Hospital and Research Institute and a public

health service-supported Neurology Clinic also

operate on a regional, rather than county, basis

for medically indigent patients.

The University of Tennessee residency training

programs are based in the City of Memphis Hos-
pitals. Some programs, however, include rota-

tion in the Baptist Memorial Hospital (neurosur-

gery, orthopedics, thoracic surgery, plastic sur-

gery), Tennessee Psychiatric Hospital (psychia-

try), LeBonheur and St. Jude Hospitals (pedia-

trics), West Tennessee Tuberculosis Hospital

(medicine, surgery, neurosurgery), and St. Jo-

seph Hospital (medicine and surgery).

Formal agreements exist between the Univer-

sity and the City of Memphis Hospitals (A 50

year agreement was signed in 1926.), the Baptist

Memorial Hospital, Memphis VA Hospital (a

conventional Deans Committee agreement) and
Methodist Hospital (agreements pertaining to

ophthalmology and otolaryngology residency

training programs). Informal, but long standing

and firm, agreements exist between the Univer-

sity and the West Tennessee Cancer Clinic (The
building is owned by the University.), Les Pas-

sees Rehabilitation Center (The University owns
the building.), Memphis Speech and Hearing
Center, St. Jude Hospital and Research Institute,

West Tennessee Tuberculosis Hospital (state

owned) and the Tennessee Psychiatric Hospital

(state owned). The arrangements between the

University and Methodist and St. Joseph Hospi-

tals, other than those specified, are informal and
in the nature of an “association” rather than an
affiliation.

The Department of Continuing Education of

the University of Tennessee has, for many years,

offered post-graduate programs to the practicing

physicians of this region. These should, and can,

be incorporated into the Regional Program; and
special programs in heart disease, cancer and
stroke should be projected by the Core Commit-
tee of the Regional Program.

The University of Tennessee, as well as private

hospitals, have also offered specialized training

in para-medical areas for many years. The
needs for special training and scheduling of

training programs should be coordinated by the

Regional Program.

Baptist Memorial Hospital is one of the largest

private hospitals in the world and is fully inte-

grated with the teaching program of the Univer-
sity, at all levels.

The Kennedy Veterans Hospital has been ac-

tive in education for two decades. It is the for-

mer “Veterans Administration Medical Teaching
Group Hospital.” It is also integrated into the

teaching program of the University.

West Tennessee Tuberculosis Hospital has long

been used for thoracic surgery training. The
teaching program at West Tennessee now is fully

integrated with the University at all levels, in

several departments, including joint research

projects. Only about one-half of the beds are

occupied by tuberculous patients; the remainder
are chest patients of all types from a large re-

gion.

St. Jude Hospital is primarily devoted to re-

search and teaching of malignancies in children.

This hospital is an integral part of the University

and receives patients from all over the United

States. In addition to clinical studies, basic bio-
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logical and epidemiological investigations are ac-

tive.

Pediatric and adult cardiology and thoracic

surgery are regionalized by agreement with var-

ious services such as Divisions of Vocational Re-
habilitation, Crippled Children’s Services, Var-
iety Children’s Heart Institute and private pa-

tient referrals. There is a well established So-

cial Service Program for cardiovascular diseases

which covers essentially the proposed region.

Stroke regionalization is in existence by virtue

of several rehabilitation programs, nursing serv-

ices, home care, a speech school, as well as large

private clinics. There is also a Public Health
supported indigent center, neurology clinic, sev-

eral large private clinics and a new Cerebrovas-
cular Disease Clinical Research Program.

The West Tennessee Cancer Clinic and private

referrals form the basis of regionalization in

cancer.

The University faculty, through its private

diagnostic clinic and the William F. Bowld Hos-
pital, one of the City of Memphis Hospitals, has

broadened its scope to a regional base in the pri-

vate sector on a small scale. The Core faculty,

based at the City of Memphis Hospitals, has been
greatly enlarged in the last few years and is now
composed of about 110 full-time University paid

physicians and 225 house staff and teachers, sup-
plemented by 75 full-time physicians paid by af-

filiated institutions and many parttime volunteer

physicians from the practicing profession.

For purposes of the Regional Program,

the hospitals can be divided into several

groups:

(A.) Integrated Hospitals—Those institu-

tions which have major commitments for

medical student teaching, research and
post-graduate education. Examples: City

of Memphis Hospitals, West Tennessee Tub-
erculosis, LeBonheur, St. Jude, Kennedy
Veterans Administration, Baptist and
Campbell Clinic.

(B.) Affiliated Hospitals—Those institu-

tions which are potentially valuable for

purposes of education, research, or demon-
strative patient care in either heart disease,

cancer or stroke because of their size, geo-

graphic location, special interest or compe-
tence of the staff. Examples: Methodist

and St. Joseph Hospitals in Memphis; Jack-

son-Madison County General Hospital in

Jackson, Tennessee; Obion County General

Hospital in Union City, Tennessee; and St.

Bernard’s Hospital in Jonesboro, Arkansas.

(C.) Associated Institutions—Those in-

cluded institutions such as small hospitals,

nursing homes, rehabilitation units, speech

schools, outpatient clinics, colleges of arts

and sciences, social agencies, etc., which can

fill a specific, needed function by coordinat-

ing with the program headquarters. This

may be as simple as a meeting place for

hospital staffs or medical societies for field

education programs, or referral centers for

social workers, or as specialized as speech

center for stroke patients or a cardiac cath-

eterization unit. Examples: Speech and

Hearing Center, Les Passees Rehabilitation

Center, Henry County Hospital, etc. There

are seventy-four hospitals in the Region

with varying facilities and staffs.

Transportation is quite adequate within the

Region. An associated hospital could easily be

within 30 minutes by automobile from any pa-

tient, and an affiliated hospital could be within

60-90 minutes. Both commercial and private

ambulance air transportation is in existence

throughout the region. The entire Region is well

covered with commercial radio, and television is

available to most of the population. An educa-

tional television station, operated by Memphis
State University, is available for lay and profes-

sional education.

Extensive computer facilities are avail-

able in the Medical Center.

Organization and Inter-Relationships

(A.) Regional Advisory Group. The

Mid-South Medical Center Council for

Comprehensive Health Planning, Inc., and

the Regional Advisory Group were selected

to represent the leaders of the area to make
recommendations to all hospitals and insti-

tutions, to avoid duplication, increase

efficiency and otherwise raise the standards

of care in this area. Its background is dis-

cussed in part II. Since the intent of Public

Law 89-239 seems to be essentially the same

which motivated the formation ®f this

board, the council was asked, and accepted,

the responsibility for functioning as a Re-

gional Advisory Group. It is evident that

they represent most organizations inter-

ested in medical care and the public good of

this area. In addition, other members will

be appointed to represent the more peri-

pheral areas and organizations (Nursing

Associations, etc.), bringing the total mem-
bership of the Regional Advisory Group to

about 70-80 members. This group will have

a full-time executive secretary and adminis-

trative staff and will draw upon the experi-
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ence and advice of various technical advis-

ory committees. The Regional Advisory

Group will be responsible for initial en-

dorsement of the application (which was

done July 21, 1966) ,
approval of policy and

Dr. James W. Pate

Chairman, Core Committee

Professor and Chairman, Thora-

cic Surgery

President, Memphis Heart Asso-

ciation

Dr. Edward H. Storer

Chairman, Subcommittee on Ne-

oplastic Diseases

Co-Director, West Tennessee

Cancer Clinic

Cancer Coordinator and Associ-

ate Professor of Surgery

Dr. Robert A. Utterback

Chairman, Subcommittee on

Stroke

Professor and Chairman, Neu-

rology

Director, Cerebrovascular Train-

ing Grant

Dr. Francis Murphey
Professor and Chairman of Neu-

rosurgery

Director, Cerebrovascular Re-

search Center

Dr. J. N. Ettledorf

Professor of Pediatrics

(Also representing LeBonheur
Hospital)

Dr. Richard Overman
Assistant Dean of Research Af-

fairs

Professor, Physiology, Biochem-
istry, Clinical Physiology and
Radiological Biology

This Committee has functioned since De-
cember 1965, as the basic planning group.

There have been three functioning “Disease

Committees,” one each in heart disease,

cancer and stroke: the Cardiac Subcommit-
tee, the Cancer Subcommittee and the

Stroke Subcommittee.

Liaison members and committees have
been established at certain peripheral areas,

such as:

(1.) Henry County Medical Society—Dr. Jo-
seph Mobley plus a committee from Henry
County Hospital

(2.) Jackson-Madison County Regional Liai-

son Committee—Dr. Blair Erb

quarterly re-evaluation of the activities of

the Core Committee for Regional Medical

Planning.

(B.) Core Committee is, at present, com-

posed of:

(3.) Tippah County Hospital, Ripley, Missis-

sippi—Dr. Thomas Ketchum
(4.) Union City, Tennessee—Dr. Joseph Camp-

bell.

The Core Committee will be responsible

for surveys and planning within the policy

of the Regional Advisory Group. It will

have authority to appoint consultants, uti-

lize statistical and illustrative services as it

deems desirable, and hear and act upon
suggestions from affiliated and associated

institutions. It will later serve as the over-

all coordinating agency for this Region.

The Table of Organization is attached.

Under the Core Committee there are three

Dr. Douglas Hawkes
Associate Clinical Professor,

Neurosurgery
(Also representing Methodist
Hospital and Shelby County
Medical Society)

Dr. Gene Stollerman
Professor and Chairman, De-
partment of Medicine

Dr. Lorin Ainger
Associate Professor and Chair-

man, Section of Pediatric Car-

diology

Chief, Variety Heart Institute

Dr. Allan Green
Associate Professor, Radiology
Chief, Radio-therapy

Dr. Colby Gardner
Associate Professor, Radiology
Chief, Cardiovascular Radiology

Dr. Ralph R. Braund
Director, West Tennessee Can-

cer Clinic

Associate Clinical Professor,

Surgery

(Also representing St. Joseph
and Baptist Memorial Hospi-

tals)

Dr. Donald Pinkel

Medical Director, St. Jude Hos-
pital

Professor, Pediatrics

Dr. George Cooper, Jr.

Professor, Radiology, Chairman
of the Department

Consultant, Oral Diagnosis

Dr. Pervis Milnor

Director of Medical Training,

Baptist Memorial Hospital

Associate Clinical Professor,
Medicine, Cardiology

Dr. W. H. Gragg, Jr.

Clinical Assistant, Thoracic Sur-

gery

(Also representing St. Joseph
Hospital)

Dr. Cyrus Erickson

Professor, Pathology

Mr. Oscar Marvin
Administrator, City of Memphis

Hospitals

Dr. Frank Groner
Administrator, Baptist Memo-

rial Hospital

Past President, American Hos-
pital Association

Dr. Francis Cole

Chief of Surgery, West Tennes-
see Tuberculosis Hospital

Associate Professor, Thoracic

Surgery
(Also representing Methodist
Hospital and Shelby County
Medical Society)

Dr. Maston K. Callison

Dean, College of Medicine, Uni-
versity of Tennessee

Professor, Medicine

Dr. Walter Hoffman
Liaison with American Heart

Association, Tennessee Heart
Association and Memphis
Heart Association
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“Disease” Committees, each headed by a

chairman (Associate Director) who will de-

vote part-time to this function and who has

deep commitments to his respective field.

These committees include some of the Core

Committee members as well as other mem-
bers related to the specific field under consi-

deration. Each committee has representa-

tion from outside the immediate Memphis
area. Plans will be formulated by this

group and referred to the full Core Com-
mittee for consideration. The Core and

Disease Committees, therefore, will be the

basic professional policy and planning

groups. To aid in these functions, on a staff

level, and to carry out the day-to-day activi-

ties, Program Committees will be formed.

These committees will have responsibilities

to all three Disease Committees. The Pro-

gram Committees will include the follow-

ing: Communications and Library Services,

Community Services, Demography and Epi-

demiology, Dentistry, Health Education,

Paramedical Training, Research, and Social

Service. These Committees may include

technical personnel, such as mass-media ex-

perts, communication technicians, librari-

ans, nurses, social workers, etc. As the pro-

gram progresses, full-time employees may
be needed on the program committees.

All Program Committees are responsible

to the Core Committee, but wiT work
closely with each of the Disease Committees
on particular projects. For example, the

Disease Committees may recommend insti-

tution of post-graduate programs to the

Health Education Committee, who will

carry out the particular program if it is fea-

sible from a technical and practical stand-

point. The Health Education Committee
will arrange details such as meeting place,

participants, programs, equipment and pub-

licity. The Chairman is Dr. Charles B.

McCall, Associate Professor, Medicine.

Research will be coordinated through the

Research Committee, which will keep an

accurate and up-to-date record of research

in this region, supply this information to

the other committees and integrated and af-

filiated institutions, receive suggestions as

to specific research needs from the Commit-
tees on Diseases, stimulate available per-

sons to work on needed projects, or investi-

gate feasibility of instituting new fields of

research. This committee will also be re-

sponsible for continuing surveillance of re-

search from this region and from national

publications for the purpose of transmitting

new research information to the appropri-

ate committee on disease for action in

Health Education, demonstrations of patient

care, or other appropriate areas. The
Chairman is Dr. Richard R. Overman, As-

sociate Dean in charge of Research.

The Paramedical Training Committee is

concerned with nursing, laboratory and

X-ray technical, rehabilitation, and similar

areas of education. It is already apparent

that there are large deficits in technical per-

sonnel such as pump-oxygenator techni-

cians, medical electronics and bio-medical

engineering people, which must be over-

come by recruitment and development of

training programs. The temporary chair-

man is Dr. H. Colby Gardner, Associate

Professor of Radiology.

The Social Service and Community Serv-

ice Committees will be concerned with the

social and economic problems, as they re-

late to medical care, of the Region.

Follow-up patients, arrangements for trans-

portation, referrals for special services are

all in a primitive stage of development in

certain areas. Advent of Title 19 of Medi-

care will be particularly important during

the planning stages and for evaluation of

the operational program. A part-time stat-

istician will serve as chairman of this com-
mittee.

Preliminary discussions with practicing

physicians outside Memphis have repeat-

edly emphasized a deeply felt need for med-
ical library services. With modern commu-
nication systems, this should be available

anywhere in the Region. The Committee
on Communications and Library Services

will be responsible for planning such a

function.

Communications underlie many of the

problems resulting in less than optima] pa-

tient care. Some of the areas which need

study include: Communication between

specialist and general practitioners, be-

tween various specialties, between research

and clinical areas, between physicians and

technicians, engineers, health agencies, so-
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cial workers, and others; and between pa-

tients and facilities. Due to the many pub-

lications available and frequently not read,

it is expected that newer techniques, such

as closed circuit television, must be devel-

oped before a major improvement in this

area can be expected. Availability of emer-

gency consultation from a distance is an-

other goal. It is anticipated that a feasibil-

ity study will be requested for this area in

the near future. Dr. Edward Storer serves

as Chairman of this Committee.

Each Disease Committee will review ac-

tivities of all Program Committees at quar-

terly intervals and forward their evalua-

tions of these activities to the Core Commit-
tee, who then sends the overall evaluation

to the Regional Advisory Board.

Methods

(A.) Establishment of Communications.

From early contacts it is evident that com-

munications at the professional level,

para-medical area, with other organizations,

and with lay leaders is greatly lacking.

The first aim of the Core Committee is to

establish adequate lines of communication.

This will be done in the following ways:

(1.) Through its Regional Advisory
Group—It has wide representation both

professional and lay.

(2.) Through the Core Committee

—

Establishment of Liaison Committees in

each participating institution, with Heart

Associations (already established), Tennes-

see Chapter, American College of Cardiol-

ogy (underway)
,
Chapters of the American

Cancer Society, Social Services (accom-

plished)
,
Public Health Services (accom-

plished) and other such groups.

(3.) Through visits by members of the

Core Committee to each participating insti-

tution and organization, to present the con-

cept, gather data and suggestions and other-

wise encourage cooperation.

(4.) Through quarterly meetings of the

Core Committee with the various institu-

tional liaison committees for continued

planning and evaluation.

(B.) Define Region. The proposed region

appears realistic; however, it cannot be final

until detailed planning is near completion.

For example, the area about Greenville,

Mississippi, has been closely related to

Memphis (medically) for many years; but

an active Regional Program at Jackson,

Mississippi, may attract it into that sphere

of influence. Similarly, the northwestern
corner of Alabama is beginning to have inti-

mate ties with Memphis and may well fall

into this Region as planning progresses.

For such reasons, the ultimate limits of the

Region will probably change during the

first year of the grant.

(C.) Surveys of Existing Resources and
Capabilities. More detailed studies should

be done in this regard, particularly in the

peripheral areas. Funds for travel for the

Planning Grant will make this possible.

(D.) Surveys of Needs in the Region.

Data on this subject can be obtained

through questionnaires from the various

liaison groups such as local medical person-

nel, hospital administrators, public health

officers and nurses, welfare people and civic

groups, and by visits from representatives

of the Core Committee.

(E.) Surveys of Needs in Specific Sub-
jects. In addition to general surveys of the

Region, specific items will be investigated

on a Regional basis. These will be done
under the Program Committees on such

subjects as: Library Services, Public Health

Information, Vocational Rehabilitation Co-

ordination, Epidemiology, Nursing Homes,
Coronary Care Units, Stroke Rehabilita-

tion, Chemotherapy, Work Evaluation,

Technical Training, Equipment, Social Ser-

vices and Home Care.

(F.) Local Plans. The Regional Center

must remain cognizant of local plans by
hospitals, public health agencies, volunteer

health organizations, civic groups and simi-

lar establishments. This will be coordi-

nated with the overall Regional Program in

so far as is practical.

(G.) Relationship to Adjacent Regions.

The adjacent Regions (Nashville, Tennes-

see, Jackson, Mississippi, and Little Rock,

Arkansas) have been contacted. Detailed

discussions with the planning committees

from adjacent areas should be held after

some of the above data is collected. These

discussions should cover: Regional limits,

overlapping (which should be desirable,

particularly in education) and combined
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planning. This will be done by the Coordi-

nator and Disease Committee Chairmen.

(H.) Feasibility Studies. Out of the

above information-gathering functions, de-

tailed plans in certain areas will be made
and feasibility studies carried out. Exam-
ples of such studies might include evalua-

tion of:

(1.) Regional recruitment of personnel

for para-medical training

(2.) Establishment of special training fa-

cilities for needed technicians or other per-

sonnel. (A state two-year college and Vo-

cational Training Center are in advanced

planning stage in Memphis.)

(3.) A Continuing Education Program in

Heart Disease, Cancer and Stroke. Video

links with about five geographically scat-

tered institutions would make these pro-

grams available to most physicians in the

area. Cables rented for 2-3 hours per day

would serve this and other purposes.

Teaching seminars, rounds, research pro-

grams, etc., originating in the Medical Cen-

ter, could be shown in these peripheral in-

stitutions (during lunch hour, for example)

with audio communication for questions

and answers. By use of the capabilities of

the Region, outstanding educational pro-

grams could be made available and easily

expanded.

(4.) Library Services—Modern commu-
nication techniques, such as read-out ma-
chines connected to a large computer should

allow the physician in a small town the

same access to knowledge as is now enjoyed

by his colleague in the large medical center.

This function could probably be served by

the same cable link as that used in educa-

tional programs.

(5.) Continuing Education for Paramedi-

cal Personnel—This might be accomplished

using both video to large institutions and

audio to smaller institutions.

(6.) Accessibility of Consultations—Such

functions as emergency electrocardiograph-

ic, radiographic or even pathological con-

sultations should be made readily available

over the entire area. Modern communica-

tions should make this feasible.

(7.) Research—Adequate information of

active research in the Center should be

passed on to affiliated and associated insti-

tutions. This would serve to keep their

staffs up-to-date as well as to stimulate

their cooperation in clinical research pro-

grams.

(8.) Demonstrative Patient Care—Not
only in the Medical Center Hospitals, but in

affiliated and associated institutions could

be used as an adjunct to continuing educa-

tion programs for medical staffs, nurses and

other paramedical personnel. Crump Hos-

pital, recently added to the University of

Tennessee responsibilities, is available for

such purposes. The addition of more so-

phisticated diagnostic and treatment equip-

ment in the Medical Center Hospitals as

well as in the peripheral hospitals may be

necessary for developing the best in patient

care in this region.

(9.) Formal continuing Educational Pro-

grams in affiliated hospitals could be organ-

ized using their staff, where advisable, com-

plemented by specialists from other institu-

tions.

Evaluation

Frequently evaluation of data collected

and plans formulated by the Core Commit-
tee as well as the Disease Committees

would be made by the Committees them-

selves. Further evaluation would be made
by the Regional Advisory Group, quarterly.

These evaluations would also include com-

parison with information from adjacent re-

gions and from national sources.

Priorities

Emphasis during the first year will be

given to: (1) A future study of the extent

to which programs of research, training, ed-

ucation and patient care in the areas of

heart disease, cancer and stroke are now op-

erating in this region, (2) An evaluation of

their current effectiveness, (3) An estimate

of needs, (4) How such programs can be

better coordinated, (5) A further definition

of the Region, (6) The development of

cooperative arrangements with adjacent

Regions, (7) An exchange of information

between various local agencies and the Core

Committee, (8) An exchange of information
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between both contiguous and other plan-

ning groups throughout the nation, (9)

Stimulation of and assistance to local plan-

ning groups for heart disease, cancer and

stroke within our Region and integration of

such local planning with regional plans.

Emphasis during the first year will be

given to: (1) Refinement and adjustment of

plans and operations to meet objectives of

the Regional Advisory Group and Regional

Medical Programs.

Goals

It is expected that the Planning Grant

will make possible an accurate assessment

of the needs which are necessary to fulfill

the purposes of the Regional Medical Pro-

gram, to formulate and start feasibility

studies for this implementation of these

needs, and to make adequate, realistic plans

to begin operation of a Regional Medical

Program with the cooperation of the leaders

of the Region.

TABLE OF ORGANIZATION

REGIONAL ADVISORY GROUP

Frank M. Norfleet, Chairman
Frank C. Holloman, Executive Director

Committees of Affiliated > COORDINATOR, REGIONAL PROGRAM < Fiscal Officers and Auditors

and Associated Institutions James W. Culbertson, M.D.-

CHAIRMAN, CORE COMMITTEE < Consultants
James W. Pate, M.D.

MAJOR DISEASE COMMITTEES PROGRAM COMMITTEES

1. Cardiovascular Diseases )

Dr. James W. Pate, Chairman )

)

2. Cerebrovascular Diseases ) <.

Dr. Robert A. Utterback, Chairman )
=>

)

3. Neoplastic Diseases )

Dr. Edward H. Storer, Chairman )

( 1. Communications and Library Services - Dr. Edward Storer

( 2. Community Services

( 3. Demography and Epidemiology - Dr. Henry Packer

( 4. Dentistry

( 5. Health Education - Dr. Charles B. McCall

( 6. Paramedical Training - Dr. H. Colby Gardner

( 7. Research - Dr. Richard R. Overman

( 8. Social Service
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CASE REPORT

Schizophrenia, a Continuing Problem

For the Family Physician

James A. Burdette, M.D.,* Knoxville, Tenn.

In recent years much emphasis has been

placed on the need for a better understand-

ing and application of the principles of

psychiatry by physicians in their everyday

practice of medicine. 1 When this subject

of “useful psychiatry” by nonpsychiatrists

is discussed, the emphasis is usually on the

recognition and management of the less

severe psychiatric problems such as psycho-

somatic symptoms and milder neurosis.2

Most nonpsychiatrists probably would em-

phatically agree that they cannot treat and

do not wish to treat a major psychosis such

as schizophrenia, and would try to “get rid

of” such a patient as quickly as possible.

The following case history is presented to

suggest several alternative points: (1.) In

the practice of any busy physician, there

are probably several patients who are basi-

cally and potentially seriously ill from a

psychiatric point of view, but who are un-

recognized or improperly diagnosed.

(2.) Occasionally, the physician will be

faced with serious psychiatric problems

with no experienced psychiatric consulta-

tion available to whom he can refer the pa-

tient. (3.) Awareness of the correct psy-

chiatric diagnosis will enable the physician

to take reasonable safeguards to prevent a

potentially serious problem from exploding

into an emergency or death. (4.) The fam-

ily physician who is aware of the patient’s

diagnosis can be very supportive and help-

ful to the patient in times of crisis even

though he makes no attempt to use tradi-

tional psychotherapeutic technics in treat-

ing the patient. It may be that even sup-

portive listening and limited counseling by
a known and trusted physician may be bet-

ter treatment for a patient seriously ill

with a psychiatric emergency than the usual

and expected psychotherapy.

*From the Department of General Practice.

The University of Tennessee, Memorial Research
Center and Hospital, Knoxville, Tennessee.
tThe teaching conferences referred to are sup-

ported by the National Institute of Mental
Health Grant, No. 5 T1 MH 7285-07.

Case Report

The patient was first seen at age 17, at the time

of a severe episode of infectious mononucleosis

with jaundice which required hospitalization for

one week.

At this time, her physician was impressed that

she was quite intelligent, attractive, a little flirta-

tious, not as cooperative as desired and could be

characterized as a “Kooky Teenager.” She re-

covered satisfactorily from the mononucelosis,

soon graduated from high school, and entered

college at the State University the next fall.

She was next seen in the winter complaining

of excessive fatigue and difficulty in sleeping at

night. She attributed these symptoms to “bore-

dom,” and the physician accepted the interpreta-

tion and advised no specific treatment.

The next medical contact was in the fall of the

following year at which time she requested a

physical examination for entrance to another

college. The physician did not know at this

time, but later found out, that she had been

dropped from the State University because of the

failure to make satisfactory grades along with

erratic class attendance. This physical examina-
tion was within normal limits other than slight

obesity and some vague joint pain in the knees
for which she requested limitation in the physical

education course. The physician interpreted this

as being similar to many “normal” adolescent

girls who prefer not to take vigorous physical

exercise if they can get out of it. She was next

seen at about Christmas time with a rather pro-

longed respiratory illness with a minimum of

physical findings. Following this she had a “re-

action” to the prescribed medication and missed
the first week of her return to school because of

the continuing illness. Her physician, who was
attending a series of regular conferences on
“Useful Psychiatry for the Non-Psychiatric Phy-
sician” at this time, felt that some of her disabil-

ity was on a psychosomatic basis but was not

unduly concerned by her general condition.!

In the spring of that year the patient was
brought into the physician’s office by her mother
with the statement that the patient had taken an
overdose of medication two days previously

while away at school. The patient had appar-
ently taken a large dose of sedative and had been
unconscious about 12 hours in spite of medical
attempts to revive her. The mother was surpris-

ingly unconcerned about this act. She even
stated that she would not have brought her
daughter home if the school authorities had not

insisted on it.

The patient was then listened to at some
length. With little prompting, she gave a

lengthy, detailed and overwhelming “confession”

of the history of an affair with a boy whom she

had been dating. This story included, in what
was felt to be unnecessary and unexpected de-

tail, a number of episodes of sexual experiences

and of antisocial activities in the community.
These had been initiated by the boy but will-
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ingly carried out by the patient at his request.

Needless to say, the physician was surprised, dis-

turbed and apprehensive at having this history
presented to him in such an open and unexpected
manner. The patient related that she had had a

fight with the boy, at which time he taunted her
and said he would not see her again. Following
this, she felt quite depressed and hopeless and
took a large dose of sedatives which she had
been saving over the previous months.
Following this interview, the physician did not
think the patient seemed seriously depressed, but
in accord with what he had learned at some of

the recent conferences, he believed she should be
hospitalized for further evaluation. She was
placed in a psychiatric ward of the community
hospital with the admitting diagnosis of acute
reaction depression and sociopathic personality.

She was seen in consultation by a clinical psy-
chologist and a psychiatrist who had participated

in the teaching conference on “Useful Psychia-
try.” Both of these persons thought the patient

was basically schizophrenic rather than socio-

pathic and firmly recommended intensive psychi-
atric treatment.

This diagnosis was difficult to understand and
accept by her family physician, since the patient

knew where she was, what she had done and
continued to relate to and talk to the physician,

even though at times in her own “kooky” fash-

ion. Nevertheless, after some discussion in which
the more bizarre aspects of her actions were
pointed out, it was agreed that she should have
intensive psychiatric treatment and she was
referred to a private psychiatric hospital in an-
other city. This was done over considerable ob-
jection from the patient’s mother. It should be
noted here that the patient’s father had still

never been seen either in the office or the hospi-
tal by the family physician. Although he was
frequently referred to by both the patient and
her mother as being chronically ill with “heart

trouble,” he did apparently work regularly. The
mother also worked and was successful in the

business community in the sales field.

The patient remained in a private psychiatric

hospital for about one month, after which she

was removed by her mother because of “financial

difficulties.” The staff of the hospital felt she

had benefited and that her withdrawl from treat-

ment was premature.

The patient was next seen about 6 months
later following an automobile accident. She had
a number of minor musculoskeletal injuries from
which she recovered quite slowly. During the

treatment for these injuries she talked freely

with her physician about her recollection of the

previous boy-friend and her continued attraction

to him. She also expressed much depression and
stated that she had considered attempting suicide

again.

About 2 months later, she had another automo-
bile accident while driving alone. Again, her in-

juries were minor and she recovered satisfacto-

rily but slowly.

During the ensuing 6 months she was seen sev-

eral times for vague epigastric and lower abdom-
inal symptoms. At times she expressed some
awareness that these symptoms were related to

nervous tension but at others she was quite in-

sistent that there must be something wrong with

her. While away from her home on vacation, she

had an “emergency appendectomy.”

In November of that year she returned to her

physician for premarital examination and con-

sultation. During this interview, she expressed

strong guilt feelings about her coldness during

sexual relations with her prospective husband
and contrasted her feelings toward him with the

pleasurable feelings she had with the boy-friend

in the past. The physician suggested that the

fiancee might also come in for consultation since

he suspected that the marriage would be a diffi-

cult one. This offer was not accepted.

Following the marriage, they moved to Italy

for one year where the husband took postgradu-

ate training in art. The patient suffered from
“rheumatic fever” with continuing somatic symp-
toms during this period. It was later discovered

that she also made another suicidal attempt dur-

ing this year.

Following their return to the United States,

the husband re-entered graduate school and they

returned to their hometown. The patient was
seen several times during which she expressed

much dissatisfaction with her marriage and
much hostility toward her husband. Their sex-

ual relations were still quite unsatisfactory and
she had pain for several days following each at-

tempt. For the first time the husband did come
into the office, but he was quite defensive and
guarded and insisted that the only thing wrong
with the patient was a “vitamin deficiency.”

The patient was seen on a regular basis during

the next 4 months and allowed to ventilate her

feelings toward her husband and herself. She
was given small doses of phenothiazine and anti-

depressant medication with the statement that

this would be carefully regulated so she would
not be able to accumulate enough to hurt her-

self again.

Further attempts were made to get the hus-

band to return to the office so he might gradually

develop some better understanding of his mar-

riage but these were unsuccessful.

The patient continued to express feelings of

depression and thoughts of suicide and the fam-

ily physician became quite concerned that this

was a serious threat. She was seen in consulta-

tion at one of the teaching conferences at which

time the consulting psychiatrist thought she was
not a serious suicidal risk and that continued

ventilation and supportive counseling was advis-

able. Intensive psychiatric treatment was again

considered, but financial limitations prevented

private psychiatric treatment. The husband's
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strong opposition to psychiatry kept the patient

from going to a community psychiatric agency.

A month later, during another explosive period

of ventilation of her feelings toward her hus-

band, she stated that she had put a knife under
her pillow at night and intended to kill her hus-

band if he attempted to make love to her again.

Naturally the physician was disturbed by this

and she was again referred for private psychi-

atric consultation with the psychiatrist who had
seen her several times previously. He felt that

hospitalization was not necessary at that time,

that further psychiatric treatment was desirable

if possible, and that continued support and ac-

ceptance of her ventilation by the family physi-

cian would be helpful if they could not or would
not accept treatment. The patient was encour-

aged to apply to Vocational Rehabilitation for

financial assistance, for vocational training, and

also for medical treatment. She was seen in the

office at regular intervals and the husband came
with her on a few occasions.

It was the impression of her physician that she

was somewhat improved during the next 3

months and that she and her husband were get-

ting along a little better. During one interview

they both stated that they felt their family situa-

tion had improved during the past year. At

times the patient expressed positive feelings to-

ward her husband for the first time, although she

was predominantly hostile toward him because

he was inconsiderate of her and she could not

depend on him for understanding and support

when she needed it. She also made the first con-

tact with Vocational Rehabilitation and indicated

an interest in returning there. On the last visit

in early January she stated she was feeling

pretty well although she appeared depressed.

She also was pleased that her husband had made
straight A’s in the previous school quarter.

She missed her next appointment and was not

seen or heard from until the time of her hospi-

talization 6 weeks later.

At that time, she again had taken a large

amount of sedatives and went to sleep out-of-

doors in cold weather. When found, she was pro-

foundly comatose and hypothermic but, amazing-

ly, recovered without evidence of permanent
damage.

Following her recovery from this episode, the

patient remained in the hospital for an addi-

tional 2 weeks. This time was used for further

symptomatic treatment and convalescence from a

severe trombophlebitis of the right leg and in

evaluation of the present and possible future re-

lationship with her husband. The husband was
firmly informed of the seriousness of her psy-

chiatric illness, her extreme dependency needs,

her hostility towards him, and of the necessity of

his acceptance of her illness. This was done

purposely to evaluate his capacity for accepting

and supplying her emotional needs before she

left the hospital. Initially he appeared quite

concerned, understanding, and willing to make a

greater effort toward supporting her, and the

physician hoped that they might develop a more
satisfactory martial adjustment.

Following her discharge the patient was seen
frequently for brief supportive interviews and
she and the husband were seen together several

times to further evaluate their capacity to get

along together. It soon became apparent that

the husband could not accept her hostility and
dependency, and their joint interviews deterio-

rated into explosive tirades at each other, with
both attempting to put the primary responsibil-

ity for continuing the marriage on the other

partner.

It was now apparent that they could not satis-

factorily continue their family relationship, and
when the patient expressed this same judgment
it was accepted by the physician. A stormy di-

vorce procedure ensued during which the patient

was continued on medication and frequent brief

supportive interviews. The patient expressed

even greater hostility towards her husband and
this seemed to stablize her personality in that

she showed no bizarre or self-destructive

thoughts or actions during this period.

Following the divorce, she again expressed in-

terest in assistance from Vocational Rehabilita-

tion Service and made another contact there.

Since it is the policy of this agency in this state,

that therapy be provided only by a specialist, she

was sent by Vocational Rehabilitation to the

psychiatrist who had previously seen her in the

teaching conferences. As he was unable to

schedule her for personal interviews because of

his busy schedule, her psychotherapy was ac-

tually provided by a clinical psychologist in his

employ.

The patient attended business college with a

very satisfactory academic record and at the

same time obtained part-time employment on
her own initiative as a clerk-receptionist in an
office. She returned to live with her parents.

During the next 6 months, she had several

minor crises brought on by disagreements at

home or by disagreements with a student whom
she was dating. On each of these occasions she

returned to her family physician, and initially

presented with somatic complaints such as

fatigue, prolonged colds, or “anemia.” With lit-

tle difficulty, the actual problem was clarified

and she was allowed to ventilate, given suppor-

tive medication and advised to continue with her

regular psychotherapy sessions. At the present

time she is attempting to find regular employ-

ment, but delaying this by minor illnesses. She

is also continuing an erratic relationship with a

student slightly younger than herself who has

previously been married and divorced. Further

complications will not be surprising.

Summary

In recent years much emphasis has been

placed on the need for more knowledge of
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and application of psychiatric principles in

the everyday practice of medicine. Most

nonpsychiatrists would feel that they should

not attempt to deal with serious psychiatric

illnesses such as schizophrenia.

The alternative possibilities:—that every

busy medical practice probably contains pa-

tients with serious psychiatric illness which

is unrecognized, that physicians may be

faced with psychiatric emergencies without

available help from a psychiatrist, that

awareness of a correct psychiatric diagnosis

by the family physician would allow him to

take safeguards to prevent a psychiatric

emergency from arising, and that the physi-

cian who is aware of the correct diagnosis

may be very helpful in management of a

patient with serious psychiatric illness

without attempting formal psychotherapy

are illustrated in a narrative case history

covering a period of several years.

1209 Euclid Ave.,

Knoxville, Tenn. 37921
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CASE REPORT

Pre-lnvasive Cervical Carcinoma and
Invasive Endometrial Carcinoma

Samuel S. Lambeth, M.D. and
Elgin P. Kintner, M.D.,* Maryville, Tenn.

The coexistence of preinvasive cancer of

the cervix and invasive endometrial cancer

in the same uterus is extremely rare. As
far as we can determine, this combination

has been reported only 3 times previously

in the American literature.12 ’
3 Before con-

sidering this diagnosis, strict attention must
be given to ruling out the possibility that

one malignancy represents an extension

from the other.

Case Report

A 54 year old white widow (Hospital No.

138-548) was admitted to the Blount Memorial
Hospital on Sept. 27, 1966, with the chief com-
plaint of intermittent bloody vaginal discharge

of 2 years duration. She had had one normal
delivery 38 years before. The menopause oc-

curred when she was 38 years old. She had had
satisfactory general health except for considera-

ble gain in weight over the past 10 years.

The physical examination was essentially nor-

mal except for the obesity (291 pounds, 66 inches

in height). This made interpretation of the pel-

vic findings difficult. X-ray studies of the chest

and kidneys did not show any abnormality. A
cervical smear was reported as class II with a

few atypical cells. A glucose tolerance test re-

vealed mild diabetes mellitus.

On Sept. 30, pelvic examination under anesthe-

sia revealed the cervix to be grossly normal.

The uterine body was not enlarged and was
freely movable. There were no adnexal masses.

Because of the unexplained uterine bleeding,

cold-knife cervical conization and curettement of

the endometrium were performed. A considera-

ble amount of endometrial tissue, grossly sugges-

tive of carcinoma was obtained. After immedi-
ate frozen section with the cryostat, the cervical

and endometrial tissue was examined by the

pathologist. His diagnoses were invasive adeno-

carcinoma of the endemtrium and preinvasive

squamous cell cervical cancer.

A real and debatable problem of proper man-
agement for this individual was thus presented.

Because the endometrial lesion was microscopi-

cally well differentiated and the uterus was of

normal size and movable, immediate abdominal
hysterectomy was elected.

*From the Blount Memorial Hospital, Mary-
ville, Tenn.

Exploration of the pelvis showed no signs of

metastases. The upper abdomen was normal.

The uterus, both tubes and ovaries were re-

moved completely. Great difficulty was encoun-
tered in obtaining good hemostasis because the

patient’s extreme obesity prevented good expo-
sure in the operative field. Satisfactory ligation

of the paracervical pedicles was never accom-
plished. The patient received 4 whole blood

tranfusions of 500 ml. each during the operation.

Bleeding was finally controlled after a two inch

gauze pack had been so placed in the pelvis that

it could be withdrawn through the vagina. The
abdomen was then closed in layers with inter-

rupted cotton sutures.

Permanent microscopic slide studies of the

whole uterus confirmed the report on cryostat

tissue. There was slight myometrial invasion of

the endometrial tumor. The microscopic appear-

ance of the lesions is shown in figures 1 and 2.

FIG. 1. The frozen section preparation of the

cervix shows squamous cell carcinoma in-situ.

FIG. 2. The frozen section preparation of the

endometrium showing a well differentiated ad-
enocarcinoma.

Our final tissue diagnoses were confirmed by the

Armed Forces Institute of Pathology. (No.

1229082)

The patient’s postoperative course was satis-

factory. The gauze packing was withdrawn
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gradually through the vagina during the first

week. At the last examination on Dec. 29, 1966,

the vaginal vault revealed no signs of infection

or prolapse. The follow-up cancer smear on that

date was negative for malignant cells.

Discussion

Simultaneous multiple primary gential

maligancies are of interest because of spec-

ulation about the causes for their rare oc-

currence. Radman and Korman4 recently

published a review of this subject. They
quoted figures that only 4 of 1647 patients

with either cervical or endometrial carci-

noma had both lesions and emphasized the

rarity of double primary magligant genital

tumors. Lynch5 reviewed this subject with

similar findings.

Since only 4 patients with simultaneous

preinvasive cervical and invasive endome-
trial cancer have been reported, this form of

double gential malignancy must be consid-

ered the rarest in this interesting group.

Certain features of these patients as re-

ported are possible significant. Three were
post-menopausal. For only one was a posi-

tive cancer smear reported before opera-

tion. Abnormal uterine bleeding was the

presenting complaint.

The clinical characteristics of patients

with preinvasive cervical and invasive en-

dometrial cancer do not shed any light on

why this combination occurs so rarely.

McLeod and Cavanagh 2 have suggested

that the reason for this rarity may be that

the etiologic factors are different from these

two tumors. There may be a host charac-

teristic which predisposes some women to

endometrial carcinoma and protects them
from cervical cancer.

i2ll

The practical point to remember is that

both lesions may occur in the same patient.

Although the cervical smear is negative, the

cervix should always be studied when the

uterus is curetted for abnormal menopausal

or post-menopausal bleeding. Some use

multiple biopsies. We prefer a cold-knife

cone.

Summary

(1.) A patient with simultaneously de-

veloping preinvasive squamous cell carci-

noma of the cervix and invasive adenocarci-

noma of the endometrium has been pre-

sented.

(2.) Some of the literature upon multi-

ple genital malignancies has been reviewed.

All of the reported cases of in-situ cervical

and invasive endometrial cancer have oc-

curred at or after the menopause.
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Plan to attend this year’s AMA Clinical Convention in Houston, Texas.

Eighteen scientific sessions, four postgraduate courses, breakfast

roundtable discussions, color television, and scientific and industrial

exhibits will bring you up to date on the latest medical advances.
Attend lectures by, and discussions with, our nation’s outstanding
medical authorities.

Between sessions, enjoy the excellent restaurants, fine shops, visitors’

attractions, and mild winter temperatures Houston offers. Mail the

enclosed registration and room reservation coupons now, and look

forward to an exceptional convention with a holiday plus.

SCIENTIFIC SESSIONS: Cardiovascular Disease; Cardiovascular Surgery;

New Cares; Ophthalmology; Geriatrics; Arthritis; Gastroenterology;

Cancer; Antibiotics; Endocrinology; General Surgery; Dermatology;
Aerospace Medicine; Obstetrics and Gynecology; Psychiatry; Pediatrics;

Genitourinary Diseases; and Otolaryngology.
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POSTGRADUATE COURSES: Fluid and Electrolyte Balance; Oncology;
Cardiovascular Disease; and Obstetrics and Gynecology. Register for

these Courses on arrival in Houston at the PG Course Registration

booth adjacent to the General Registration area. There is no charge
for the Courses, but registration is limited to 200 per Course. The
Courses begin promptly at 9 A.M. and 2 P.M. No one will be seated

after the Course begins.

BREAKFAST ROUNDTABLE CONFERENCES: Management of

Cerebrovascular Insufficiency; Indications and Limitations of Uses of

Antibiotics; The Moral and Ethical Aspects of Caring for the Dying j

Patient; Adolescence, Age of Rebellion, Related Psychiatric Aspects. A

COLOR TELEVISION . MEDICAL MOTION PICTURES
. SCIENTIFIC AND INDUSTRIAL EXHIBITS

The complete scientific program, plus forms for advance
registration and hotel accommodations, will be
featured in JAMA, October 23.
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Hews of Interest to Doctors in Tennessee 1'*“**

State Funded
Health Programs

Tennessee—Mid
South Regional
Medical Program

Abortion and PKU
Testimony

Actions of the Board of Trustees—October 8, 1967

• The major portion of the Board meeting was devoted to a
report presented by the Chairman of the Committee on Gov-
ernmental Medical Services, relative to meetings with state
officials on payments to physicians for state funded health
care programs. Conferences were held on August 27th and
31st with the Governor and State Commissioners pertaining to
payments for physicians' services. In these meetings, TMA
representatives strongly pointed out to State officials
that usual and customary payments for physicians' services
is the policy of the Tennessee Medical Association. Numer-
ous problems exist for the State Government in payment to
physicians in view of the fact that insufficient funds exist
for the State's health care programs. TMA has pointed out
that payments to physicians for examinations and for medical
services, should be kept separate. TMA's representatives
stated that physicians should present the state their usual
and customary charge for services under all state funded
health care programs.

• The Board heard a report from TMA's Committee Chairman,
Dr. W. 0. Vaughan, on the mid-South Regional Medical Pro-
gram, including a review of the on-sight survey team inspec-
tion on September 25-26. Dr. Vaughan reviewed for the Board
the degree of liaison and activity occurring in the program
at present.

TMA has strongly recommended additional representation
on the Advisory Group and it was agreed that nominees for
appointment be submitted by TMA. The suggested physicians
for additional appointment representing the Tennessee Medi-
cal Association have been made.

A report also was made relative to the Memphis Regional
Medical Program, and included the organization and activ-
ities occurring in the various centers of that area.

The Trustees directed that a letter be written to the
President and Secretary of each County Medical Society re-
garding the regional medical program and advising them of
the availability of consultative services through TMA.
Also, a letter to notify the chief of staff of each hospital
in Tennessee, advising of the consultative service and
offering guidance and information that can be furnished by
TMA through the committee for those contemplating requests
for operational grants under the regional medical programs.

Since the Law states that the regional medical program
shall not affect doctor-patient relationships or infringe
upon the traditional practice of medicine, it was suggested
that this be kept in mind for future guidance in these
programs.

• The Board heard a report from the meetings conducted in
Knoxville by the Public and Mental Health Committee of the
Tennessee General Assembly on two bills now pending in the
Legislature, namely PKU (testing in newborn) and the bill
to amend the abortion statutes. Testimony was presented by



Appointments to

Tennessee Board
of Nursing

Other Actions

Timely Statement

Abortion Laws
Enacted in Three
Other States

Geographic Repre-
sentation on AMA
Board

TMA representatives before the committee on these two im-
portant issues at the Knoxville meeting.
• The Trustees previously had submitted six physicians
names to the Governor for subsequent appointment of two as
members of the Tennesssee Board of Nursing. The Governor
has appointed Dr. J. Malcolm Aste of Memphis for a two-year
term and Dr. Byron 0. Garner of Union City for a four-year
term on the Board.
• The Board approved the new system of membership record-
keeping as demonstrated to the Trustees at the meeting
Heard a report from an investment counselor, Mr. Finis Nel-
son, Nashville, relative to uses of TMA's reserves Took
action to urge physicians throughout Tennessee to vigorously
support and continue the program of recruitment of physi-
cians for Viet Nam Approved a plan for offering a door
prize to help stimulate interest in medical exhibitors at
the 1968 annual TMA meeting Approved sponsoring a State
and County Medical Society Leadership Conference in the fall
of 1968 Considered recommendations for appointment to
AMA Councils and Committees ; and recommended that Dr. G.
Baker Hubbard's name be submitted to the AMA Board of
Trustees for possible appointment to the AMA Committee on
Planning and Development ; and Dr. Tom E. Nesbitt for con-
sideration of appointment to the Council on Legislative Ac-
tivities Approved the Third Quarter Financial State-
ment Approved the TMA budget for the calendar and fiscal
year, 1968 Considered a letter from the Tennessee As-
sociation of Community Action Directors for endorsement of
a statewide family planning program but directed that the
organization should seek guidance through the State Depart-
ment of Public Health Approved a recommendation of the
Committee on Emergency and Disaster Medical Care to rename
the committee the "Committee on Emergency Medical Services"
and accepted a request that the Board of Trustees petition
the Governor to appoint an Advisory Committee on Emergency
Medical Services in the State Approved the dates of
April 9-10-11 for the annual meeting of the Tennessee
Medical Association in 1970, the meeting to be held in
Memphis.
• "With the average American now paying 35 cents of every
dollar income for taxes to government local and national

there has to be a stopping point. Despite the appeal of
many programs, this nation must determine its priorities,
using our limited resources only where absolutely necessary.
There is little evidence of any desire to do so, and I have
little desire to raise taxes till it is done." (Repre-
sentative Wm. Brock, R. Tennessee).
• California, Colorado and North Carolina have all enacted
revised statutes this year liberalizing their abortion laws.
The statutes in Colorado and North Carolina are substan-
tially similar. They permit abortions when necessary to
save the life of the mother or prevent a grave impairment of
her health, or when the pregnancy resulted from rape or
incest, or when there is substantial risk that the child
will be born with serious physical or mental defect. The
California statute omits the provision permitting abortion
when the child is likely to be born deformed. The North
Carolina statute requires that the patient have four months
residency in the State, except in emergencies threatening
the woman's life. Neither the California nor the Colorado
laws contain residency requirements.
• The AMA House of Delegates had indicated its preference
for geographical representation on its Board of Trustees.
At their recent meeting in Atlantic City, N.J., the Dele-
gates rejected a proposal which would have permitted Trustee
nominees to run at large. Current members of the Board
come from 15 states coast to coast and border to border,
including Tennessee.
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Hadley Williams, Public Service Director

• More than 400 persons attended the fifth annual Rural
Health Conference in Memphis October 25th. The number far
exceeded the four previous rural health conferences which
have been conducted in Knoxville, Jackson, Nashville and
Cleveland.

Co-sponsored by the Tennessee Medical Association, Ten-
nessee Farm Bureau Federation and University of Tennessee
Agricultural Extension Service, the one-day affair empha-
sized the need for rural emergency health care plans.

Dr. Bond L. Bible, staff secretary of the AMA's Council
on Rural Health discussed the council's interest and efforts
in improving rural emergency medical care. Mr. Robert
Odom, director of Health Mobilization for the Tennessee De-
partment of Public Health presented a paper which encour-
aged rural residents to enroll in medical self-help pro-
grams.

Other participants on the program were Dr. Robert F.

Lash, director of the Knoxville Poison Control Center; Mr.
Ralph K. Disser, program director of Health Careers for Ten-
nessee ; Mr. Lonnie Safley, assistant to the President of the
Tennessee Farm Bureau; Mr. Bernard P. Harrison, director of
the AMA Legal Department and Dr. Webster Pendergrass, Dean
of the University of Tennessee College of Agriculture.

Dr. Julian C. Lentz of Maryville is chairman of the TMA
Rural Health Committee and presided over the meeting.

• The 21st annual AMA Clinical Convention will be held in
Houston, Texas from November 26th to November 29th. More
than 3,000 physicians are expected to attend.

The AMA's policy-making body, the House of Delegates,
will meet in the Shamrock-Hilton Hotel while all scientific
meetings plus the industrial and scientific exhibits will
be in Houston's new Astrohall, a part of the Astrodome com-
plex.

The convention is designed especially for the physician
in practice. It will include scientific sessions on 18 ma-
jor topics, post-graduate medical courses, breakfast round-
table conferences, closed-circuit television and medical
motion picture programs, and more than 120 scientific ex-
hibits.

Of special interest will be the postgraduate courses,
expanded to four this year. They are: Fluid and Electrolyte
Balance, Oncology, Cardiovascular Disease and Obstetrics and
Gynecology.

• The Second National AMA Conference on Utilization Re-
view will be held in conjunction with the Clinical Conven-
tion in Houston on Saturday, November 25th from 9 a.m. until
5 p.m. at the Shamrock-Hilton Hotel.

Topics to be discussed include: patterns of use, utiliza-
tion review and third parties, establishing standards and
regional coordination.

• The AMA's Committee on Medical Aspects of Sports will
hold its 9th National Conference in Houston November 26th.

Keeping athletes in top shape and preventing sports in-
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juries will be the main topics when coaches, trainers and
other sports authorities join team physicians during the all-
day affair. The conference is open to all interested physi-
cians and key non-medical athletic personnel.

• The fifth annual Community Health Week was observed in
Tennessee October 15-21 with many local medical societies
making special efforts to improve their communities ' health
and health education.

Governor Buford Ellington proclaimed the week officially
by issuing a proclamation in which he stated, "Great
strides have been made locally, as well as nationally, in
the endless battle to conquer disease and make life
healthier, happier and more productive for all of us and
future generations."

Mr. Ellington pointed out that "our wealth of health re-
sources is one of the community's greatest assets. Good
health and adequate health facilities and services can ex-
ist only in an atmosphere of continuing community interest
and cooperation."

Dr. Oscar M. McCallum of Henderson is chairman of the
TMA Communications and Public Service committee and was
present in the governor's office when the proclamation was
issued.

• The first general enrollment period for persons 65 and
over to enroll for Part B benefits under Medicare has been
extended to March 31, 1968. Under previous law, the enroll-
ment period was scheduled to run from October 1, 1967
through December 31, 1967.

The current $3 monthly Part B insurance premium will also
remain in effect through March, 1968. An increase in the
rate is expected and will be announced by the Secretary of
HEW before January, 1968.

• Today's Health Guide, the AMA's fast-selling manual of
health information, has gone into its third printing, and
is now available in book stores.

The 90-chapter, 640-page book is a compendium of informa-
tion designed to help the family make the best and most
economical use of health services. More than 250,000
copies have been sold.

The Communications and Public Service Committee of TMA,
together with local medical societies, is currently in the
process of placing a copy of the book in the library of
each Tennessee high school.

Physicians should urge patients to obtain the health
guide for use in the home. They are available by writing
the American Medical Association, 535 N. Dearborn Street,
Chicago.

• At the end of 1966, 85 per cent of the U. S. civilian,
non-institut ional population under age 65 were covered by
private hospital expense insurance — a growth of more than
7 million over the preceding year, according to the Health
Insurance Council.

Much of the remaining 15 per cent include the indigent
and near-indigent, as well as dependents of military per-
sonnel.

Surgical expense protection was carried by 137 million
persons under 65 at the end of 1966 which was 7 million
more than a year previous. A total of 55 million persons
also were covered by major medical insurance policies, an
increase of 5 million over the preceding year.

The Health Insurance Association of America estimates
that of every $5 spent by insured persons for hospital care,
a minimum of $4 was recovered via insurance. For surgical
services, it was likewise $4 of every $5.
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Representation on the Governing Boards

of Hospitals

“Each hospital should have at least one voting physician member
on its governing board, appointed by, or elected by the hospital

medical staff.” The above is a policy recommendation of the Ten-

nessee Medical Association and the American Medical Association.

Similar policy statements have been adopted by the American Col-

lege of Surgeons and the American College of Physicians.

Further, the House of Delegates of the AMA requested that the Joint Commission on

Accreditation of Hospitals, through the medium of its publications and its surveys, to en-

courage the acceptance of a physician trustee “with full voting rights as the most effec-

tive form of liaison between the medical staff and hospital governing authorities.” Full

implementation of this principle is being sought through the AMA Commissioners to the

Joint Commission on Accreditation of Hospitals.

Opposition based on the argument that this would create a conflict of interest, that

physicians have a limited knowledge of hospital operations, and that a physician member
would act primarily to satisfy the needs of the medical staff which in the long run

would be counter to the interest of the hospital is not valid. In fact his interest in, and

personal knowledge of patient care, which is the true roll of the hospital, would more
likely have a beneficial effect on trustee thinking.

This wise policy should now be expedited by the various hospital staffs in Tennessee

and through the force of sound logic urged upon the trustees of their respective hos-

pitals.

The time is long past when there can be a separation between the concerns of the

governing boards of hospitals and their medical staffs. Increasingly their joint orienta-

tion is toward the provision of excellent medical care. Since members of the public,

and government have sought a voice in these matters, it is but logical that the profes-

sion have a more tangible presence in the high policy bodies which are charged with the

role of providing the best possible medical care in hospitals.

It should be emphasized that no known antagonisms between governing boards and
hospital staffs have moved these decisions. Implementation of this action is urged be-

cause it is timely and logical.

Dr. Kressenberg

Sincerely,

>7 . 2

President
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EDITORIAL
CODE OF FAIR PRACTICES

The drug industry has been fair game
now over a number of years for any Con-

gressman or Senator who wishes something

to shoot at while standing for re-election.

Congressional hearings, newspaper head-

lines and television appearances offer won-
derful publicity, particularly if a successful

whipping boy may be found. Drugs and

especially their price are a topic particu-

larly dear to any head of a household who
pays the bills. He has neither the knowl-

edge nor the background to equate the bills

for an antibiotic, let us say, to the hospital

costs, mortality and morbidity resulting

from infections of one type or another of

the preantibiotic era. One could name ex-

amples without end. In addition to the per-

iodic fulminations of congressmen there has

been in recent years the constant harass-

ment by the Food and Drug Administration.

However, nothing is all white nor all

black and the shortcomings of some often

reflects upon all. Merited restrictions upon

some practices by a segment of an indus-

try must of necessity be applied to all.

In answer to this, the Pharmaceutical

Manufacturers Association publicized sev-

eral weeks ago a new Code of Fair Prac-

tices, described by its President C. Joseph

Stetler as a “clear demonstration of the in-

dustry’s good faith and determination to

safeguard and improve the high standards

of drug advertising and promotion.” To be

certain that the Code complies with Federal

law, it was submitted to the Department of

Justice and was cleared by it.

A review of the Codes indicates that by a

“drug product” is meant any pharmaceuti-

cal or biologic product intended for use in

human beings and which is promoted and
advertised to the medical profession rather

than to the lay public. It defines “promo-

tional communications” as journal advertis-

ing, material for mailing, exhibits and writ-

ten instructions to the medical profession,

which includes allied professions in the

health field as well.

The Code indicates that “complete and ac-

curate information concerning marketed
drug products” should be available to the

medical profession as well as the indications

for their use, the dosage and warnings as to

side effects, contraindications to use and re-

lated information. Claims as to the efficacy

of the products must be based “upon sub-

stantial scientific evidence or other respon-

sible medical opinion.” In this regard the

Code also cautions that quotations from the

medical literature or personal communica-
tions by investigators should not be dis-

torted, i.e. taken out of context. If compari-

sons are made with other drug products

they should be on a scientific basis.

The Code, furthermore, prohibits a manu-
facturer from publicizing or promoting a

drug product before the required approval

of the drug for marketing is obtained.

Also, promotional communications should

have medical clearance before their release.

Finally, the Pharmaceutical Manufactur-

ers Association expects its members to ad-

here strictly to the principles of this code.

Its members are enjoined to report to the

President of the Association any breach of

this Code by any other member. In such an

event an ad hoc committee will investigate
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the alleged breach of the Code and report

its findings to the Board of Directors. The
Board, upon evidence that a member firm

“clearly and persistently violates the Code,

may request that member to resign from

the Association.”

An outsider would interpret the promul-

gation of this Code of Fair Practices as an

effort by the Pharmaceutical Manufacturers

Association to control from within any

member who resorts to shady practices in

sales or promotions. Thereby the more eth-

ical of the pharmaceutical firms may divert

legislative blows which are deserved possi-

bly only by a few. Finally, the Code recog-

nizes a responsibility for the public good.

B. H. K.

Allen, Chester D., Memphis. Died October 5,

1967, Age 76. Graduate of University of Tennes-

see College of Medicine, 1915. Member of Mem-
phis-Shelby County Medical Society.

Blevins, Sells, Jonesboro. Died August 6, 1967,

Age 47. Graduate of University of Tennessee

College of Medicine, 1955. Member of Washing-
ton-Carter-Unicoi County Medical Society.

Conger, Robert M., Lexington. Died September

4, 1967, Age 58. Graduate of University of

Tennessee College of Medicine, 1935. Member of

Consolidated Medical Assembly of West Tennes-

see.

Trevathan, Leander E., Bruceton. Died Sep-
tember 11, 1967, Age 92. Graduate of Vanderbilt

University School of Medicine, 1912. Member of

Consolidated Medical Assembly of West Tennes-
see.

Buchanan, Robert Sr., Shackle Island. Died
October 11, 1967, Age 89. Member of Nashville

Academy of Medicine. Graduate of Medical
School of University of Nashville, 1908.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Roane-Anderson County Medical

Society

Dr. John Simmons, Nashville, associate

professor of urology, Vanderbilt, and chief

of urology, VA Hospital, was guest speaker

at the dinner meeting of the Roane-

Anderson County Medical Society, held in

Oak Ridge on September 26. Dr. Simmons
subject was “Ureteral Reflux in Adults &
Children.”

Members of the Society, their wives and
guests attended the annual Dwight Clark

Memorial Lecture on October 24th, held at

the Holiday Inn in Oak Ridge. The lecture

entitled, “A Gastro-Intestinal Travelogue”

(a motion picture survey of lesions of the

GI tract)
,
was presented by Dr. Hilger

Perry Jenkins, professor of surgery, Univer-

sity of Chicago, School of Medicine, and
Chairman of the Committee on Medical Mo-
tion Pictures of the American College of

Surgeons.

A buffet dinner preceded the lecture for

all attending.

Consolidated Medical Assembly
of West Tennessee

The Consolidated Medical Assembly of

West Tennessee met in regular session at

the New Southern Motor Hotel on Septem-
ber 5th, preceded with a session of the

House of Delegates. Guest speaker, Dr.

James H. Druff, superintendent of Western

State Hospital, spoke on Western State and

its relationship to medical society.

Chattanooga-Hamilton County
Medical Society

The scientific program for the meeting of

the Society on November 7th was presented

by Dr. Roger G. Vieth and Dr. John J. Kil-

leffer. Dr. Vieth’s subject was “Anterior

Venous Malformations” and Dr. Killeffer

spoke on “Correction of Genu Valgum in

Adolescence by Stapling Epiphyseas.” The
meeting was held in the auditorium of the

Interstate Building.

Memphis-Shelby County
Medical Society

The Society met in regular session in the

auditorium of the Institute of Pathology,

University of Tennessee, on October 3rd.

Dr. Robert C. Reeder presented the pro-

gram entitled, “Emergency Care: Past, Pre-

sent and Future.” The meeting of the

membership was followed with a session of

the Society’s House of Delegates.
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From a continuing study on nasal congestion . .
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timed to work

while your patient does
A study being conducted by the Department of
Otolaryngology, Greater Baltimore Medical Center is

stockpiling evidence that points to the fast action and
prolonged relief effected by Triaminic in the treat-

ment of nasal congestion.

and measured their response to recommended doses

of Triaminic tablets.

Timed to release its oral nasal decongestant and two
antihistamines within 8 hours, Triaminic was found to

effect partial or complete relief in better than 82% of

the subjects treated. Clearing nasal obstruction. Re-

ducing turbinate swelling. Making breathing easier.

Begun in March 1966, the study to date has encom-
passed 85 patients with common nasal disorders—

It’s a comforting thing to know that Triaminic really works.

Triaminic*,timed-release tablets

Each timed-release tablet contains.-

Phenylpropanolamine hydrochloride 50mg. Pyrilamine maleate 25mg. Pheniramine maleate 25mg.
Side effects: Occasional drowsiness, blurred vision, cardiac palpitations, flushing, dizziness, nervousness or gastrointestinal upsets.

Precautions: The patient should be advised not to drive a car or operate dangerous machinery if drowsiness occurs. Use with caution in

patients with hypertension, heart disease, diabetes or thyrotoxicosis.

DORSEY LABORATORIES • a division of The Wander Company • LINCOLN, NEBRASKA 68501
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Knoxville Academy of Medicine

Dr. K. M. Kressenberg, President of the

Tennessee Medical Association, discussed

problems common to the TMA and county

medical societies, at the meeting of the Aca-
demy on October 10th. Dr. Kressenberg’s

appearance before the society was a fol-

low-up of a decision of the Board of Trus-

tees that members of the Board should meet
with all county societies in the state in an

effort to establish better communication
and cooperation between the state associa-

tion and its component societies.

NATIONAL NEWS

The Month In Washington

(From the Washington Office, AMA)

The American Medical Association urged

that Congress precisely define “public

health services” to prevent the so-called

“Partnership in Health” legislation being

used as authority for unlimited expansion

of government medicine. In a letter to

Chairman Lister Hill (D., Ala.) of the Sen-

ate Committee on Labor and Public Wel-
fare, Dr. F. J. L. Basingame, Executive

Vice-President of AMA, said:

“We are especially concerned with a lack

of definition with respect to comprehensive

public health services. Neither ‘compre-

hensive’ nor ‘public health services’ is de-

fined in the law or the bill. While we re-

cognize there is supportable advantage in

removing strict categorization of grant

funds, we are concerned that the categorical

indentification having been removed, there

will no longer be any limitation on the

health care which may be provided.

Indeed, from testimony on this legislation

by government officials, it would appear

that our concern is justified. Is it the intent

that the Congress is authorizing a program
of individual treatment for unidentified pa-

tients for unspecified conditions for un-

limited services

?

It is clear that the lack of

definition of ‘public health services’ is, in

effect, an invitation from Congress to un-

limited expansion of ‘public health’ beyond
its traditional role in the community.

“The AMA has supported, and continues

to support the furnishing of public health

services. We have also supported flexibility

of operation within the state and local

health departments as an effective tool for

community health. We feel, however, that

the distinction between the public and pri-

vate health sectors should be delineated . . .

in more positive terms than the mere prohi-

bition against interference with the existing

patterns of private professional practice.

. . . Accordingly, the Association finds itself

unable to support this portion of the legis-

lation providing for an undefined program
of comprehensive public health services.”

The AMA also opposed a provision for

federal licensure of clinical laboratories on
the ground that licensing of such facilities

traditionally has been a state matter. “We
believe that federal licensure of these facili-

ties would establish an undesirable prece-

dent.”

The controversy over generic vs. brand
name drugs was aired at hearings of the

Senate Finance Committee and the Senate

Small Business Monopoly Subcommittee.

Chairman Russell B. Long (D., La.) of the

Finance Committee planned to offer an

amendment to the Social Security bill,

which includes medicare and medicaid

changes, to put the emphasis on generic

drugs in government medical programs.

The monopoly sub-committee, headed by
Senator Gaylord Nelson (D., Wis.)

,
was in-

vestigating drug pricing policies with the

same objective as Long’s proposal.

Long’s proposal included the creation of a

federal panel to select the highest quality

but lowest cost prescription drugs for which
patients would be reimbursed under gov-

ernment medical programs.

Both the Food and Drug Administration

and the drug industry opposed establish-

ment of such a committee and national for-

mulary of drugs. FDA Commissioner

James Goddard, M.D., said it would result

in “an encroachment on the practice of

medicine in such a way that I believe the

physicians of this country would rise up in

wrath. In essence the bill would impose

upon the formulary committee the duty of

evaluating every prescription drug used in
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RON DEFICIENCY

Imferon
(iron dextran injection)

There’s as much iron . . . 250 mg.
. . . in a 5 cc. ampul of Imferon
(iron dextran injection)

as in a pint of whole blood.

When iron deficient

patients are intolerant of oral

iron ... or orally administered
iron proves ineffective or

impractical ... or if the patient

cannot be relied upon to take

oral iron as prescribed, Imferon
(iron dextran injection)

dependably increases

hemoglobin and rapidly

replenishes iron reserves.

Precise dosage is easily

calculated.

LAKESIDE

IN BRIEF: ACTION AND USES: A single dose Of

Imferon (iron dextran injection) will measur-
ably begin to raise hemoglobin and a complete
course of therapy will effectively rebuild iron

reserves. The drug is indicated only for specifi-

cally-diagnosed cases of iron deficiency anemia
and then only when oral administration of iron

is ineffective or impractical. Such iron defi-

ciency may include: patients in the last trimester
of pregnancy; patients with gastrointestinal dis-

ease or those recovering from gastrointestinal

surgery; patients with chronic bleeding with
continual and extensive iron losses not rapidly

replenishable with oral iron; patients intolerant

of blood transfusion as a source of iron

;

infants

with hypochromic anemia; patients who cannot
be relied upon to take oral iron.

COMPOSITION: Imferon (iron dextran injection)

is a well-tolerated solution of iron dextran com-
plex providing an equivalent of 50 mg. in each
cc. The solution contains 0.9% sodium chloride
and has a pH of 5. 2-6.0. The 10 cc.vial contains
0.5% phenol as a preservative.

administration AND DOSAGE: Dosage, based
upon body weight and Gm. Hb / 100 cc.of blood,
ranges from 0.5 cc. in infants to 5.0 cc. in

adults, daily, every other day, or weekly. Initial

test doses are advisable. The total iron require-

ment for the individual patient is readily ob-
tainable from the dosage chart in the package
insert. Deep intramuscular injection in the
upper outer quadrant of the buttock, using a

Z-track technique, (with displacement of the
skin laterally prior to injection), insures absorp-
tion and will help avoid staining of the skin. A
2-inch needle is recommended for the adult of

average size.

SIDE EFFECTS- Local and systemic side effects

are few. Staining of the skin may occur. Exces-
sive dosage, beyond the calculated need, may
cause hemosiderosis. Although allergic or ana-
phylactoid reactions are not common, occa-
sional severe reactions have been observed,
including three fatal reactions which may have
been due to Imferon (iron dextran injection).

Urticaria, arthralgia, lymphadenopathy, nau-
sea, headache and fever have occasionally
been reported.

PRECAUTIONS: If sensitivity to test doses is

manifested, the drug should not be given.
Imferon (iron dextran injection) must be ad-
ministered by deep intramuscular injection

only. Inject only in the upper outer quadrant ot

the buttock, not in the arm or other exposed
area.

CONTRAINDICATIONS: Imferon (iron dextran in

jection) is contraindicated in patients sensitive

to iron dextran complex. Since its use is in-

tended for the treatment of iron deficiency ane-
mia only it is contraindicated in other anemias.

CARCINOGENICITY POTENTIAL: Using relatively

massive doses, Imferon (iron dextran injection)

has been shown to produce sarcoma in rats,

mice and rabbits and possibly in hamsters, but
not in guinea pigs. The risk of carcinogenesis,
if any in man, following recommended therapy
with Imferon (iron dextran injection) appears
to be extremely small.

SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc. am-
puls, boxes of 4; 10 cc. multiple dose vials.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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medical practice today—more than

5,000—and of providing a formulary of the

drugs of choice. I would have to exclude

drugs deemed unnecessary, therapeutically

duplicative, or of unacceptable quality.

The enormity of such a task should be

borne in mind.”

C. Joseph Stetler, president of the Phar-

maceutical Manufacturers Association

joined Goddard and John W. Gardner, Sec-

retary of Health, Education and Welfare, in

urging that action on the matter be post-

poned until a report is made on a special

study being conducted by HEW. The re-

port is due December 1.

Stetler said the drug industry recognizes

the government’s responsibility to control

federal expenditure in its drug purchase

programs. But, he said, Long’s proposal

would put such a low ceiling on drug prices

that it would “jeopardize the ability of

quality, research-oriented pharmaceutical

companies to perform effectively.” “The

health of all of us and of future generations

is dependent on the continued growth and

vitality of a progressive and successful

pharmaceutical industry.”

The federal government is planning on

increasing the monthly medicare insurance

rate for physicians’ services for next year

and 1969. The present rate is $3 a month.

The medicare law designated October 1 as

the deadline for setting the rate for 1968

and 1969 but Congress approved legislation

postponing the announcement until Decem-
ber 31.

John W. Gardner, Secretary of HEW, dis-

closed a possible increase from $3 to $4 in a

letter to Senator John J. Williams, Del.,

ranking GOP member of the Senate Fi-

nance Committee.

The monthly premium is paid by persons

65 and older who elected to get benefits

under Part B of the medicare program pro-

viding physician services.

Gardner said: “I would promulgate a rate

of $3.80 for the two-year period of 1968 and

1969, 25 cents of the increase being based

upon our evaluation of the extent to which

we believe the premium rate was below the

actual cost for 1966-67 and 55 cents being

the estimated additional cost to be expected

from an estimated increase in utilization

and in physicians’ fees.”

MEDICAL NEWS
IN TENNESSEE

Tennessee Academy of General Practice

The 19th Annual Scientific Assembly and

Congress of Delegates of the Tennessee

Academy of General Practice was held

November 1-3 in Gatlinburg with headquar-

ters at the Civic Auditorium. The program,

planned to bring together many well-known

speakers, covered varied and interesting

subjects. Speakers included: Captain

George F. Bond, M.C., U.S. Navy, Washing-

ton, D. C.; Dr. Isadore Dyer, Department of

Obstetrics and Gynecology, Tulane Univer-

sity School of Medicine, New Orleans; Dr.

Walter W. Sackett, Jr., Miami, Fla.; Dr.

Donald P. Pinkel, Medical Director, St.

Jude Children’s Research Hospital, Mem-
phis; Dr. Nicholas J. Pisacano, Department
of Medicine, University of Kentucky Col-

lege of Medicine, Lexington; Dr. Arthur T.

Evans, Chairman, Department of Urology,

University of Cincinnati College of Medi-

cine, Cincinnati; Dr. Kirkland W. Todd, Jr.,

Assistant Professor of Surgery, Vanderbilt

University School of Medicine, Nashville;

Dr. James D. Hardy, Professor and Chair-

man, Department of Surgery, University of

Mississippi School of Medicine, Jackson; Dr.

James D. Beard, Ph.D., Assistant Professor

of Clinical Physiology, U.T. College of Med-
icine, Memphis; Dr. David H. Knott, Ph.D.,

Assistant Professor of Clinical Physiology,

U.T. College of Medicine, and Medical Di-

rector, Alcoholic Rehabilitation Unit, Tenn.

Psychiatric Hospital & Institute; Dr.

Charles W. Pemberton, Regional Program
Director, Cancer Control Branch, Division

of Chronic Diseases, USPHS, Kansas City;

and Dr. Boyer M. Brady, Jr., Associate Pro-

fessor of Clinical Radiology, U.T. College of

Medicine, Memphis.

Social events included a welcoming re-

ception on Wednesday evening, Nov. 1 fol-

lowed on Thursday evening by the annual

dinner-dance, and a Sherry Brunch honor-

ing the wives on Friday.
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B and C vitamins are part of therapy: An imbalance of water-soluble vita-

mins and chronic illness often go hand in hand. STRESSCAPS capsules, con-

taining therapeutic quantities of vitamins B and C, are formulated to meet the

increased metabolic demands of patients with physiologic stress. In chronic ill-

ness, as with many stress conditions, STRESSCAPS vitamins are therapy.

Each capsule contains:
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TMA Auxiliary

The Fall Board Meeting and Conference

of the Woman’s Auxiliary to the Tennessee

Medical Association was held at the Albert

Pick Motel in Nashville September 12-13.

A luncheon conference sponsored by IM-

PACT (Independent Medicine’s Political

Action Committee, Tennessee) featured

speakers from the state and national PAC
organizations: Dr. Richard C. Sexton,

Chairman, IMPACT Board of Directors;

Mrs. Frank Gastinau, Indianapolis, Aux-
iliary representative to the American Medi-

cal Political Action Committee; Mr. Edwin
Smith, Atlanta, Field Representative,

AMPAC; and Mrs. Arch Y. Smith, TMA
Auxiliary representative to IMPACT.

Sessions included seminars on press and

publicity, health careers and health project.

Mrs. J. Paul Sauvageot, national represen-

tative and president of the Woman’s Auxil-

iary to the Ohio State Medical Auxiliary,

spoke on press and publicity. A panel dis-

cussion on health careers was presented by

Dr. Richard Cannon, dean of Allied Health

Education at Vanderbilt University, Mr.

Ralph Disser, Executive Project Director

for health careers in Tennessee, and Mrs.

Carl D. Marsh, health careers chairman for

Shelby County. Dr. K. M. Kressenberg,

TMA President, was the banquet speaker.

Tennessee Pediatric Society

The annual meeting of the Tennessee

Pediatric Society, September 10-12 was held

at the Holiday Inn-Downtown in Chatta-

nooga. Prominent speakers lecturing on

the subjects of asthma, the battered-child

syndrome, and management of the child

with chronic asthma, included: Dr. Audrey
K. Brown, professor of pediatrics at the

Medical College of Georgetown, Augusta;

Dr. Robert Hagerty, professor and chairman

of the department of pediatrics of the Uni-

versity of Medicine and Dentistry, Ro-

chester, N. Y.; and Dr. William A. Howard,
professor and chairman of the department

of pediatrics, George Washington Univer-

sity, Washington, D.C.

Dr. George S. Lovejoy, chief of staff of

Lebonheur Children’s Hospital, Memphis,

was elected chairman of the combined Ten-

nessee State Pediatric Society and the State

Chapter of the American Academy of Pedi-

atrics. Dr. Stewart Smith, Chattanooga,

was named alternate chairman and Dr. Wil-

liam Wadlington, Nashville, is Secretary-

Treasurer.

University of Tennessee

College of Medicine

PARTICIPATING FACULTY: Four

members of the Department of Surgery

participated in the annual clinical congress

of the American College of Surgeons in Chi-

cago, October, 6-10. Dr. Harwell Wilson,

professor and department chairman and na-

tional treasurer of the American College of

Surgeons, conducted a teaching motion pic-

ture program designed to emphasize impor-

tant principles of diagnosis and advances in

surgical technique. Dr. Paul Sherman, as-

sistant professor, presented the results of a

collaborative research project carried out in

the department and in the laboratories of

Stanford University. The research deals

with a new method of measuring blood vol-

ume in surgical patients by the use of a

new method of labeling biological molecules

as tracer tags, known as spin labeled albu-

min. Dr. James Pate, Professor, with col-

laboration of Dr. Orin Butterick, clinical as-

sistant professor, and Dr. Rodney Wolf, in-

structor, presented an exhibit demonstrat-

ing surgical techniques developed in treat-

ment of massive pulmonary embolus, in-

volving use of the heart-lung bypass ma-
chine. Dr. Francis Murphey, head of neu-

rosurgery, discussed pain caused by rupture

of an intervertebral disc in the neck and

outlined methods of diagnosis and treat-

ment.

* * *

The University of Tennessee dedicated

the $1.1 million addition to the Medical Re-

search Center of the UT Memorial Hospital

at Knoxville, September 22nd. The pro-

gram began with doctors and scientists join-

ing for special medical-surgical rounds at

the hospital. A symposium on “Creativity

in Scientific Research” was presented by:

Dr. Alexander Hollaender, senior research

adviser of ORNL’s Biology Division; Dr.

Henry Eyring, dean of the graduate school

of the University of Utah; Dr. Alexander B.

Gutman, professor of medicine at Mt. Sinai
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Medical School, New York; and Dr. Carl V.

Moore, head of the Washington University

School of Medicine, St. Louis.

Congressman Joe L. Evins was the fea-

tured speaker for an invitational banquet at

the University Center that evening.

The addition to the Research Center was
completed in late 1965 and since that time a

staff of top researchers has been brought to-

gether. Dr. Amoz I. Chernoff, director of

the facility, now has 18 professional scien-

tists and a staff of nearly 70 at work on ten

major research projects in the broad area of

hematology. More than $1 million in equip-

ment has been installed in the structure.

The addition to the center was made possi-

ble by an intensive fund campaign spon-

sored by the Greater Knoxville Chamber of

Commerce. Money from federal, state, city

and county governments was placed in the

project, along with gifts from private

sources.

Vanderbilt University

School of Medicine

Dr. Grant W. Liddle, endocrinologist and
professor and chief of endocrine service at

Vanderbilt University has been appointed

to the National Advisory Arthritis and Met-
abolic Diseases Council. As a member of

the Council, Dr. Liddle will advise and
make recommendations to the surgeon gen-

eral and to the director of the National In-

stitute of Arthritis and Metabolic Diseases

on grants and awards.

sjs H*

Dr. William S. Coppage, Jr., associate

professor of medicine at Vanderbilt Univer-
sity, has been named chief of staff at the

Veterans’s Administration Hospital. Dr.

Coppage served as attending physician at

the hospital in 1960 and as a consultant in

endocrinology in 1961-62.

PERSONAL NEWS

Dr. Henry T. Kirby-Smith, Sewanee, is the re-

cipient of the Outstanding Middle Tennessee Phy-
sician Award. An engraved plaque was pre-
sented to Dr. Kirby-Smith by the Middle Tennes-
see Medical Association at its 145th Semi-annual
meeting in Gallatin.

Dr. Addison B. Scoville, Jr., Nashville, has re-

signed as chairman of the Metropolitan Board of

Health, effective October 20. Dr. Scoville, who
has been on the health board for nine years, and
chairman for the last two years, has had a benefi-

cial influence on public health service in the com-
munity.

Dr. David McCallie, Chattanooga, conducted a

panel discussion on “Nursing Today in Coronary

Care Units” at the quarterly meeting of the local

League for Nursing.

Dr. T. K. Ballard, Jackson, has been re-elected

chairman of the Madison County Board of Health.

Dr. Joe E. Monger, specialist in internal medi-
cine, is now practicing in Cleveland. He is asso-

ciated with Drs. Robert Cofer, William Smith, and
Robert Allen.

Dr. Richard O. Cannon, Dean of the division of

allied health professions at Vanderbilt University

Medical Center, has been elected to the Board of

Trustees of the American Hospital Association.

Dr. J. Fred Terry, Cookeville, has been ap-

pointed to the board of directors of the First Na-
tional Bank in that city.

Chattanooga physician, Dr. L. Spires Whitaker,

one of the area’s most active leaders in efforts to

arouse public opinion for effective air pollution

control, was one of eight persons appointed by
Governor Ellington to serve on the State’s new
Air Polution Control Board. The Board was es-

tablished under the Air Pollution Law passed

earlier this year by the legislature, and Dr. Whi-
taker will represent the Medical profession as a

physician experienced in the health effects of pol-

lution.

Dr. Wm. N. Cook, Columbia, has been named
director of the Giles County Health Department.

Dr. Cook served as director of the Maury County
Health Department from 1954-67.

Dr. Julian K. Welch, Brownsville was named
president of the Haywood County Unit, American
Cancer Society on September 18th.

Drs. W. G. Frost, E. T. Pearson and E. L. Cau-
dill, Sr., Elizabethton, were honored by the Selec-

tive Service System with certificates of apprecia-

tion and lapel pins for twenty-five years service

to the nation and the system as local board medi-

cal advisors.

Dr. J. Malcolm Aste, Memphis, has been ap-

pointed to the Tennessee Board of Nursing by
Governor Ellington. Dr. Byron O. Garner, Union
City, was also re-elected to serve a four-year

term on the Board. Dr. Aste will serve a two-
year term.

At a recent meeting of the East Tennessee Ra-
diological Society, the following officers were
elected: Dr. Homer P. Williams, Bristol, Presi-

dent; Dr. Robert F. Maddox, Kingsport, Presi-

dent-Elect; Dr. William A. Nelson, Knoxville,

Vice-President; and Dr. T. F. Haase, Jr.,

Knoxville, Secretary-Treasurer.

Dr. Curtis McGown, general surgeon of Clarks-

ville, has been awarded the American Medical

Association’s Humanitarian Service Certificate for
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DORSEY "FlU-C}RAM”

DON’T BE LULLED BY RELATIVE LACK OF FLU LAST WINTER. THIS
' . '

• . • • •• ... .... , 'vV, C
'

WINTER BE PREPARED: WHEN THE COMPLAINTS ARE COUGH AND
'

CONGESTION, YOU CAN RELIEVE THESE SYMPTOMS WITH TUSSAGESIC

TABLETS. ONE TIMED -RELEASE TABLET AT MORNING, MIDAFTERNOON
~ - ----- >> -***--'- •* mmm , .

AND BEDTIME BRINGS UP TO 24 HOURS' RELIEF FROM TROUBLESOME

COUGH AND STUFFED AND RUNNY NOSE. TUSSAGESIC IS THE FAMOUS

TRIAMINIC FORMULA, PLUS THREE OTHER PROVED CONSTITUENTS.

. .

.. , , . .

..

MAKES PATIENTS MORE COMFORTABLE. FAST. ASK YOUR DORSEY

REPRESENTATIVE FOR SUPPLY OF STARTER SAMPLES, OR IF FLU IS
gSiiiii

ALREADY EPIDEMIC, PHONE COLLECT. SEE BELOW.
—

^7
“ ~ — —

each

Tussagesic
timed-release tablet contains:

Triaminic® 50 mg.

(phenylpropanolamine hydrochloride 25 mg., pheniramine

maleate 12.5 mg., pyrilamine maleate 12.5 mg.)

Dextromethorphan hydrobromide 30 mg.

Terpin hydrate 180 mg.

Acetaminophen 325 mg.

Dosage : Adults— 1 tablet, swallowed whole to preserve timed-

release feature, in morning, midafternoon and at bedtime. Side

effects : Occasional drowsiness, blurred vision, cardiac palpita-

tions, flushing, dizziness, nervousness or gastrointestinal up-

sets. Precautions : The patient should be advised not to drive a

car or operate dangerous machinery if drowsiness occurs. Use

with caution in patients with hypertension, heart disease, dia-

betes or thyrotoxicosis.

DORSEY LABORATORIES

a division of The Wander Company
Lincoln, Nebraska 68501

clip and file under “flu”

For relief of "flu-like” symptoms
Tussagesic timed-release tablets

PHONE COLLECT
For emergency starter samples

to Keith Sehnert, M.D.

Medical Director

(402) 434-6311

Fast delivery by your Dorsey

Representative
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his participation in the AMA’s Volunteer Physi-
cians for Viet Nam Program. The award was
presented by Dr. Harold Vann, President of the

Montgomery County Medical Society, at the So-
ciety’s monthly meeting, September 18.

Dr. Ralph M. Kniseley, associate chairman of

the Oak Ridge Associated Universities Medical
Division, chairmaned two sessions of the annual
meeting of the American Society of Clinical Path-
ologists in Chicago.

ANNOUNCEMENTS

Announcement of Meetings, 1967-68

State

Feb. 14-16, 1968 Mid-South Postgraduate Medi-
cal Assembly, Memphis

April 18-20 Tennessee Medical Association,

Read House, Chattanooga

National

Dec. 2-7, 1967 American Academy of Derma-
tology, Palmer House, Chicago

Dec. 4-6 Southern Surgical Association,

The Homestead, Hot Springs,

Va.
Jan. 19-20, 1968 American Society for Surgery

of the Hand, Palmer House,
Chicago

Jan. 20-25 American Academy of Ortho-
paedic Surgeons, Palmer
House, Chicago

Jan. 29-31 Society of Thoracic Surgeons,
Roosevelt Hotel, New Orleans

Feb. 3-7 American Academy of Allergy,

Statler-Hilton, Boston
Feb. 6-10 American College of Radiology,

Drake, Chicago
Feb. 8-10 Society of University Surgeons,

Americana, New York
Feb. 8-10 Southwestern Medical Associa-

tion, Sheraton-El Paso Motor
Inn, El Paso, Texas

Feb. 19-21 American College of Surgeons
Sectional Meeting, Statler Hil-

ton Hotel, Dallas

Feb. 22-24 Central Surgical Association,

Sheraton-Cleveland, Cleveland
Feb. 28-Mar. 3 American College of Cardiol-

ogy, San Francisco Hilton
Hotel, San Francisco

March 1-3 American Association of Path-
ologists and Bacteriologists,

Drake Hotel, Chicago
March 11-13 American College of Surgeons

(Sectional Meeting for Doctors
and Nurses), Williamsburg Inn,

Williamsburg, Va.
March 18-20 American Academy of Pedia-

trics, Regency Hyatt, Atlanta

March 24-30

March 25-28

March 25-29

March 29-31

American Society of Clinical

Pathologists (Interim) Roose-

velt Hotel, New Orleans

Southeastern Surgical Con-

gress, Sheraton-Park Hotel,

Washington, D. C.

American College of Allergists,

Denver Hilton, Denver
American Society of Internal

Medicine, Hotel Statler, Boston

Distinguished Service Awards
To Be Made By TMA

Each year there are physicians in the

state who make significant contributions to

the advancement of medical science, or to a

specific program resulting in better health

for citizens of his community, county and

state. These physicians should be recog-

nized and the Board of Trustees, in 1964, es-

tablished a maximum of three Distin-

guished Service Awards to be made to these

physician members after receiving nomina-

tions from the membership. The awards

carry prestige and distinction and should be

for a service performed in the immediate

preceding year. Any member of the

Tennessee Medical Association in good

standing is eligible for nomination, and any

member of TMA in good standing may
nominate a recipient for this award which

will be presented with appropriate cere-

mony during the annual meeting of the

Association in April.

Criteria to be followed in submitting can-

didates for the awards may be obtained

from the TMA headquarters office or the

Secretary of your County Medical Society.

Directory of Cardiovascular Services

Available

A directory of Cardiovascular Services

for Tennessee, prepared by the Community
Service Committee of the Tennessee Heart

Association, is now available. The direc-

tory will assist medical and para-medical

persons in locating where the different

types of health care services are available.

The Nursing Committee of the Heart Asso-

ciation has taken the responsibility for as-

sisting with distribution of this publication.

It may be obtained from your local heart

association office or a member of your

Chapter’s Nursing Committee. The direc-
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NORPRAMIN*
(desipramine hydrochloride)

At the recommended dosage level

—initially, 150 mg. per day-
gratifying remission of the signs
and symptoms of depression
typically begins in 2-5 days. Its

specificity for depression,

rapidity of action and usually mild
side effects are significant rea-

sons for prescribing NORPRAMIN
(desipramine hydrochloride) in

depression of any type . . . any
degree of severity.

A few patients, sensitive to

central nervous system
stimulants may become restless

as depression is lifted— in such
cases dosage may be reduced
or a tranquilizer added.

LAKESIDE

ANTIDEPRESSANT FOR RAPID IMPROVEMENT
IN BRIEF:

INDICATIONS: In depression of any kind
— neurotic and psychotic depressive re-

actions; manic-depressive or involutional

psychotic reactions.

CONTRAINDICATIONS: Glaucoma, ure-

thral or ureteral spasm, recent myocar-
dial infarction, severe coronary heart
disease, epilepsy. Should not be given
within two weeks of treatment with a
monoamine oxidase inhibitor.

RELATIVE CONTRAINDICATIONS: (1)

Patients with a history of paroxysmal
tachycardia. (2) Patients receiving con-
comitant therapy with thyroid, anticho-
linergics or sympathomimetics may ex-

perience potentiation of effects of these
drugs. (3) Safety in pregnancy has not
been established.

PRECAUTIONS: (1) Outpatient use of

desipramine hydrochloride should not
be substituted for hospitalization when
risk of suicide or homicide is considered
grave. (2) If serious adverse effects oc-

cur, reduce dosage or alter treatment.
(3) In patients with manic-depressive
illness a hypomanic state may be in-

duced. (4) Discontinue drug as soon as
possible prior to elective surgery.

ADVERSE EFFECTS: Side effects, usually
mild, may include: dry mouth, consti-

pation, dizziness, palpitation, delayed
urination, "bad taste,” sensory illusion,

tinnitus, anxiety, agitation and stimula-
tion, insomnia, sweating, drowsiness,
headache, orthostatic hypotension,
flushing, nausea, cramps, weakness,
blurred vision and mydriasis, rash,
tremor, allergy, agranulocytosis, altered
liver function, ataxia, and extrapyrami-
dal signs.

DOSAGE: Optimal results are obtained
at a dosage of 50 mg., t.i.d. (150 mg./
day). SUPPLIED: NORPRAMIN (desipra-
mine hydrochloride) tablets of 25 mg.; «

bottles of 50, 500 and 1000; and tablets

of 50 mg., in bottles of 30, 250 and
1000.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201
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tory has been prepared as a service of the

Tennessee Heart Association and its Chap-
ters serving ninety-five Tennessee and three

Georgia counties.

Continuing Education Courses In 1968

The University of Tennessee Medical
Units announces continuing education
courses to be held in 1968:

January 24-26—Advances in Urology

March 7-9—Medical Aspects of Sports

March 13-15—General Pediatrics

March 18-27—Fundamentals of Otolaryn-

gologic Allergy

March 22-24—Surgery of the Hand
March 28-29—Industrial Medicine

April 3-5—Forensic Medicine

April 22-23—Psychosomatic Cardio - Re-

spiratory Disorders, Diagnosis and

Treatment

May 8-10—Fractures and Dislocations

May 20-24—Intensive Review of the Sci-

ence of Anesthesiology

June 5-7—Chest Diseases—Diagnosis and

Treatment

July 24-26—Intensive Care of the Surgi-

cal Patient

August 28-30—Common Skin Diseases

—

Diagnosis and Treatment

If you have a suggestion of a course that

might be offered in the future or desire ad-

ditional information concerning the above,

write to: Department of Continuing Educa-

tion, The University of Tennessee Medical

Units, 62 South Dunlap Street, Memphis,

Tennessee, 38103.

* * *

xU'M 0,mt
HOSPITAL

(Formerly Hill Crest Sanitarium)

7000 5TH AVENUE SOUTH
Box 2896, Woodlawn Station

Birmingham, Alabama 35212

Phone: 205 - 836-7201

A patient centered

independent hospital for

intensive treatment of

nervous disorders . ,

.

Hill Crest Hospital was estab-

lished in 1925 as Hill Crest

Sanitarium to provide private

psychiatric treatment of nervous

or mental disorders. Individual

patient care has been the theme

during its 42 years of service.

Both male and female patients

are accepted and departmental-

ized care is provided according

to sex and the degree of illness.

In addition to the psychiatric

staff, consultants are available in

all medical specialities.

MEDICAL DIRECTOR:
James A. Becton, M.D., F.A.P.A.

CLINICAL DIRECTORS:
James K. Ward, M.D., F.A.P.A.

Hardin M. Ritchey, M.D., F.A.P.A.

HILL CREST is a member of:

AMERICAN HOSPITAL ASSOCIATION . . .

. . . NATIONAL ASSOCIATION OF PRI-

VATE PSYCHIATRIC HOSPITALS . . .

ALABAMA HOSPITAL ASSOCIATION . . .

BIRMINGHAM REGIONAL HOSPITAL
COUNCIL.

Hill Crest is fully accredited by the Joint

Commission on Accreditation of Hospitals.

Ctest
HOSPITAL

BIRMINGHAM, ALABAMA
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Sustained circulatory, respirator

and cerebral stimulation for th

TIME AFTER ADMINISTRATION (Hours)

I
S (fewer absent doses by

H absent-minded patients)

Human volunteer subjects were administered Geroni-

azol TT tablets with the nicotinic acid component
made radioactive with C-14. Plasma and urine sam-
ples were analyzed. ( See Figures I and II) The radio-

active tracer study substantiated the previous clinical

evidence that the release of nicotinic acid from the

Geroniazol TT tablet produced a gradual rise in

plasma levels to a plateau for a total of 12 hours and
more.

Such proven sustained activity makes the manage-
ment of geriatric patients much easier by minimizing
the possibility of neglected doses through absent-

mindedness or senile confusion. Therapy can be con-

tinuous on a daily dose of only one Geroniazol TT tab-

let every 12 hours.

The gradual release of nicotinic acid in Geroniazol

TT will provide the well-known peripheral vasodilata-

tion needed in patients with deficient circulation and
with a minimum amount (if any) of “flushing.” Also,

cerebrovascular circulation is complemented by pen-

tylenetetrazol, long-established as a cerebral and res-

piratory stimulant.

Geroniazol TT improves the typical, unfortunate,

signs of senile confusion. Patients become more alert,
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Imferon*
(iron dextran injection)

There’s as much iron . . . 250 mg.
. . . in a 5 cc. ampul of Imferon
(iron dextran injection)

as in a pint of whole blood.

When iron deficient

patients are intolerant of oral

iron ... or orally administered
iron proves ineffective or

impractical ... or if the patient

cannot be relied upon to take

oral iron as prescribed, Imferon
(iron dextran injection)

dependably increases

hemoglobin and rapidly

replenishes iron reserves.

Precise dosage is easily

calculated.

LAKESIDE

IN BRIEF: ACTION AND USES: A single dose of

Imferon (iron dextran injection) will measur-
ably begin to raise hemoglobin and a complete
course of therapy will effectively rebuild iron

reserves. The drug is indicated only for specifi-

cally-diagnosed cases of iron deficiency anemia
and then only when oral administration of iron

is ineffective or impractical. Such iron defi-

ciency may include: patients in the last trimester
of pregnancy; patients with gastrointestinal dis-

ease or those recovering from gastrointestinal

surgery; patients with chronic bleeding with
continual and extensive iron losses not rapidly

replenishable with oral iron; patients intolerant

of blood transfusion as a source of iron: infants

with hypochromic anemia; patients who cannot
be relied upon to take oral iron.

COMPOSITION: Imferon (iron dextran injection)

is a well-tolerated solution of iron dextran com-
plex providing an equivalent of 50 mg. in each
cc. The solution contains 0.9% sodium chloride
and has a pH of 5. 2-6.0. The 10 cc.vial contains
0.5% phenol as a preservative.

administration AND DOSAGE: Dosage, based
upon body weight and Gm. Hb/ 100 cc. of blood,

ranges from 0.5 cc. in infants to 5.0 cc. in

adults, daily, every other day, or weekly. Initial

test doses are advisable. The total iron require-

ment for the individual patient is readily ob-
tainable from the dosage chart in the package
insert. Deep intramuscular injection in the
upper outer quadrant of the buttock, using a
Z-track technique, (with displacement of the
skin laterally prior to injection), insures absorp-
tion and will help avoid staining of the skin. A
2-inch needle is recommended for the adult of

average size.

SIDE EFFECTS: Local and systemic side effects

are few. Staining of the skin may occur. Exces-
sive dosage, beyond the calculated need, may
cause hemosiderosis. Although allergic or ana-
phylactoid reactions are not common, occa-
sional severe reactions have been observed,
including three fatal reactions which may have
been due to Imferon (iron dextran injection).

Urticaria, arthralgia, lymphadenopathy, nau-
sea, headache and fever have occasionally
been repbrted.

PRECAUTIONS: If sensitivity to test doses is

manifested, the drug should not be given.
Imferon (iron dextran injection) must be ad-
ministered by deep intramuscular injection

only. Inject only in the upper outer quadrant of

the buttock, not in the arm or other exposed
area.

CONTRAINDICATIONS: Imferon (iron dextran in

jection) is contraindicated in patients sensitive

to iron dextran complex. Since its use is in-

tended for the treatment of iron deficiency ane-
mia only it is contraindicated in other anemias.

CARCINOGENICITY POTENTIAL: Using relatively

massive doses, Imferon (iron dextran injection)

has been shown to produce sarcoma in rats,

mice and rabbits and possibly in hamsters, but
not in guinea pigs. The risk of carcinogenesis,
if any in man, following recommended therapy
with Imferon (iron dextran injection) appears
to be extremely small.

SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc am-
puls, boxes of 4; 10 cc. multiple dose vials.

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201



Journal of the Tennessee Medical Association

OWNED AND PUBLISHED BY THE ASSOCIATION

VOLUME 60 DECEMBER, 1967 NO. 12

The use and abuse of these drugs offers a great problem to the medical profession, not only in in-

toxication but also in impaired function leading to highway accidents and the like. The use of sev-

eral prescribed drugs of the same by the patient who “shops around” can be very confusing and
complicate the clinical picture of intoxication. The author has done a service in publicizing this

subject.

Poisoning From Psychopharmacologic Drugs*
ROBERT F. LASH, M.D., Knoxville, Tenn.

Borrowing from the jargon of today’s

teenager, poisoning from the psychophar-

macologic drugs could be called “the

most”—that is, a most common cause of poi-

soning. It may be most difficult to diag-

nose, in most cases the treatment is sympto-

matic, but the patients most frequently are

mishandled though have most successful re-

sults when properly treated.

This presentation is designed to be of in-

terest to those who treat the majority of

poisonings, whether in the emergency
rooms, poison control centers, general hos-

pitals and in the office. Therefore this

paper is not intended to contribute anything

original nor go into great detail regarding

individual drugs. Instead it is intended to

present an outline of the toxicology and the

general format of treatment applicable to

poisoning from most of these drugs.

Such poisoning is common because of the

tremendous variety of drugs involved

—

everything from tranquilizers and hypnot-

ics through the psychic energizers and stim-

ulants to the central nervous system. They
are also prescribed in tremendous quanti-

ties by physicians, but often the source is

the so-called gray market, or well meaning
friends willing to share their medication.

(See Table 1.)

Diagnosis

The difficulty in diagnosis arises from
several factors. Drug intoxication may not

even be considered in the differential diag-

*From the Knoxville Poison Control Center
and the Department of General Practice, Univer-
sity of Tennessee Memorial Research Center and
Hospital, Knoxville, Tennessee.

Trade Name
Table

Generic Name
Artane Trihexyphenidyl HC1
Aventyl Nortriptyline HC1
Benadryl Diphenhydramine HC1
Compazine Prochlorperazine

Darvon Propoxyphene HC1
Doriden Glutethemide
Equanil Meprobamate
Histalog Betazole

Librium Chlordiazepoxide HC1
Marplan Isocarboxazid

Mellaril Thioridazine

Miltown Meprobamate
Nardil Phenelzine sulfate

Niamid Nialamide
Noludar Methprylon
Norpramin Desipramine HC1
Parnate Tranylcypromine
Pertofrane Desipramine HC1
Placidyl Ethchlorvynol
Serax Oxazepam
Sparine Promazine HC1
Stelazine Trifluoperazine

Thorazine Chlorpromazine
Tofranil Imipramine
Valium Diazepam

nosis unless the circumstances or symptoms
are obvious. Secondly, these intoxications

have replaced syphilis as the “great mim-
ic,”—masquerades include extrapyramidal

signs, hypothermia, respiratory depression,

personality disturbances, arrythmias, skin

rashes, shock, convulsions, and a multitude

of other symptoms which may mimic a mul-

titude of diseases.

Therefore, in any patient presenting with

almost any symptom, one should at least

consider the possibility of a drug overdose.

The laboratory may be of considerable as-

sistance in establishing the diagnosis and

the drug in suspected poisonings. However,
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many of the toxicologic analyses are not

available in the general hospitals and, if

available, are time consuming. Several

simple screening tests can be performed
rapidly in the emergency room.

All of the phenothiazines, including the

antihistamines of this group, can be de-

tected by the FPN test. This is performed

with a reagent of 5 parts of 5% ferric chlo-

ride, 45 parts of 20% perchloric acid and 50

parts of 50% nitric acid. Mixing 1 cc. of

this reagent with 1 cc. of the patient’s urine

produces a color reaction ranging from a

light orange pink, through pink to violet, to

ink-like purple, depending upon the dose in-

gested. The duration of the reaction is also

related to the amount of the drug taken,

color lasting from ten seconds to several

minutes. Occasionally a false positive test

from urobilinogen will be seen; therefore

this test is not always valid in liver disease,

though otherwise it appears to be accurate.

It should also be kept in mind that this test

will detect phenothiazines taken several

days previously,—thus a positive result

needs interpretation as to whether it was a

large dose several days ago or a small dose

several hours ago.

A test recently reported by Prout ap-

pears to have merit in detecting the imipra-

mines (Pertofrane, Tofranil and Narpra-

min) . This test is performed by using a re-

agent made of 25% sulfuric acid in water,

with a trace of potassium dichromate. To 4

cc. of this reagent, is added 2 cc. of urine.

The presence of imipramine will produce a

blue color, again with the intensity and dur-

ation of the reaction related to the amount
of drug ingested.

Ingestions of atropine, scopolamine, (and

jimson weed) can be confirmed by placing a

drop of the patient’s urine in the eye of

whatever cat happens to be available and a

prompt mydriasis will be noted. This test

does not work as well in dogs or rabbits.

Treatment

Assuming we have established a diagnosis

of ingestion of a psychopharmacologic drug,

the question of treatment is in order. Those
of you who have had experience in this area

or have called a Poison Control Center real-

ize that the treatment for practically all of

these drugs is “symptomatic.” All of us

seem to have a reflex when thinking of poi-

son to associate an “antidote,” but to my
knowledge there is not one antidote for any
of these drugs. By the same mechanism
when we see a comatose victim of poison

we want him awake, and we immediately
start administering Megimide or caffeine-

sodium benzoate, or Metrazol but these are

not antidotes. It must be realized that ad-

ministration of these drugs in an attempt to

wake up the patient will not neutralize,

remove or counteract the poison, but only

adds one more toxic substance to the pa-

tient’s already compramised system.

I would like to suggest the following out-

line of treatment which can be applied to

all of the psychopharmacologic drugs and
then briefly enumerate some of the individ-

ual characteristics of their treatment.

(1.) Remove the ingested drug. This is

more efficiently accomplished by emesis

than by gastric lavage. We have found
syrup of ipecac in 1 tablespoon (not tea-

spoon) doses to be effective in producing

emesis and in removing pieces of pills and
whole capsules that obviously cannot be re-

moved via a naso gastric tube. (We have
also found this an excellent means of recov-

ering accidentally swallowed contact

lenses.) However, since this procedure is

not possible in a comatose or semistuporus

patient, gastric lavage must be used. This

is advisable even several hours after inges-

tion because many of these drugs delay gas-

tric emptying and significant quantities of

the drug can be recovered. A specimen of

this material should be saved. (At this

time it is also a good idea to draw a speci-

men of blood in a 3200 P.S. tube for toxicol-

ogic analysis). To promote intestinal ex-

cretion, administer a cathartic. Usually so-

dium sulfate is recommended but we per-

sonally have never run into any difficulties

using magnesium sulfate.

(2.) Support the respiratory system. An
unobstructed airway must be obtained by

clearing foreign material, dentures and pa-

tient’s tongue from the oropharynx. If suf-

ficient, an airway can then be used but

often an endotracheal tube is necessary to

maintain adequate respiratory exchange.

We have found that endotracheal tubes may
be left in place for at least three or four
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days with minimal if any complications.

By the end of this period the patient is

usually capable of maintaining his own res-

piration. Respiration can be assisted either

manually or by a mechanical respirator.

Oxygen is not only not indicated but is con-

traindicated except perhaps, initially to

make up any deficit of oxygen. Thereafter

it is preferable to use air if the respiration

is being mechanically assisted. This will

maintain a C02 level in the blood to stimu-

late respiration and avoid the decreased

coronary flow and cardiac output seen with

100% oxygen administration. It also aids in

the prevention of atelectasis, since oxygen
is completely absorbed by the lung,

whereas nitrogen is not totally absorbed

and leaves a volume of gas in the lungs to

prevent collapse. In addition, there appears

to be much less disturbance in the electro-

lyte and pH balance.

(3.) Treatment of Hypotension and
Shock. Establishment and maintenance of

an adequate respiratory exchange will often

prevent or correct the hypotension and

shock so frequently seen in these poison-

ings. However, when it does not, the shock

will usually respond to treatment for hypo-

volemia, using Ringers lactate, dextran or

plasma. We do not advise using epineph-

rine, ephedrine or the vasopressors except

in very select circumstances because of the

hazard of sensitization to these drugs pro-

duced by the ingested agent.

(4.) Maintenance of Hydration, Electro-

lytes, pH and C02 Measurements and Bal-

ance. Insertion of an indwelling catheter

and maintenance of an accurate recording

of intake and output on an hourly or two
hour basis—not on an eight hour basis

should be established. Daily electrolyte,

pH and C0 2 and P02 ,
pC02 determinations

are necessary in severe cases. However,
the preceding treatment in many instances

is effective in preventing the development
of complications in this area.

(5.) I have intentionally avoided the

mention of any central nervous system or

respiratory stimulants, or co-called antago-

nists. In my opinion there is no reason for

the use of these analeptic agents. Instead,

with the patient’s respiration, cardiovascu-

lar system, fluid and electrolyte balance

well maintained, all one needs to do now is

change the patient’s position frequently to

avoid complications of decubitus and to

monitor his temperature carefully. Many
of these patients will be surprisingly hy-

pothermic or hyperthermic from their drug

ingestion, and will require appropriate

measures to correct this. It has not been

my practice to administer antibiotics rou-

tinely. I reserve their use until indicated.

(6.) Our other task is to attempt to aid

the removal, excretion or metabolism of the

offending drug by forced diuresis, perito-

neal dialysis, artificial kidney dialysis, or

exchange transfusion. These modalities

will be dealt with under specific drugs dis-

cussed.

Specific Intoxications

The most common is from the barbitu-

rates. Signs and symptoms of overdose are

too well known to mention in detail.

Stupor or coma with respiratory and car-

diovascular depression are typical. As a

rough clinical guide to the severity of in-

toxication, mortality has been reported as

29% in patients without pupillary reflexes

and only 6% if pupillary reflexes are pres-

ent. The shorter acting barbiturates pro-

duce a more rapid onset of action with

deeper coma and more severe complica-

tions. The potential lethal dose is 3.0 Gm.
of the short acting barbiturate and 5 Gm. of

the long acting barbiturates. Death is

usually due to cardiorespiratory failure.

Serum levels of more than 11 mg.% of the

long acting barbiturates or more than 3

mg.% of the short acting are associated with

deep coma and serious prognosis. Urine

levels are worthless.

Specific Treatment: Increased urinary

output will hasten excretion of these drugs.

Forced diuresis using mannitol in doses of

0.5 Gm. per kg. as a primer, and then a 5%
solution alternating with D 5W can be used

to produce an 8 to 12 liter 24 hour output.

We have frequently used Diuril intraven-

ously, in a slow dilute drip to titrate fig-

uratively a diuresis in quantities of 10 to 14

liters per 24 hours.

Dialysis should be considered: (1.) When
there has been an ingestion of more than 3

Gm. of short acting or 5 Gm. of a long act-

ing drug; (2.) with blood levels of more
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than 3.5 mg.% of a short acting or 8 mg.% of

the long acting drugs; (3.) when there is

obvious clinical deterioration of the patient,

or; (4.) prolonged coma or impairment of

normal excretion routes exist. Peritoneal

dialysis is not as efficient as the artificial

kidney in removing barbiturates, but it is

rapid, simple, and readily available in con-

trast to the time and expense and hazards

associated with artificial kidney dialysis.

One should not wait until too late to use di-

alysis. A reservoir of drug in the intestine

and body tissues, mobilized as the patient’s

metabolism increases, may be responsible

for increased blood levels and recurrent

coma after an initial improvement is noted

following early treatment.

Phenothiazine intoxications. These in-

clude Thorazine, Stelazine, Mellaril, Com-
pazine, Sparine, etc. Prominent symptoms
include coma, but in distinction to the per-

sistent flaccid coma seen with barbiturates,

these individuals frequently display inter-

mittent periods of restlessness, thrashing

about, torticollis, tremor, spasms, extrapyr-

amidal symptoms and tonic and clonic con-

vulsions. Lowered blood presssure and

hypothermia as with the barbiturates are

extremely common. The less severe cases

display bizarre symptoms of dysphonia, tris-

mus, tongue protrusion, occlogyric crises

and carpopedal spasm. Late, abrupt respir-

atory failure is usually seen in the fatal

cases.

Specific Treatment: Benadryl, Artane or

other antiparkinsonism drugs may be used

in judicious doses to control the extrapyr-

amidal symptoms. Short acting barbitu-

rates, used cautiously, may be needed to

control convulsions. Dialysis is of no help

because of the protein binding of these

drugs. Recently there has offered evidence

that exchange transfusion may be life sav-

ing in children.

Librium
,
Valium and Serax. These are

chemically and pharmocologically related

compounds with sedative, antihistamine

and anticholinergic actions. Symptoms
commonly seen are depression, lethargy,

coma, ataxia, slurred speech, and hypoten-

sion. Frequently paradoxic reactions of ex-

citation, convulsions, and tremors are seen.

Usually these patients are semicomatose

and rather easily roused. However, if other

sedatives or hypnotics have been ingested

with these drugs, additive effects and a

much more severe clinical picture is seen.

Blood levels are detectable in a few minutes

and usually peak in about 2 hours.

Extremely dangerous situations exist when
these drugs are taken in combination with

the MAO inhibitors, Elavil, Tofranil or bar-

biturates. Dialysis is not helpful and the

only treatment is that previously outlined.

Meprobamate intoxication is not quite as

frequent as it was several years ago but

many instances are still seen. Clinically,

these patients usually present with symp-

toms similar to those of barbiturate intoxi-

cation. Blood levels peak in 2 hours. Most

of the drug is excreted within 24 hours and

the patient will be awake. Light coma is

usually seen with less than 10 mg.% blood

levels and deep coma at more than 10 mg.

percent.

There is no specific treatment since the

drug is detoxified by the liver, though

forced diuresis appears to remove about

10% of the drug. Convulsions and even

death have been reported following with-

drawal of Meprobamate. This also applies

to Librium, Valium, Darvon and Serax and

should be considered as a possibility when
an improving patient begins to have convul-

sions. The administration of Dilantin, or

the offending drug in gradually decreasing

doses over a period of several days or weeks

is necessary to prevent this complication.

The bromides of course are ancient his-

tory in the field of toxicology. Acute poi-

sonings are rarely if ever seen because

nausea and vomiting usually ensue from

massive single doses. However, chronic in-

toxication from “over the counter” nerve

remedies is not at all uncommon. Mental,

emotional and neurologic disturbances are

the most common symptoms. Within the

past year we have seen at least 4 severe in-

stances of bromide poisoning which were

completely unsuspected when admitted to

the hospital. One of these was a new born

infant whose mother’s serum bromide was

340 mg. Blood levels of more than 200 mg.

are usually toxic. Specifics of treatment in-

clude the administration of sodium chloride,

ammonium chloride, or mercurial diuretics.



December, 1967 POISONING FROM PSYCHOPHARMACOLOGIC DRUGS—Lash 1329

Dialysis is extremely effective. The use of

continuous gastric suction with Betazole

stimulation of gastric secretion has been
suggested.

Placidyl. Blood levels of more than 7.2

mg.% are usually associated with severe in-

toxication and death has been reported at a

level of 13.8 mg. percent. The renal excre-

tion of this drug is insufficient for diuresis

to be of value but hemodialysis is effective

and should be considered if a blood level of

more than 4.5 mg. % is found 12 hours after

ingestion.

Doriden. This drug is rapidly taken up
by the fat in the body, therefore prolonged

coma is expected. Other symptoms are

similar to those seen in barbiturate intoxi-

cation. Moderate intoxication is seen with

blood levels of 1 to 3 mg. % but there is

rather marked variation in the clinical lev-

els because of the unabsorbed drug in the

intestine and that which is mobilized from
the fat as the patient recovers.

In specific treatment it is important to

avoid over-hydration. Castor oil might be

preferable for catharsis. Peritoneal dialysis

is relatively ineffective because of the

drug's low solubility in water but lipid di-

alysis appears promising. Hemodialysis is

recommended if blood levels are more than

3 mg. % or more than 10 Gm. have been in-

gested. It is important to watch for recur-

rence of coma as body fat gives up the drug.

Tofranil, Pertofrane, Norpramin, Aventyl,

and Elavil. Intoxication from these is being

seen much more frequently as a cause of

drug poisoning. Hyperpyrexia, coma, tach-

ycardia, athetoid movements, convulsions,

arrythmias and many other symptoms may
be seen. These drugs in combination with
Librium, MAO inhibitors and the barbitu-

rates are particularly hazardous. Fatalities

are frequently due to cardiac arrhymias.

Dialysis is not effective for any of these

drugs since there is rapid absorption and
plasma binding. Forced diuresis has been

used in several cases and appears to be

effective. For ingestion of Tofranil, Pertof-

rane and Norpramin, gastric irrigation and

continual aspiration of stomach contents is

suggested as possibly promoting more rapid

elimination from the body because of the

high rate of secretion in the stomach.

The MAO inhibitors such as Parnate,

Nardil, Niamid and Marplan are not used

frequently and we have seen very few ex-

amples of such intoxication. With these

drugs severe hypertensive crisis are not un-

common although hypotension is also seen.

Hyperpyrexia of 109% was seen in a fatal

case reported to us. No specific treatment

is available.

Amphetamines. The symptoms of such

intoxication are well known.—excitation,

restlessness, mania, tachycardia, increased

blood pressure, and convulsions. These pa-

tients have an abnormal tolerance to bar-

biturates. It may be necessary to use hy-

pothermic measures to control the fever as-

sociated with overdoses. Urine determina-

tions confirm the presence of these drugs.

Summary

Successful treatment of intoxication by
psychtropic drugs is based on the following:

(1.) Make the diagnosis early—be suspi-

cious.

(2.) Remove the agent by emesis or lav-

age, and cathartics.

(3.) Establish an airway and maintain

adequate resipratory function. Use of an

endotracheal tube and mechanical respira-

tor for periods of three to four days or even

longer, is usually preferable to a tracheos-

tomy and its complications. Do not use ox-

ygen except in specifically indicated cases.

(4.) Prevent cardiovascular shock by the

foregoing. When shock is present, the use

of Ringers lactate, dextran or plasma to cor-

rect hypovolemia is usually effective and
preferable to the use of epinephrine or vaso

pressors.

(5.) Monitor and maintain water balance,

electrolytes, and blood pH by use of an

indwelling catheter, appropriate chemical

determinations and administration of in-

travenous fluids.

(6.) Do not administer analeptics.

Instead monitor the patient’s temperature

and correct it as needed, turn the patient

frequently to prevent complications of

stasis, administer antibiotics when indi-

cated, and forget about trying to wake the

patient up.

(7.) If applicable, aid excretion of the

drug by forced diuresis using mannitol, di-
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uretics intravenously, or intravenous fluids.

Consider the use of exchange transfusion in

children. In severe cases use peritoneal di-

alysis or the artificial kidney for intoxica-

tion by Placidyl, Noludar, barbiturates, bro-

mides and Doriden.

(8.) Be aware of following:

(a.) The possibility of recurrent or in-

creased coma as the patient mobilizes unab-

sorbed drugs from the intestine or tissue

stores.

(b.) Certain combinations of drugs pre-

sent a much more threatening situation

than these drugs taken alone.

(c.) Convulsions following withdrawal of

Meprobamate, Librium, Valium, and Serax

are a grave threat to the patient’s life and

will usually respond to administration of

graduated doses of the offending drug.

* * *

UNIFORM, ETHICAL M.D. TELEPHONE LIST-
ING GUIDES ARE PUBLISHED BY JUDICIAL
COUNCIL OF A.M.A.

Guides for physicians’ listings in telephone di-

rectories have been issued by the Judicial Council

of the American Medical Association. The uni-

form, ethical ground rules preserve the public’s

right to know the names, types of practice, office

locations and hours, and telephone numbers of

M.D.’s.

Copies of the guides have been distributed to

state and local medical societies throughout the

United States, according to Judicial Council

spokesmen. A limited supply of the publication

is available to AMA members on individual re-

quest, the announcement added.

Although the guides are specific, the council

said that “the county (component) medical so-

ciety, in the last analysis, must ascertain local

community need and through a well thought out

program serve those needs.

“It is incumbent on the county medical society

to implement these guidelines for the local medi-
cal community,” the council continued. “With an
established program, the county medical society

can meet with representatives of the telephone

company and develop an acceptable program of

public service,” the council said.

In an eight-point series of guides, the Judicial

Council makes the initial point of physicians’ list-

ings making use of the abbreviation “M.D.”

rather than “Dr.” The council rules the latter out

as being misleading.

Use of the abbreviation “phys.” for “physician”

is also taboo, the guides say, because it can also

refer to an osteopath.

The second area in the guides concerns descrip-

tion of the type of practice. While such descrip-

tion is fully acceptable, only those specialties and
subspecialties recognized by AMA and the Advis-

ory Board for Medical Specialties may be em-
ployed. The council said that “Only those physi-

cians who are board certified or who limit their

practice exclusively to a specialty should list

themselves in the designated field.”

Specialty listings may not include more than

two specialties per physician, the council added.

Pointing out the undesirability of multiple spe-

cialty listings, the guides say that they are both a

form of self-aggrandizement and a source of con-

fusion to the public.

The size and face of type in classified (yellow

pages) section should be uniform, the guides de-

clare. In examples, no bold face type is shown,
and most local medical societies are known to

have banned it. Box and display advertisements

for individual physicians or groups “are not in

keeping with the dignity of the medical profes-

sion,” the guides point out.

Telephone listings in the directory of a locality

where a physician has no office, residence, or hos-

pital affiliation are also prescribed, except for

major metropolitan areas where growth has

brought about geographic divisions.

Answering service numbers or “if no answer”
insertions are permissible for the convenience of

patients. Display ads by county medical societies

showing addresses and special emergency services

were described as “commendable.”
AMA headquarters at Chicago said that copies

of the guides have been furnished to the Ameri-
can Telephone and Telegraph Co. for further dis-

tribution to all telephone companies.
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Unfortunately, how true! Your Editor, as a teacher of physical diagnosis, taught and practiced that

the vaginal and rectal examinations should be a part of the routine examination in every married or

widowed woman irrespective of the clinical picture. Furthermore, that such examination is manda-
tory in any unmarried female having symptoms possibly related to either the lower genito urinary

tract or rectum. The author has reinforced this dictum beautifully.

The Vaginal Examination
A. W. DIDDLE, M.D.,* Knoxville, Tenn.

Physicians too often omit a vaginal exam-
ination in the clinical study of women or

young girls. This awareness was accumu-
lated personally through perusal of large

numbers of medical records in several gen-

eral hospitals at various times during the

last decade. Many problems could have

been solved at the time of the initial consul-

tation. Some examples are given to illus-

trate the contention.

(1.) A physician attended a parturient at

term. Since labor did not progress satisfac-

torily, Pitocin was given intravenously by
drip. A pelvic examination was not done.

A catastrophe eventuated. The uterus rup-

tured. Then it was ascertained by vaginal

examination that the baby was in trans-

verse lie. The infant was dead.

(2.) Evaluation of desultory labor may
require a vaginal examination to determine

the amount of progress, if any. For exam-
ple, two physicians disagreed as to whether
or not a 19 year old primigravida had been
in the second stage of labor, two, or eight,

or more hours, respectively. They did not

do a vaginal examination. Subsequently, it

was impossible for a consultant to ascertain

when the first stage of labor was completed.

Incidentally, the patient acquired a vesicov-

aginal fistula postpartum attributed to ne-

crosis from prolonged pressure of the pre-

senting part. Certainly one could say the

conduct of labor was poor in this instance.

(3.) A middle-aged woman had a physi-

cal examination including visualization of

the cervix. Three months later she devel-

oped a watery, vaginal discharge. During
the next 9 months, three other physicians

were consulted. None did a pelvic exami-

nation. More than a year after the first ex-

amination, a fourth examiner found clinical

*From Department of Obstetrics and Gynecol-
ogy, Memorial Research Center, University of

Tennessee, Knoxville, Tennessee

carcinoma. A subsequent consultant should

always check on the findings of the previous

examiner.

(4.) An 18 year old student was referred

for consultation because she failed to men-
struate after receiving substitution endoc-

rine therapy empirically. This girl had
agenesis of the vagina and uterus. A cor-

rect diagnosis should be established before

endocrine therapy is given to young women
who have primary or secondary amenor-

rhea.

(5.) A 3 year old child empirically was
given antibiotics to control a leukorrhea.

The patient did not respond to the treat-

ment. A few weeks later another examiner

sounded the patient’s vagina with a probe

and found a foreign body. The leukorrhea

disappeared after removal of the object.

The cause of a chronic vaginal discharge in

a young girl may require more than exter-

nal inspection.

(6.) There is a situation where the cervix

cannot be visualized or the internal genital

organs palpated. In the presence or ab-

sence of abnormal symptoms or signs it may
be presumed incorrectly that no disease ex-

ists. For instance, a 70 year old nulliparous

woman consulted a physician because of a

scant, colorless, vaginal discharge.

Examination of the upper portion of the

vaginal tract was unsatisfactory. Cytologic

studies were not done. Nevertheless, the

patient was released with the opinion that

the discharge was due to senile changes,

which were present. Later another physi-

cian found carcinoma of the vagina above a

constriction of the birth canal. The moral

is that, if an examination is unsatisfactory,

further studies should he done under more
favorable circumstances, oftentimes in an

operating room with the patient anesthes-

ized.
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Comment
Failure to include a vaginal examination

as part of the physical study of female pa-

tients probably sprouts from either the ex-

aminer or the patient’s mores concerning

modesty, or the assumption that the proce-

dure is academic rather than practical.

A vaginal examination combined with a

rectal examination carefully done seldom

does harm. It may exclude unwarranted

treatment, preclude a complication, and at

the same time help establish a correct diag-

nosis.

If a rectal examination does not enable

one to establish a correct diagnosis, vaginal

studies should be done even in the case of

young girls. A provisio is granted. To
offset psychic trauma it may be desirable to

do this kind of study with the patient anes-

thesized.

We do not believe for a minute that there

is too great a use of the laboratory for diag-

nostic purposes. On the contrary, physi-

cians should not lose sight of the fact that

most patients need to be examined ade-

quately to clarify a clinical situation.

CASE REPORT

An Unusual Cause of Ocular Pain*

Henry T. Grizzard, M.D., and Roland H.

Myers, M.D.f, Memphis, Tennessee

Case Report

This 39 year old white man presented himself

at the emergency room with severe pain in the

left eye. The pain was described as sharp and
stabbing, and radiated from the left eye to the

forehead, accompanied by tearing, blurring of

vision, and the eye becoming very red.

The patient related the onset of his symptoms
to the time of the descent of a commercial air-

liner on which he was a passenger. He related

that on 4 previous occasions during the past 18

months, he had experienced pain in the left eye

at the beginning of the descent of an airplane on
which he was riding. The attacks usually lasted

about 5 minutes and were characterized by local

pain, tearing, and blurring of vision, with the

eyes turning red. However, in this current at-

*Read before the meeting of the Tennessee
Academy of Ophthalmology, Memphis, Tenn.,

April 14, 1967.

fFrom the Department of Ophthalmology, Uni-
versity of Tennessee College of Medicine, Mem-
phis, Tenn. 38103.

tack, the pain had persisted and was so intense

that he sought medical attention. He was only

able to obtain temporary relief by getting down
in front of his automobile air-conditioner and al-

lowing cold air to blow over the left eye and
forehead.

The past history revealed that the patient had
suffered from Meniere’s disease of the left ear

intermittently for the past 15 years. This was
treated without improvement in 1963 by an en-

dolymphatic shunt. At the time of the present

examination, he was being treated with Drama-
mine 50 mg. 4 times daily and Vasodilan 10 mg. 4

times daily. He had aerotitis in 1951 while in

the navy reserve and a spontaneous pneumo-
thorax in 1953. The left eye had been injured

approximately 15 years ago by a saw blade.

This resulted in a fixed asymmetrical pupil. His

corrected visual acuity was 20/25.

Examination revealed the patient to be a

slightly overweight, intelligent man who ap-

peared to be in intense pain.

The left eye was superficially congested with
marked tearing. The cornea was clear with a

deep anterior chamber which was optically emp-
ty. The left pupil was fixed and asymmetrical.

The intraocular pressure was normal in both

eyes. The fundus examination was unremark-
able.

The impression at this time could only be “left

eye pain,” etiology undertermined. A decision

was made to rule out the following related

causes:

1. Gasserior gangelion tumor.

2. Expanding carotid aneurysm with pressure

on the ophthalmic division of the fifth cranial

nerve.

3. Cluster type of headache.

4. Intracranial vasodilation from drugs, sep-

sis, or emotional causes.

5. Temporal arteritis.

6. Neuralgia.

7. Subarachnoid hermorrhage.

8. Psychogenic pain.

9. Paranasal sinusitis.

10.

Hypertensive headache.

In an attempt to rule out an expanding
aneuyrsm, a left carotid arteriogram was done
which proved to be negative. Skull series re-

vealed a large frontal sinus with a 3 to 4 cm.

mucocele which was not present upon a previous

x-ray examination in 1966.

A left frontal craniotomy with complete remo-
val of the mucocele was performed, and the pa-

tient has remained asymtomatic.

Comment

In retrospect, the patient’s presenting

complaint of pain, by the intensity, dura-

tion, and the circumstances of the occur-

rence of the pain, altogether presents a very
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informative symptom. Pain reaching its full

intensity almost immediately is character-

istic of tissue which has been ruptured; the

classic being the pain in a dissecting aortic

aneurysm 1

,
whereas in this patient it was

hemorrhage into the mucocele.

Its sharp, transitory nature is character-

istic of disease of the nerve roots and gang-

lions, as opposed to the throbbing quality of

pain which arises from arterial pulsation.

The fact that each attack was precipi-

tated by the descent of a plane would quite

readily make one think of changes in the

barometric pressure acting as a trigger

mechanism, thus possibly implicating a

sinus lesion.

We think that the vasocongestion and

epiphora represented an axon reflex phe-

nomenon in which the peripheral end of

the posterior root of the gasserion ganglion

was stimulated. This resulting in anti-

dromic impulses with vasodilation. Similar

episodes of vasodilation with deep ciliary

flush from an axon reflex are frequently

seen in acute glaucoma, iritis and corneal

foreign bodies .

2

We thought this case warranted descrip-

tion, not only because of its unusual mani-

festations, but also because with increased

commercial air travel, one should anticipate

an increase in flight related problems. Fur-

thermore, with the more complete separa-

tion of training in ophthalmology and

otolaryngology, we need to be reminded

of their common manifestations.
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Industrial Medicine

Every practicing physician, regardless of his field,

finds himself to some degree in contact with in-

dustry and industrial medicine. To the intern or

resident, short-term employment by industrial medi-

cine offers a chance to recoup his financial losses

and simultaneously gain knowledge in a field that

will at least be at the periphery of his practice all

his career. To the doctor already in practice who
desires a change, be he G. P. or specialist, indus-

trial medicine offers a change. For information

about opportunities with the Aluminum Company of

America, write J. S. Phelan, M.D., P. O. Box 182,

Alcoa, Tennessee 37701.

The advertising in the Journal of the Tennes-

see Medical Association keeps you informed

and helps pay for publishing costs! When

the local representative calls, tell him you

saw his company's ad in your Journal.
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CLINICOPATHOLOGIC
CONFERENCE

Methodist Hospital

Prostatism, Uremia, & A Blowing

Systolic Murmur

Present Illiness: This 75 year old white man
was admitted to Methodist Hospital with the

chief complaints of inability to void, chills and

fever, and vomiting.

Past History: The onset of symptoms began 3

days prior to admission and had been treated

with penicillin with partial response of the fever.

He had been in the Methodist Hospital until 10

days before this admission for treatment of

low-back pain and chronic arthritis. He had a

long history of several weeks of severe urgency,

dysuria, frequency, and nocturia 8 to 10 times.

There was no history of previous heart disease,

hypertension, allergies, or surgery.

Physical Examination

:

T. was 99. F., P. 90 per

minute, and B.P. 146/88 mm. The patient was
dehydrated as shown by dry mucous membranes.
Examination of the chest revealed an increase in

AP diameter with coarse rhonchi bilaterally and
depressed breath sounds at the left base.

Auscultation of the heart revealed a coarse

blowing systolic mitral murmur heard at the

apex and over the precordium. Palpation of the

abdomen revealed the liver edge 2 fingerbreadths

below the right costal margin. The liver was
slightly tender to palpation. The bladder was
distended half way to the umbilicus. Rectal ex-

amination revealed a grade I firm movable pros-

tate with slight fixation of the left base. The
lower extremities showed no evidence of edema.
Laboratory Examinations: On admission the

WBC. count was 12,600 with 93% P.M.N., the

Hgb. 10.8 Gm. and the Hct 34 vol.%. Urinalysis

on admission revealed a specific gravity of 1.011,

pH 6.0 3+ albumin, RBC’s too numerous to count,

negative glucose and ketone bodies, occasional

finely granular and rare coarsely granular casts.

Urine culture was negative at 48 hours. Blood
chemistry studies showed a BUN of .99 mg. on
admission, decreasing to 88 mg. 2 days after ad-

mission and serum creatinine of 4.4 mg. per 100

ml.; CO s was 30, chloride 96, potassium 3.9, and
sodium 133 mEq/L. Culture of sputum revealed

Klebsiella pneumoniae.
X-Ray Studies : Chest x-ray revealed a fluid

density in the pleural space at the right lung

base laterally. On the left there was probably

some fluid present also, but the left lower lobe

appeared to be involved by a major consolida-

tion. The upper lung fields showed no acute in-

filtrations.

Hospital Course: The patient was placed on

*From the Department of Pathology, and Inter-

nal Medicine, Methodist Hospital, Memphis,
Tenn.

antipyretics, penicillin, glucose and Ringer’s lac-

tate intravenously and IPPB with a mucolytic

agent and bronchodilator. Two days after ad-

mission he was feeling better and sitting up. He
remained febrile, however, with the temperature
reaching 101° F. on the 5th hospital day. He
died quietly at 11:45 P.M. on the 5th hospital day
with no terminal episode.

DR. T. KYLE CRESON: The patient was
a 75 year old white man who was admitted

with chief complaints of inability to void,

chills, fever and vomiting. The onset of

these symptoms began 3 days previously

and had been treated with penicillin with

partial response of the fever. This sug-

gested probable acute prostatitis, either that

or cystitis, but we still have this problem of

voiding and most people with just simple

cystitis can void. I would like to mention
one thing and that is the more patients I see

the more convinced I am that these older

men have a real problem with prostatitis. I

think we should take the time to massage
such glands particularly if there is a condi-

tion of fever of unknown etiology and some
dysuria. One should massage the gland and
examine the fluid microscopically and treat

with proper antibiotics, repeated massage
and Sitz baths. The patient had been in the

hospital until 10 days prior to this admis-

sion for treatment of lower back pain and
chronic arthritis. Now, to me anytime an

old man comes in the hospital and has to be

treated for low back pain, I think of carci-

noma of the prostate with metastases or

multiple myeloma. A neurosurgeon would
think of a ruptured disc as well. No men-
tion of any neurologic changes is given so I

assume there was no disc problem. He had
a history of 7 weeks of severe urgency, dy-

suria, frequency, and nocturia. This could

be explained by prostatitis, also I think cys-

titis could be considered here too. The ur-

inalysis I thought pretty well ruled out cys-

titis. Occasionally we see hemorrhagic cys-

titis, but in my experience this is so much
more common in females that I am a little

surprised when I see it in a male. There

was no history of previous heart disease,

hypertension, allergies or surgery which
may be important later on because we do

have a rather loud heart murmur. If the

murmur developed recently, the association

of the murmur with infection may have a

correlation. The patient had a temperature
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of 99.4 with a pulse of 90 and a blood pres-

sure of 136/88. Again, if he were having
much infection it is possible the blood pres-

sure was higher at one time and that can

explain a mitral murmur later. He was
dehydrated as evidenced by dry mucous
membrane. Examination of chest revealed

increased AP diameter with coarse ronchi

bilaterally which I thought was compatible

with emphysema. The C02 was 30 which is

a little bit elevated and could represent

mild respiratory acidosis. It might even be

more severe if he did not have his probable

metabolic acidosis from azotemia. There
were depressed breath sounds at the left

base. Friedlander’s bacillus was cultured

from the sputum. Friedlander’s pneumonia
is commonly associated with very few rales

and primarily just with the depressed

breath sounds. There was a murmur at the

apex of the precordium. In this area it was
first thought to be an arteriosclerotic heart

disease with calcific aortic stenosis. I think

an old hypertensive cardiovascular disease

whose blood pressure has now come down
because of some failure can be considered

Also, subacute bacterial endocarditis be-

cause of this loud murmur and pneumonia
should be considered. Palpation of the ab-

domen revealed the liver down 2 cm. below
the costal margin. It was tender and this is

suggestive to me of congestive heart failure.

The bladder was distended half way to the

umbilicus and I think again this is due to

prostatism. Rectal examination revealed a

firm movable prostate with slight fixation to

left base. The prostate projected up into

the rectal area and the slight fixation to the

left base is suggestive of carcinoma of the

prostate. The lower extremities showed no
evidence of edema. The admission labora-

tory studies showed a mild leukocytosis

with a considerable shift to the left, 93%
segs., which to me reflects possibly poor

prognosis; any time you have a man with

severe infection, a marked shift to the left

and a relatively low white count, you may
suspect that he may die. His hemoglobin
and hematocrit showed a fairly normo-
chromic normocytic anemia, mild to moder-
ate, which again could go along with
chronic azotemia or infection. Urinalysis

on admission revealed what may be a fixed

specific gravity which could be suggestive

of chronic renal disease, with a pH of 6, 3

plus albumin, negative for glucose and ke-

tone bodies, and with occasional casts.

Now, when I read this I thought maybe we
have our first possible clue into something

isoteric. Maybe we have a nephrotic syn-

drome because we have a lot of albumin

and very little sediment. There were
TNTC red cells in the urine which I think

again would go along very well with carci-

noma of the prostate.

I would like to discuss briefly the ne-

phrotic syndrome. The causes of the ne-

phrotic syndrome include membraneous
glomerulonephritis, focal embolic glomeru-

lonephritis, amyloidosis, intercapillary
glomerulosclerosis, syphilis, drugs, renal

vein thrombosis, collagen diseases, and al-

lergic phenomena such as bee-stings or

therapy which occasionally trigger the ne-

phrotic syndrome. In this case in favor of

the nephrotic syndrome is a 3— albumin
with very little in the sediment. I think

that any time there is a large amount of al-

bumin with little in the sediment you have

to consider the nephrotic syndrome. Diag-

nostic criteria are either 6 grams protein

per 24 hours or marked albuminuria, hypo-

albuminemia, and, although less and less, I

think we still like to see hypercholesterole-

mia. The Maltese crosses, the lipid fat bod-

ies on urinalysis are helpful, too. Amy-
loidosis, I see no other evidence of that.

There is no large tongue or other manifes-

tations. Subacute endocarditis I mentioned
as an outside possibility, because of the loud

murmur and the history of no previous

heart disease. Now I think this is impor-

tant, since we know that most often SBE
occurs on already damaged valves, so we
would have to say this man had rheumatic

fever, but if he had Friedlander’s bacterial

endocarditis, it would probably be an acute

bacterial endocarditis. The acute endo-

carditides do not always need to have a

damaged valve to produce bacterial endo-

carditis, in fact, they usually do not. In

heroin addicts, for instance, one very grave

and common complication is bacterial en-

docarditis. It is almost always caused by

Staphylococcus aureus and occurs on pre-

viously healthy valves. The urine culture
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was negative which does not help me a lot.

The patient came in with a high fever, and

I think it is interesting that his creatinine

was 4.4 mg. per 100 ml. I think very often

one wonders whether a man who comes in

dehydrated really has renal azotemia if we
have a high BUN. or of it is prerenal. I still

think more creatinine determinations

should be done to evaluate renal status. If

the creatinine is elevated, you have true

renal azotemia; if it is depressed out of pro-

portion to the elevated BUN., you have pre-

renal azotemia. This patient seems to have

had a little of both. This creatinine is about

twice normal, the BUN. is about four or five

times normal, so I would suggest he had

some true renal failure plus a goodly amount
of prerenal azotemia as well. His BUN. did

fall to 88 a couple of days later, again

suggestive of this. The chloride, potassium,

sodium were about normal. On culture the

sputum revealed Klebsiella pneumoniae.

Generally in Friedlander’s pneumonia these

patients are alcoholics, in fact, about the

only ones I can remember in Chicago were

alcoholics, for Friedlander’s organism tends

not to occur in a person with normal immu-
nologic responses or someone who does not

vomit in the gutter and aspirate gastric con-

tents. You almost have to have one or the

other. Now, why should a 75 year old man
with normal immunologic responses and a

nonalcoholic have Friedlander’s pneumonia.

I can think of one of three possibilities: (1)

if he was an alcoholic and we just did not

know it; (2) if he had a possible obstruction

from bronchial carcinoma; or (3) if he did

have some depression of his immunologic

system such as multiple myeloma.

DR. HOLLIS HALFORD:* The first

three films were made about 5 weeks before

the patient’s terminal event, and the last

two were made about four or five days be-

fore he died. In the films made 5 weeks

before death you see really no unusual find-

ings on any of these three films. The heart

is of normal size, tortuous aorta, lung fields

look quite clear, there is old pleural thick-

ening at the right base, and there is evi-

dence of emphysema. The abdominal film

shows prominent degenerative arthritis.

The bones are demineralized, but we do not

*Department of Radiology, Methodist Hospital.

see any blastic or lytic lesions. I cannot

really identify the spleen or the visceral or-

gans clearly. There is no obvious liver,

spleen or renal enlargement. These films

made four or five days before death reveal

some cardiac enlargement and fluid has ac-

cumulated which extends up into the right

chest. Frankly, it looks like fluid, but there

is a contour suggesting the pattern we do

see in Friedlander’s pneumonia being boggy

and looking like fluid.

DR. CRESON: The heart hasn’t enlarged

particularly, has it?

DR. HALFORD: It has enlarged some.

DR. CRESON: I agree, I think the x-ray

changes are compatible with Friedlander’s.

Clinically I think that usually these people

are coughing up mucoid sputum. Some-
times you almost have to manually help

them get this sputum out and they have

a tendency toward early and progressive

cyanosis. Clinically, Friedlander’s pneu-

monia is not too good a probability. Now
what about these sputum cultures,—about

25% of normal people have been said (Cecil

and Loeb Textbook) to show Friedlander’s

organisms on culture. I do not know if find-

ing Friedlander’s bacillus in the sputum au-

tomatically means that this is probably a

Friedlander’s pneumonia; however, I will

stick with what seems to be obvious. The
patient was placed on antipyretics, penicil-

lin, and intravenous glucose. Two days

later he was feeling better although he re-

mained febrile and then quietly died. I

think using penicillin, which will not hit

Klebsiella pneumoniae a gram negative or-

ganism, would again be compatible with this

course. I think we mentioned the four

major organs involved, the heart, kidneys,

prostate and lungs, and possibly bone.

This patient could have a carcinoma of

the prostate with bone metastasis and sec-

ondary hydronephrosis, chronic pyelone-

phritis and renal failure. In addition, he

probably has calcific aortic stenosis to ex-

plain the murmur. The possibility of Fried-

lander’s pneumonia and bacterial endocar-

ditis must be considered. Multiple myeloma
with a diminished immunologic response

should also be considered to explain the

pneumonia.

DR. PHILLIPS: Thank you Dr. Creson
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for an excellent discussion on a seemingly

undiagnosable CPC. This case represents

one of the 25% you mentioned earlier, so far

as Friedlander’s pneumonia is concerned,

because in our examination at time of au-

topsy both grossly and microscopically,

there is no pneumonia. Dr. Halford’s as-

sumption that the chest fluid is all fluid is

correct. There were about 1,000 cc. of straw

colored fluid in each chest cavity and ap-

proximately 100 cc. within the pericardial

sac.

The reason for the haziness of the abdom-
inal organs was the presence of 1,000 cc. of

ascitic fluid.

The mitral valve measured approxi-

mately 10 cm. in open circumference and
shows the somewhat friable, raised, cauli-

flower-looking vegetation present on the

free edge of the septal leaflet. (Fig. 1)

Fig. 1

Also present was a large fenestration

about 2 mm. from the free edge of the

valve. This fenestration measures 6 mm. in

greatest diameter. Apparently this was ac-

counted to a large part for his mitral regur-

gitation insufficiency, and murmur.
A photomicrograph through the valve

leaflet shows it to be composed largely of

organizing fibrin and thrombus with en-

meshed basophilic staining masses of bacte-

ria. A gram stain of these masses reveals

that they are gram positive cocci; the type

that we would suspect to see with Staph,

aureus.

Now, as for the cause of death in this par-

ticular individual, it is somewhat unusual.

This gentleman died as the protocol said,

very suddenly without a terminal episode,

the reason being massive subarachnoid and

intraventricular hemorrhage. Examination

of the basilar artery shows fusiform dila-

tation.

Blood had dissected into the surface of

the brain and particularly, into the fourth

ventricle to fill the lateral ventricles and

third ventricle. Subarachnoid hemorrhage

is quite massive.

(Fig. 2) A photomicrograph of the basilar

Fig. 2

artery is an example of a mycotic aneurysm
involving this structure. Apparently a sep-

tic embolus from the heart valve had gone

into this area and lodged, and now we see

an out-pouching of this vessel or aneurysm
formation. The internal elastic membrane
completely loses its integrity and there is a

diffuse infiltration of the vessel wall by pus

cells. The entire vessel wall at one point is

destroyed and there is disruption with

blood going out into the subarachnoid space

and substance of the brain.

The kidney reveals small petechial hem-
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orrhages and the so called “flea bitten”

appearance. There are a few such things

that give this particular condition.

Included among those are acute and suba-

cute glomerulonephritis, thrombotic throm-

bocytopenic purpura, focal embolic glome-

rulonephritis, which this case represents,

and a few others.

Shown to better advantage at higher

magnification of the cortex of the kidney is

Fig. 3

a small elevated flea bite with petechial

hemorrhage present on the surface proper.

(Fig. 3) Photomicrographs of the kidney

show an involved glomerulus and what ap-

pears to be fibrinoid necrosis of a portion of

the capillary tufts. There is also some
diffuse interstitial nephritis present at this

point with a few white cells and chronic in-

flammatory cells present in the interstitium.

About one glomerulus there is a small

amount of proteinaceous material within

Bowman’s capsule. An occasional white

cell can be seen within the involved glome-

ruli. An occasional glomerulus shows some
proliferation of the endothelial cells lining

Bowman’s membrane. This to some ex-

tent mimics what we see in subacute

glomerulonephritis with the formation of

epithelial clefts. The endothelial cells

within the capillary ducts appear swollen

and edematous.

Within the spleen there were areas of

hemorrhagic infarction. The prostate,
which was mentioned earlier, was hyper-

plastic. There was microscopically no evi-

dence of an acute prostatitis.

FINAL PATHOLOGIC DIAGNOSIS:
Bacterial endocarditis with performation of

the septal leaflet of mitral valve, focal em-

bolic glomerulonephritis, mycotic aneurysm
of basilar artery with massive subarachnoid

and intracerebral hemorrhage and splenic

infarction.

DISCUSSION: This case shows quite viv-

idly the pathologic changes seen in bacterial

endocraditis and the complications which

can ensue.
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• Secretaries of all county medical societies are urged to
follow the provisions in the TMA By-Laws, requiring county
medical societies to elect their officers and TMA Delegates
and report the names of those elected to the Tennessee Medi-
cal Association by January 1st (1968). Secretaries of all
county societies have been forwarded a questionnaire, re-
questing them to submit the names of newly elected officers
and delegates from their county society. It is urged that
all societies conduct their elections early, before the end
of December. Receipt of the names of the delegates is
needed in order that a Nominating Committee can be named by
the Board of Trustees and the names of the members on the
Nominating Committee be made known to all county medical
societies.

• The Board of Trustees has established a maximum of three
"Distinguished Service Awards" to be made to physician mem-
bers each year following the receipt of such nominations
from county societies, £r from any member of TMA. These
awards are presented at the annual meeting. The following
criteria should be followed in submitting candidates’ names:
(1.) Any member of TMA in good standing is eligible for
nomination, and any member in good standing may nominate a
recipient for this award. (2.) Nominations for the award
will be evaluated by the Board of Trustees and such nomina-
tions with factual supporting data should be filed with the
Executive Director of TMA NOT LATER THAN JANUARY 1 preceding
the annual meeting. The data should provide: (a) Biograph-
ical information on the nominee, including a recent photo-
graph. (b) Medical education and training of nominee. (c)

Professional history, including private practice, specialty
training, contributions to medical literature, teaching af-
filiations, staff connections, etc. (d) Detailed descrip-
tion of a specific or general contribution or accomplishment
of the nominee to the advancement of medical science or any
of the phases upon which the nomination is to be based.
(e) Substantiating evidence of merit including printed ma-
terials, publications, articles, and other citations (3.)
All nominees for the distinguished service awards will be
evaluated with not more than three being made in any one
year. (4.) The Board of Trustees will present the awards
with appropriate ceremony during the annual meeting in
April, 1968.

• April 18-20, 1968, are the dates for the 133rd annual
meeting of the Tennessee Medical Association, to be held in
Chattanooga with headquarters at the Read House Hotel.
Scientific and business sessions will also be conducted in
the Patten Hotel and the Holiday Inn-Downtown.

• After considerable study and planning, the TMA Interpro-
fessional Liaison Committee, in cooperation with the Tennes-
see Pharmaceutical Association, has adopted an interprofes-
sional code concerning relationships of physicians and phar-
macists. The general format of the code focuses attention
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to the interdependence of the two professions, yet clearly
recognizing the distinction between the two. The Code is
intended as a guide to physicians and pharmacists in their
service to the communities in which they reside.

Prior to adoption of the code, the two committees con-
sidered such subjects as dispensing, prescribing, labeling,
refills, ethics, etc. The purpose in adopting a joint code
of cooperation is the fact that in the recognition that the
free practice of the health professions has been the key-
stone upon which has been built the finest system of health
care in the world. The code reflects the impact of the
Hart Bill, S-2568, as it relates to physician ownership of
pharmacies, drug houses, and to drug dispensing by physi-
cians. The adoption of the code was a desirable end to
cement the unity that can best be accomplished with close-
cooperation between medicine and pharmacy. A copy of the
code will be mailed to all TMA members.

• Billings for unsolicited listings in commercial director-
ies are reported being received by physicians in Tennessee.
Pre-publication billing is sent to physicians and lists al-
leged "amount due". Some physicians are throwing these in
their wastebasket, or marking the envelopes "delivery re-
fused", resealing the envelopes and returning them to the
post office. AMA's Judicial Council and the House of Dele-
gates long have held as unethical, listings of physicians
names in commercial directories and that such could be con-
strued as solicitation. These "amount due" billings have
been reported to better business bureaus and the post
office.

• The Board of Trustees of TMA convened in special session
in Nashville on October 29. Purpose of the meeting was to
discuss payments to physicians for services rendered under
state funded health care programs ; efforts of osteopaths to
obtain privileges on hispital staffs ; the regional medical
programs ; and statewide comprehensive health planning.

Dr. R. H. Hutcheson, State Health Commissioner, discussed
in detail with the Board, the comprehensive health planning
council of the state and the manner in which it is proposed
to function. A statewide meeting on December 8th was held
in Nashville to explain to persons recommended to the Gover-
nor or who had expressed an interest in serving on the
health planning council.

The principal business of the Board in the special meet-
ing dealt with a report from the Chairman of the Govern-
mental Medical Services Committee concerning two meetings
with state officials and the Governor relative to payment
for physicians' services under the various state funded
health care programs. It was emphasized that TMA desired at
the earliest possible time to be able to inform its members
that the state should agree to accept the payment of usual
and customary charges for physicians' services. However,
at present, available funds do not exist and the state has
increased its payment for Welfare examinations for the pres-
ent biennium and until such time that the legislature can
take up the matter of providing adequate funds for these
programs. The Governor is committed to the concept of pay-
ment to physicians on the usual and customary basis.

At the conclusion of this wide-ranging discussion, the
Board adopted a motion, directing the Health Insurance Com-
mittee of TMA to study other methods of financing of health
care under Title XIX and to determine whether other insur-
ance alternatives are possible.



Hadley Williams, Public Service Director

• The TMA Communications and Public Service committee met
November 5th to outline a program of public service activ-
ities for the association during the coming year.

A project which will entail the placing of the AMA pub-
lication "Today's Health Guide" in each of the state's jun-
ior high schools will be undertaken. The 640-page manual of
health information is currently being donated to every high
school library by TMA in cooperation with local medical so-
cieties. The favorable response to this endeavor prompted
the junior high project.

The committee also urges each physician to obtain a copy
of the book for placement in waiting rooms and to encourage
patients to secure a copy for home reference.

The TMA sponsored television series "Spotlight on Medi-
cine" which was successfully aired over stations in Memphis,
Jackson, Nashville, Chattanooga, Knoxville and Johnson City
last year was reviewed by the committee and a decision to
offer the series again in 1968 was made. The film-panel
type show affords county medical societies the opportunity
for local physicians to discuss and explain various health
problems and diseases of interest and concern to the public.
Over 200 TMA members appeared on the initial showing of
"Spotlight on Medicine".

More effort will be made to encourage county medical so-
cieties to participate in observance of Community Health
Week next year. The annual affair affords local medical so-
cieties an excellent opportunity to improve their public
service image through use of the Community Health Week kit
of promotional materials furnished by the AMA at no cost to
participating societies.

The use of outdoor advertising to bring health informa-
tion messages to the public is being considered by the com-
mittee and may be a majorp roject in the near future.

Dr. Oscar M. McCallum of Henderson is chairman of the TMA
Communications and Public Service committee.

• One of the primary objectives of the American Medical
Association as stated in its Constitution, is "to promote
. . . the betterment of public health."

The distribution of AMA health education pamphlets and
posters is one of several ways to achieve this goal. Many
physicians use pamphlets to supplement their counsel to pa-
tients and many county medical societies furnish pamphlets
to school teachers and athletic coaches to use as instruc-
tional materials.

A new catalog of AMA Health Education materials is now
available from TMA headquarters. Order blanks for more than
100 pamphlets which are accurate, authoritative and written
in an easy-to-understand style are included in the catalog.

Why not perk up your waiting room with informative pamph-
lets relative to your type practice? Write for the catalog
today.



Health Careers
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Legislators Study
Title XIX Legislation

• As a further means of fulfilling its role of encouraging
young men and women to enter medicine or careers allied to
medicine, the American Medical Association is developing a
new film, "Horizons Unlimited".

Designed to tie in with the Association’s paperback book
of the same name, the film, developed in a hospital setting,
will depict approximately 12 rewarding careers in the health
field and call attention to the wide variety of others.

"Horizons Unlimited" will be produced in color and will
run approximately 28 minutes. It will become the only re-
cently produced film covering a broad variety of health ca-
reer opportunities and is intended to replace the time-worn
film, "Helping Hands for Julie", developed by the AMA and
the American Hospital Association through a grant from E. R.

Squibb and Company in 1958. The new film is being developed
exclusively by the AMA and announcement of its availability
will be forthcoming.

• The Mid-South Regional Medical Program, being developed
by Vanderbilt University in cooperation with Meharry Medical
College, received a "site visit team" September 25-26 to re-
view operational grant requests made in June.

The purpose of the visit was to ascertain if the concept
of the law establishing regional medical programs was being
fulfilled and if the arrangements and relationships of the
project requests were warranted and appropriate.

Action on the Mid-South program's 34 grant requests is
expected to come from the National Advisory Council sometime
in December.

• The Public and Mental Health Committee of the Tennessee
General Assembly's House of Representatives has conducted
two public hearings on Title XIX and is studying the feasi-
bility of drafting legislation for possible introduction
during the 1968 legislative session.

The committee received copies of a recent study conducted
by an out-of-state consulting firm which contained cost
estimates for a Title XIX program in Tennessee. A thorough
explanation of the law's requirements for participation and
penalties for non-participation was also received.

State participation for those persons now receiving as-
sistance under welfare programs must include five basic
medical services — inpatient hospitalization, outpatient
hospital services, laboratory and x-ray services, nursing
home care and physician's services. A sixth service, drugs,
would also be required in Tennessee due to the fact that
drugs are now being provided welfare recipients and the
service cannot be curtailed.

Cost estimates for a minimal program in Tennessee was
$45.4 million of which $34.6 million would be the federal
government's share. These estimates were based on 1967
costs, however.

Failure by a state to begin a program by January 1, 1970
will result in the state's loss of federal matching funds
now being received for welfare programs with medical bene-
fits. The date, thirty-eight states have initiated a Title
XIX program with the remaining twelve in various stages of
considering a program.

Governor Buford Ellington recently signed an executive
order designating the Tennessee Department of Public Health
as the state agency to administer Title XIX. The Tennessee
Medical Association recommended this action.
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The Physician and The Law

For many years physicians have practiced under the umbrella of

the law, to the mutual benefit of the profession and mankind. His-

torically, the restrictions placed upon physicians by the law have
been few and relatively unobjectionable, and quite often have been

passed with the blessing, and sometimes at the requests, of organ-

ized medicine.

During the present decade a lot of legislation has been passed

dealing with medicine in one way or another, by and large over the

objections of organized medicine, and most individual practitioners.

The majority of physicians have made an honest attempt to make
these laws work for everyone’s benefit. A small minority, however, feel that by obstruc-

tionist tactics they can force those responsible to change or repeal the laws. This attitude

puts them in the same category with those who seek to postpone integration or to stop the

military draft. By these actions we arouse the public against us and make our enemies

more determined than ever, instead of winning friends to help us in our fight to pre-

serve the form and substance of medical practice as we have known it.

We must certainly make every effort to change or repeal those laws which we feel det-

rimental to the public and to our profession. This requires that each of us do everything

possible to win friends for medicine who share our philosophy of individual responsibil-

ity and initiative, and who oppose the trend toward socialization which seems to be gain-

ing momentum at the present.

There is really only one way for us to insure that good laws are passed, and bad ones

defeated or repealed— and that way is at the ballot box. We must elect those who share

our philosophy and defeat those who oppose it. It is that simple.

While we are at the business of removing those in government who oppose our philos-

ophy we must do our utmost to observe the law already on the books, and to do our job

of caring for the people of this nation in the best way that we know. Only in this way
will we earn the respect of those who are seeking to influence, and the friendship of those

whose help we need to accomplish our goals.

Finally, we need continually to look critically at ourselves and our methods of practice.

Unless we are willing and able to regulate our own activities it is inevitable that those in

positions of authority in government will regulate us according to their own wishes. This

would indeed be a calamity for our profession and for the people of this country.

Sincerely,

President
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TO ALL PHYSICIANS OF TENNESSEE
It is necessary from time to time to

remind physicians that it is illegal to

sign a certificate for judicial hospitali-

zation of a mentally ill patient unless

he has examined the patient within

three days of signing such a certificate.

The physician may testify as a wit-

ness at a court hearing for purposes of

legal commitment only if he has exam-
ined or attempted to examine the pa-

tient within 20 days prior to the hear-

ing.

It might be well for all physicians to

obtain a copy of the new law pertain-

ing to the mentally ill, which was
passed in 1965. This can be obtained

from the Tennessee Department of

Mental Health, Cordell Hull Building,

Nashville, Tennessee.

The Tennessee Medical Association

is preparing a booklet to provide

guidelines on these matters.

USUAL AND CUSTOMARY FEES

The payment of physician’s services by a

third party is becoming a way of life,

whether the third party be an insurance

carrier of either the profit or nonprofit type,

or the government under any one of its

agencies. The professional man has consid-

ered that his freedom must be maintained

by his right to dispose of his services for

some sort of fee. This seems to be essential

to the maintenance of patient-doctor rela-

tionships, social planners to the contrary

who favor salaried remuneration. Fee for

service provides for quality control which
salary may not.

One of the most readable discussions of

this topic comes from a physician, Dr.

Robert Westlake*, a paper presented at a

meeting of the American Association of

Medical Society Executives. This is a

paper which should be “must” reading not

only for executives of medical societies but

for those members of societies who sit on

committes which consider third party con-

tracts, fees, and health insurance.

Dr. Westlake’s contribution emphasizes

the need for clearcut definitions as guide-

lines in applying the principles of usual and

customary fees. He accredits the California

Medical Association with developing a ra-

tional definition
—

“in brief, it means usual

for that physician, customary for that ser-

vice by physicians of that general type in

that area, and reasonable for that specific

service in that area for that physician.”

But, the author points out, this useful defini-

tion still requires sophisticated professional

judgment by the doctor as he sets his fees

and by those who judge the fairness of a

fee. A doctor’s usual fee or mode of his fees

can be developed by a study of examples of

his billing, and by a similar study of all

doctors in the community, customary fees

can be compiled for a given service. The
reasonableness is more difficult of analysis,

and may involve intangibles which surround

the care in a given case. The interpretation

of the fee in such a case may involve judg-

ment by the reviewer.

*Westlake, Robert E.: Third Party Payments
and the Financing of Usual and Customary Fees,

New York Medicine, 13:431, 1967.
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Careful definition of services is a basic es-

sential, otherwise insurance actuaries can-

not predict fees and devise premium pay-

ments. Dr. Westlake emphasizes that the

description of service must include “time,

the nature of the service, and the nature of

the 'physician.” The latter is essential to an
understanding of the skills and experience

involved for anticipated results. (The au-

thor cites the example of facial lacerations

treated on the one hand by a plastic surgeon

and on the other hand by a general surgeon,

and the necessity for an adequate descrip-

tion of procedures for the benefit of the in-

surance actuary.)

The author provides an illuminating de-

scription of “what makes a fee?” and how
curves of the median, mean and mode are

arrived at in a given community, dependent

upon economic conditions, age of physi-

cians, degree of specialization, and in-

creased cost of living. He shows how the

variants in fees in a community permit the

flexibility insurance companies need to per-

mit the covering of unusual fees in special

cases.

It is emphasized that the use of today’s

data processing “hardware” by insurance

companies and government agencies is ac-

cumulating an immense amount of informa-

tion about physician’s fees. This makes it

essential that care provided be clearly de-

fined so the accumulating statistical data

are reasonably accurate. The author em-
phasizes the use of the California system

and the Current Procedural Terminology

(AMA) for accuracy. He questions the

practice of “the compilation of Relative

Value Schedules, and the statement of a

dollar conversion factor by conference
>,

rather than by collection of data.” The for-

mer permits a small number of doctors to

decide what the values should be rather

than what they truly are.

Finally, Dr. Westlake stresses the need

“to develop Relative Value Studies for third

party use in a truly objective manner.”

These include: (1) accurate definitions of

services by specialty organizations,

(2) accurate answers to surveys by the

physician, relative to usual fees for nonin-

sured solvent patients, (3) recognition that

negotiated fee schedules may become ulti-

mate necessities for many services by geo-

graphic areas and based on Relative Value
Schedules to attain fairness among doctors,

median or mean figures being used of ne-

cessity to control total costs.

Again, this is a readable account of what
is involved in the term “usual, customary
and reasonable fees.”

R.H.K.

SPECIAL ITEM

EVALUATION OF DISABILITY-

PANEL DISCUSSION

PARTICIPANTS:
James N. Thomasson, M.D.*—Internal

Medicine—Private Practice, Nashville,

Tennessee; Medical Consultant in the Disa-

bility Determination Section Office; Secre-

tary of the Tennessee Medical Association.

Glenn E. Horton, M.D.**—Private Prac-

tice, Memphis; Consulting Examiner for the

Disability Determination Section; Secretary

of the Memphis Academy of Internal Medi-

cine.

Mr. Paul Jessen, Jr.***

—

State Director

of Disability Determination, Nashville,

Tennessee

and Members of the Memphis and Shelby

County Medical Society.

MR. PAUL JESSEN, JR.:

It certainly is a privilege for a layman
such as myself to appear before a medical

group, particularly one as large and dis-

tinguished as this. Dr. Thomasson and I

are here on behalf of a state agency, the

Disability Determination Section. This

office is part of the state Division of Voca-

tional Rehabilitation. Our primary respon-

sibility, however, is not rehabilitation, but

determining eligibility for Disability Bene-

fits under social security for Tennessee resi-

dents. It is our goal tonight to improve our

communication with you as treating and

consulting physicians—to explain the pro-

gram and how it works—in order to save

*As Medical Consultant Member of the Panel.

**As Moderator Member of the Panel.

***As Administrative Member of the Panel.

Presented before the Regular Scientific Session

of the Memphis and Shelby County Medical So-

ciety Meeting, March 7, 1967, at the Institute of

Pathology Building, University of Tennessee

College of Medicine, Memphis, Tennessee.
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you time in furnishing reports and in ena-

bling your disabled patients to take advan-

tage of these benefits.

Disability Insurance Benefits have been

part of the Social Security System for more
than ten years. Cash benefits to disabled

persons and their dependents exceed two

million dollars each month, in Tennessee

alone. We handle some 15,000 claims

yearly. About 50 per cent are denied. We
want to be sure that no one is allowed who
should not be. By the same token, those

covered under social security have had no

choice but to pay the taxes, and have a

right to whatever benefits may be available

under the regulations of this particular pro-

gram.

As state employees, such as myself, and

having the opportunity to work with prac-

ticing physicians who work part-time in our

office, such as Dr. Thomasson, we in the Dis-

ability Determination Section are not una-

ware of the problems faced by the treating

physician of today. We are indebted to the

medical community for the time taken out

of busy schedules to help us with these

cases.

The organization of this program, as set

up by Congress, involves federal-state coop-

eration. Each claimant files application for

benefits at his local social security office.

He must have worked for five of the last ten

years, under social security, to be eligible to

apply. The next step is to interview the

claimant and obtain his age, education, vo-

cational background and skills acquired on

the job. The claimant enumerates his phys-

ical or mental complaints and tells how
they affect him. He is responsible for ob-

taining from you a medical report covering

the onset, progression, and current status of

his impairments. The social security office

may assist in getting these reports. There

is tremendous emphasis placed on process-

ing these claims within a reasonable length

of time.

From the social security office, the case

comes to us at the Disability Determination

Section for evaluation, development of the

evidence if necessary, and a decision.

The last stop for a claim is social security

headquarters in Baltimore. Here the state

decision is reviewed, and if adopted, denial

notice or payments sent to the claimant.

Denied claims may be appealed and can

eventually reach the federal courts.

Similarly, allowed cases come up for re-

evaluation if the patient returns to work or,

if he was expected to recover, a date was
set for medical re-examination. Benefits

are terminated if the individual returns to

substantial work or is shown by medical

evidence to have the capacity for substan-

tial work. In some cases, a period of trial

work is permitted prior to stopping benefits.

This is intended as an incentive toward

rehabilitation. All claimants, allowed or

denied, are considered for referral to the re-

gular Vocational Rehabilitation program.

What is the definition of disability under

which we operate? Basically, an individual

must be prevented for one year or more, by
his condition, from doing any substantial

work he can perform with his handicap and

with his vocational qualifications. That is,

what function does he have left, and how
does this relate to the demands of jobs for

which he can qualify. There must be ina-

bility to perform any work, not just the

claimant’s last occupation.

Some claims are denied if disability

began after the individual’s period of cover-

age under social security ran out. For ex-

ample, if your patient began work five

years ago and stopped today, in the absence

of any additional work, he will be covered

for disability benefit purposes only through

March, 1972. If he becomes disabled in

April, 1972, benefits cannot be paid. Thus

in reporting to us, dates are important.

Let me close by saying that, due to the

semijudicial nature of the claim process, the

substantial money involved, and the impor-

tance to the person filing, each case must be

adjudicated on its own merits and be docu-

mented with as much objective medical and

vocational data as possible. Now I’d like to

turn the program over to Dr. Thomasson.

DR. JAMES N. THOMASSON:
There have been a number of questions

over the past few years from doctors all

across the state and we wondered what was
the best way to answer these. We ap-

proached all the County Medical Societies

about presenting a program like this one in

an effort to answer these questions and to

familiarize you with the problems in disa-
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bility evaluation from our standpoint.

Whether we like it or not, Government par-

ticipation in medicine is becoming more

common every day and with the extension

of Medicare, by 1970, we may see the end of

the charity patient. So we must be inter-

ested in the economics of medicine as it re-

lates to the Federal Government. Mr. les-

sen mentioned earlier that we cannot pay

for initial medical information. I am sure

you can see the analogy here to a so-called

deductible which we doctors have always

favored. We always feel that the patient

should have to pay something.

Now a word about the doctor’s role in the

State Office. There are six of us practicing

physicians; one surgeon, two internists, a

neurologist, an orthopedist, and a retired

industrial physician. This is Dr. B. F.

Byrd, with whom I am sure you are all fa-

miliar. Our surgeon, and Chief Consultant,

is Dr. Jimmy Gardner. It is our function to

advise the Counselor about the type of med-

ical information we need. We have several

other functions such as training a new
Counselor in medical terms, various dis-

eases, which ones are disabling, and to what

extent the patient must be affected by a cer-

tain disease before they can be allowed dis-

ability benefits. In addition to training the

Counselors, we meet with them on their

problem cases. Although about 40 per cent

of the cases are adjudicated on the basis of

medical information already submitted, in

many cases we need additional information

and we are behind the requests for this ad-

ditional data. We often call physicians on

the telephone using the State’s wide area

telephone service which keeps us from hav-

ing to pay long distance rates. If any time

some of you have a question about some ac-

tion taken by the State Office, you might

call the physician in the Disability Determi-

nation Section, and if he is not there at that

particular time he can call you back later.

You all are familiar with the additional

information we need such as laboratory

tests, cardiograms, pulmonary function

studies, etc. As you know, medicine has

changed over the past few years and we no
longer only see the patient who wants to be

treated. We see three categories of pa-

tients; those who want to prove they are

disabled, those who want to prove they are

in good health, and those who need therapy.

Our approach to each type of patient natur-

ally is different. This explains why the in-

formation submitted by the treating physi-

cian may be inadequate for our purposes.

Many of these people at the time they were
treated were not involved in filing for dis-

ability benefits. One thing that really

throws us into a tizzy in the State Office is

the statement at the end of the medical re-

port that this patient is definitely totally

and permanently disabled. Then we have
to set out to prove whether or not he is dis-

abled for purposes of this program. We do
like for you to tell us what you think the

limitations on the patient are, but we not

only consider what work the paient has

been doing, but what other jobs he may be

capable of with his condition and possibly

what jobs he can be trained to do. So the

statement that they are totally and perma-

nently disabled may not be true although

they are unable to continue in their last job.

The fees for the consultative examina-

tions that we buy are set by the Medical

Advisory Committee to Vocational Rehabil-

itation, which is the parent agency. Many
men often wonder why their patient is sent

to another doctor for examination. Of

course any physician who is a specialist and

is interested in doing examinations for our

purposes may be added to the list and the

number of referrals that he will get will de-

pend upon the service the department gets

from him. If the reports are thorough and

prompt, so that we can process the applica-

tion, he will be asked to consult more often

than the doctor who may be delinquent in

submitting his report. These consulting re-

ports are in narrative form and those of us

who are not consultant examiners receive a

form which is a four-page document, mostly

blank, that allows plenty of room for narra-

tive information about our patient. I think

most of us do prefer to submit a narrative

report. This form was voted on and ap-

proved by doctors in six states, although I

don’t know that Tennessee was one of them.

I think that is all we may have time for, but

we would like to have questions from the

floor. I am sure many of you may have

some.
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DR. GLENN E. HORTON:
Before we call for questions I would like

to make one additional remark, and that is

that as physicians it is our responsibility to

define and describe medical impairments.
The decision as to disability is based not

only on medical factors but also age, educa-
tion and the patient’s work background.
Also, although this is a talk on disability

evaluation, I would like to mention the

work of the Division of Rehabilitation.

Many of these patients are referred to the

Rehabilitation Division for services and I

am sure many of them do not realize that

they have capabilities in that they may be
served and assisted in returning to produc-

tive work. It has been determined that the

cost of rehabilitating a client successfully is

often only one-tenth of the amount that is

regained in taxes alone, after the person re-

turns to work. Many of these patients will

not qualify for disability benefits, but I will

tell you this man is not happy unless he can
stand on his own two feet. Disability may
strike any of us. But I know that it is inher-

ent in us and in our patients that we are not

fully happy unless we can function con-

structively. I feel very strongly that we as

physicians have been given great privileges

of knowledge and insight into people, and
with these privileges comes responsibili-

ty—the responsibility to help our patients

whether it be assistance for the genuinely

disabled or in aiding them toward rehabili-

tation and returning to productivity. Do
we have any questions from the floor at this

time?

DR. DUANE M. CARR:
I have the impression from filling out

forms of Government Agencies and insur-

ance companies that they are asking us to

tell them how much disability the patient

has to adjudicate the case for them. Is

there any place on your forms for us to give

the medical limitations of the patient?

MR. JESSEN:

That question may be more in Dr. Thom-
asson’s field than in mine, but I can give

you the administrative viewpoint on it. In

answer to your question, yes. In fact, that

is all we are asking for the medical details

of the impairment and how it affects the in-

dividual—what function does he have left,

what activity should he avoid? As you well
know, Dr. Carr, your definition of disability,

my definition of it, and Jim Thomasson’s
definition of it would probably all be differ-

ent. The same is true in connection with
agencies handling disability claims.

Veterans Administration may take one view
and social security may take another. So
what we try to do is to take you, as the phy-
sician, out of the middle of the decision and
ask you to report on the impairment and
the limitations and not comment on
whether or not this seems to constitute a

disability. Hopefully, with this approach,

the patient cannot come back to you and
say that because of what you said, his claim

was turned down. In practice, we know
that this does happen on occasion. Dr. Tho-
masson, would you like to comment on this?

DR. THOMASSON:
I think you covered it very well, Paul.

What Dr. Carr was probably referring to is

Workman’s Compensation. This does de-

pend on the treating physician to estimate

the degree of disability, concerning the

work that the man was doing. Of course,

an impairment may be totally disabling or

it may not be disabling at all. A radiotele-

graph operator who has both legs off is not

disabled but he is certainly impaired. On
the other hand, a walking postman who has

both legs off is disabled. Yet the impair-

ment is the same in the two individuals.

The Disability Determination Section does

not want a statement of disability but

rather the degree of the impairment and we
try to relate to what the man has done in

the past, what his education is, what his so-

cial background is, and so forth.

DR. HORTON:
This also brings up the matter of trans-

ferable skills. Dr. Carr is absolutely right

that the insurance companies do place you

in sort of a judicial position and let you
make a statement as to disability. This is

not true with the Disability Determination

Section. They primarily look to us for

what the man can do . . . can he lift 25

pounds, can he walk several blocks, etc.

Does he have angina on climbing a flight of

stairs? What is his American Heart Asso-
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ciation Classification? I have a friend who
is a bank president who has a maximum
breathing capacity of about 28 liters. This

is a severe impairment but for him it is not

disabling since he is able to work every day.

DR. WALTER K. HOFFMAN, JR.:

I am curious as to why a patient is re-

ferred to a consultant.

DR. THOMASSON:
Dr. Hoffman, you mean a consultant in

the office?

DR. HOFFMAN:
No, I mean some one who does an exami-

nation for you. I have in mind the case of a

52-year-old woman who had severe renal

disease and had just had an IVP performed

and was sent by you a few blocks away to

another physician who performed a second

IVP.

DR. THOMASSON:
Well, of course, in a program of this size

some mistakes are bound to occur. But

chances are, the treating physician did not

report that the intravenous pyelogram had

been done. If all the information had been

in file I feel that we would have picked up

the telephone and called for this additional

information that was needed. What
usually happens in a case requiring a con-

sultative examination is that you have two

or three conflicting medical reports from

physicians who have treated the patient for

different ailments and their reports, based

on the condition they have been treating,

are widely divergent and this is the only

way we can settle this problem. Also, for

example in a patient who has pulmonary
emphysema, it is not necessary to do pul-

monary function studies to treat this pa-

tient but the social security administration

does require that we get pulmonary func-

tion tests on almost all pulmonary cases.

Occasionally we will get arterial oxygen

studies as well.

MR. JESSEN:

Although our time is almost up, before

we take another question, I would like to

make one comment on this consultative ex-

amination process. A considerable amount
of money is spent in this area, and in order

to obtain the most value for this money, the

information can be made available to the

treating physician, for treatment purposes,

if he will write to us. Of course, we do

have to have the patient’s consent and the

consent of the examining physician but this

ordinarily is no problem. One other topic

that involves economics and that has been

raised previously by Dr. Calandruccio, is

that while we are not able to pay for evi-

dence that is on record, if we need addi-

tional tests such as a chest film or a cardio-

gram to document and wrap up a case, we
can purchase these from the attending phy-

sician and pay him in accordance with the

regular Vocational Rehabilitation fee sched-

ule. We have not asked you to do this very

often, primarily because most of the physi-

cians do not want to be involved this deeply

in the disability decision. But if in your re-

port you give us some indication of what
additional tests might be valuable and we
know that you are interested in doing these,

we would be delighted to do more of this. I

think we have another question now.

DR. A. ROY TYRER, JR.:

I wonder if one of the panelists could

comment on the proposed social security

legislation that is before the Ways and

Means Committee now and also on whether

or not any changes are proposed in the fee

schedule. I think it is well known to all of

us that the State Medical Association has

gone on record as favoring usual and custo-

mary fees.

MR. JESSEN:

Well, I can answer the first part of that

question. Frankly, you may be as up to

date as I am as to just what is contained in

the proposed legislation. Congress and so-

cial security pretty well make the rules and

we play the game. However, I do know
that it is proposed that widows be brought

under the disability program and also that

Medicare benefits may be extended to those

who are already drawing disability benefits.

I would like to ask Dr. Thomasson to cover

your question as to fees since he is a mem-
ber of the Medical Advisory Committee to

Vocational Rehabilitation.

DR. THOMASSON:
This committee met last year in August

and we recommended at that time that the
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Division go to usual and customary fees as

soon as possible. I understand that this has

not been done as yet due to lack of funds.

We will meet again in August and will

bring it up again.

DR. HORTON:
We wish to thank all of you for your par-

ticipation.

(Reprinted from the Memphis and Mid-

South Medical Journal, August, 1967.)

IN MEMORIAM

Pistole, Walter H., Memphis. Died October 21,

1967, Age 86. Graduate of University of

Nashville Medical Department, 1905. Member of

Memphis and Shelby County Medical Society.

Little, Filas Jerome, Jr., Morristown. Died Oc-
tober 21, 1967, Age 46. Graduate of Medical Col-

lege of South Carolina, 1945. Member of Ham-
blen County Medical Society.

Calhoun, Harold W., Union City. Died October

21, 1967, Age 49. Graduate of University of

Tennessee College of Medicine, 1942. Member of

Northwest Tennessee Academy of Medicine.

PROGRAMS AND NEWS OF
MEDICAL SOCIETIES

Memphis-Shelby County Medical Society

Dr. Hawley Seiler, President of Southern

Thoracic Society, Tampa, Florida, gave the

scientific presentation on “Medicine’s Burn-
ing Question” at the meeting of the Society

on November 7th. The program was spon-

sored by the Shelby County Tuberculosis &

Health Association. The meeting was held

in the auditorium of the Institute of Pathol-

ogy of the University of Tennessee and a

session of the Society’s House of Delegates

followed the scientific presentation.

Nashville Academy of Medicine
Davidson County Medical Society

The Nashville Academy of Medicine met
at the Veterans Administration Hospital on
November 8th, with Dr. Greer Ricketson,

President, presiding. Dr. Allan C. Barnes,

Director of the Department of Gynecology
and Obstetrics, Johns Hopkins University

School of Medicine gave the scientific pres-

entation on “The Control of Reproduction.”

The Society also heard reports from its

Nominating Committees, presenting a slate

of candidates for election to offices of the

Academy for 1968.

West Tennessee Consolidated

Medical Assembly

On October 3rd, Dr. James Culbertson, di-

rector of the Memphis Regional Center, was
the guest speaker at the West Tennessee

Consolidated Medical Assembly in Jackson.

Dr. Culbertson’s subject was “The Meaning
of the Regional Complex and its Relation-

ship to West Tennessee.”

NATIONAL NEWS

The Month in Washington

(From the Washington Office, AMA)

A group of advisors to the Public Health

Service and an AMA official separately em-
phasized the seriousness of the health man-
power problem. The Allied Health Profes-

sions Education Subcommittee of the Na-

tional Advisory Health Council said in a re-

port to the PHS surgeon general, Dr. Wil-

liam H. Stewart, that health manpower is

the critical factor in the provision of health

services in this nation. The report said:

“With the rising capacity of medicine to

provide a satisfying array of services, the

lowering of financial barriers to service, and

the growing acceptance of a public respon-

sibility to assure that all people have ade-

quate medical service, needs and demands
for medical care continue to outstrip their

availability.”

“Many people are struggling with ap-

proaches to the measurement of health

manpower shortages. But no one figure can

express the total need. And even if it were

possible to envision ideal health services

staffing for a community, a state, or a na-

tion, the continuing development of new
knowledge and techniques, new patterns of

service, and new methods of payment are

constantly changing the needs, both for

numbers and varieties of health workers."

Dr. Alvin J. Ingram of Memphis, a mem-
ber of the AMA Board of Trustees, told the
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AMA Conference on Aging and Long-Term
Care in Baltimore, Md., that there is an ur-

gent need for all categories of health per-

sonnel. “We have been challenged by gov-

ernment to revamp our system of health

care, to make it available to everyone and
to do so more economically than at present.

To do this will require not only larger num-
bers of health personnel, but more coordi-

nated and efficient use of all members of the

health team.

“The basic purpose of all of medicine

—

research, education and practice—is the ap-

plication of the art and science of the

profession to the individual patient or to the

community as a whole. Furthermore, we
are constantly exposed to remarks about

the brain drain, the siphoning of physicians

trained in other countries and their accep-

tance here to fill our own voids, even at the

expense of intensifying already desperate

shortages in other nations.

“Yet we have our brain drain in this

country—the consistent and progressive de-

crease in the ranks of practicing physicians

as members of the profession turn from the

primary responsibility of patient care to re-

search, teaching and administrative service.

In the past 15 years, the number of physi-

cians in full time private practice has de-

creased at the rate of almost one percent a

year, from 75 percent in 1950 to 62 percent

in 1965.” Dr. Ingram decried the growing
dependence of the nation’s health care sys-

tem on foreign physicians. “This dilemma
can hardly be exaggerated. Not one foreign

graduate meets our domestic requirements

which include graduation from an approved

medical school which has undergone regu-

lar, competent inspection.”

Dr. Ingram cited government figures

showing that the percentage of foreign phy-

sicians in the United States had risen from

16 percent in 1956 to 26 percent in 1966 and
that nearly half of them were from
under-developed or developing countries

that badly need their services at home.

The House Committee on Government
Operations has issued its third report charg-

ing costly and inefficient administration of

research grant programs by the National In-

stitutes of Health and other Public Health

Service bureaus. The Congressional watch-

dog panel said the PHS had made relatively

little effort to improve its administration of

grants since the committee’s two previous

reports in 1961 and 1962.

“Inadequate administrative performance

is demonstrated, for example, by the inept

handling of payments for the indirect re-

search costs of grantees and the extremely

poor administration of the general research

support and health sciences advancement

award programs,” the recent report said.

“NIH and other PHS bureaus were found to

have made excessive indirect cost payments

to grantees.” (About $500,000 in one case.)

The American Medical Association sup-

ported legislation to continue federal aid for

construction, training and research under

the Health, Education and Welfare Depart-

ment’s retardation program, but opposes

grants to help pay for initial staffing. The
AMA position was outlined by Dr. F. J. L.

Blasingame, AMA Executive Vice Presi-

dent, in a letter to the House Public Health

and Welfare Subcommittee. He said: “The

extent to which the problem of mental re-

tardation can be ameliorated in future years

depends largely upon continued research.

Although some breakthroughs have been

effected such as the prevention of some
types of mental retardation as a result of

our increased knowledge of body metabo-

lism, there are still gaps in research, per-

sonnel and financing which must be over-

come. While the ultimate answer to the

problem of mental retardation is preven-

tion, we recognize that in the meantime,

mentally retarded individuals must be

cared for and must be educated and trained

to the limit of their capabilities.

“In this regard, the AMA supports efforts

to provide higher standards of care for the

institutionalized retarded, special educa-

tional programs day care centers within the

community, counseling services for the par-

ents of retarded children, and efforts to cre-

ate job opportunities for retarded adults.

For these programs to be effective, the na-

tion needs additional facilities and an in-

crease in properly qualified personnel. We,
therefore, are pleased to submit for the rec-

ord our continued support of the expan-

sion, extension and improvement of facili-



1362 TENNESSEE MEDICAL JOURNAL December, 1967

Before prescribing, see complete prescribing

information in SK&F literature or PDR. A brief

precautionary statement follows.

Contraindications: Glaucoma, prostatic hyper-

trophy, stenosing peptic ulcer, pyloroduodenal

obstruction, or bladder neck obstruction.

Precautions: Use cautiously in the presence

of hypertension, hyperthyroidism, coronary artery

disease; warn vehicle or machine operators of

possible drowsiness.

Usage in Pregnancy: Use cautiously, especially

in the first trimester. Note: The iodine in

isopropamide iodide may alter PBI test results

and will suppress I
131 uptake; discontinue 'Ornade'

one week before these tests.

Adverse Reactions: Drowsiness; excessive

dryness of nose, throat or mouth; nervousness;

insomnia. Other known possible side effects

of the individual ingredients: nausea, vomiting,

diarrhea, rash, dizziness, fatigue, tightness

of chest, abdominal pain, irritability, tachy-

cardia, headache, difficulty in urination.

Thrombocytopenia, leukopenia and convulsions

have been reported but no causal relationship

has been established.

a stuffy nose

is no

laughing matter

Ornade Traded
Each capsule contains 8 mg. of Teldrin®

(brand of chlorpheniramine maleate), 50 mg.
of phenylpropanolamine hydrochloride, and
2.5 mg. of isopropamide, as the iodide.

Spansule® Capsules
brand of sustained release capsules

each one can

give him all-day

or all-night relief

Smith Kline & French Laboratories



December, 1967 MEDICAL NEWS IN TENNESSEE 1363

ties and services through construction,

training and research grants. . . .

“The bill, however, also amends the pres-

ent Act to authorize grants for meeting a

portion of the cost of compensating profes-

sional and technical personnel during the

initial operation of the facility. Although

such federal financial assistance during the

early years might enable a mental retarda-

tion facility to undertake a more compre-

hensive program than it might otherwise

attempt, it can be demonstrated that once

reliance is placed on a federal subsidy for

staffing, the role of the federal government
as a provider of operating funds will not

easily be ended. Once a facility has been

constructed, the community can and should

assume the responsibility for its operation,

including the costs of staffing.”

President Johnson appointed a National

Advisory Commission to make recommen-
dations on health facilities needed by the

United States in the future. The chairman

is Boisfeuillet Jones of Atlanta, Georgia,

president of the Emily and Earnest Wood-
ruff Foundation and a former special assist-

ant for health and medical affairs for the

Department of HEW.

The recently-enacted Vocational Rehabil-

itation Act of 1967 creates a National Cen-

ter for Deaf, Blind Youth and Adults, sets

up a special system to grant federal aid,

through state rehabilitation agencies for

handicapped migrant workers, continues

the federal-state financing system of state

rehabilitation agencies for another two
years, extends for another year federal

planning grants to states studying the needs

of the disabled, and eliminates state resi-

dency requirements for proving residency

before aid can be received.

MEDICAL NEWS
IN TENNESSEE

Annual Convention of Tennessee

Licensed Practical Nurses' Association

The week of October 29-November 4 was
proclaimed Tennessee Licensed Practical

Nurse Week by Governor Buford Ellington

in honor of the 19th annual convention of

the TLPNA in Cleveland. “Unity in Ac-
tion” was the topic of the keynote address

by Dr. Gilbert Varnell of Cleveland.

Approximately 200 practical nursing stu-

dents and 300 LPN’s from all sections of

Tennessee also heard Mrs. Joyalys Hender-
son, R.N., instructor of practical nursing,

McMinn County Area Vocational School,

speak on “Why Belong?” and Drs. Madison
S. Trewhitt and John Appling, Cleveland,

discuss “Pre-Operative—Post-Operative An-
esthesia Care” and “Poisoning.” The As-

sociation was founded in 1949 to advance

the ideal of comprehensive care to the sick

and to promote and protect the general wel-

fare and interest of all licensed practical

nurses, working with allied health groups,

governmental groups and the public in car-

rying out these objectives.

Medical Assistants Sponsor
Workshop

The 7th Annual Medical Assistants Edu-
cational Workshop, sponsored by the Con-

solidated Medical Assistants Chapter of

West Tennessee, was held in November in

Jackson. The objectives of the workshop
are to promote efficiency, to render educa-

tional services and to stimulate a feeling of

fellowship and cooperation among the med-
ical assistants. Three study sessions were

held November 6, 13 and 20 with a banquet

climaxing the workshop on November 27, at

which time certificates were presented to

those who successfully completed two study

sessions. Lecturers and subjects included:

Dr. Robert Kiger, Nashville
—“Space Med-

icine”; Dr. Bobby Higgs, Jackson—“Con-

genital Heart Disease”; Dr. Donald R.

Lewis, Jackson—“The Doctor’s Responsibil-

ity to the Medical Assistant”; Dr. C. L. Dur-

ham, Maury City
—“Recognizing and Han-

dling the Emotionally Disturbed Patient in

the Office”; Dr. Swan Burrus, Jr., Jack-

son—“Amnesia”; Dr. R. L. Wilson, Hen-

derson—“Current Concepts of Estrogen Re-

placement Therapy”; and Dr. Harry D.

Johnson, Memphis—“Recent Advances in

Treating Leukemia.”
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University of Tennessee

College of Medicine

Neuton Stern Professorship—The third

annual observance of the Neuton Stern Vis-

iting Professorship was observed on No-

vember 17th with Dr. Sol Sherry, professor

and co-chairman of the department of medi-

cine at Washington University School of

Medicine, St. Louis, as lecturer. The event

is jointly sponsored by the U.T. Department

of Medicine and the Memphis Heart Asso-

ciation.

Participating Faculty— Dr. Marcus J.

Stewart, clinical associate professor of or-

thopedic surgery, was guest speaker at a

postgraduate course on fractures and joint

injuries at the University of Colorado Medi-

cal Center, Denver, November 1-3. The

course was sponsored by the division of or-

thopedic surgery and the office of postgrad-

uate medical education of the University

of Colorado Medical School. . . . Dr. Paul

C. Kemmerly, assistant professor of anes-

thesiology, served as an examiner to the

American Registry of Inhalation Therapists

at the annual meeting of the American As-

sociation for Inhalation Therapy in Los An-

geles, November 11-17. . . . Dr. F. Chris-

tine Brown, research associate in the De-

partment of Psychiatry and head of the

biochemical laboratories at the Brain Re-

search Institute, Tennessee Psychiatric Hos-

pital, was featured speaker at the inservice

education program at the U.S. Naval Hospi-

tal, Millington, on November 15. Her sub-

ject was “Hallucinogenic Drugs.”

St. Jude Children's Research

Hospital

Brian R. McAuslan, formerly assistant

professor of biology at Princeton Univer-

sity, joined the faculty of St. Jude Chil-

dren’s Research Hospital and the University

of Tennessee as Associate Professor of Mi-

crobiology on September 1st. He is work-
ing at St. Jude in the laboratory of Virology

on genetic and regulatory mechanisms of

virus production in cells.

Meharry Medical College

In a major step to bridge the gap between
the technical advances of medical science

and comprehensive patient care, Meharry
Medical College has established a new de-

partment of family and community health.

Dr. Leslie A. Falk, a specialist in commu-
nity and public health, has been named
chairman of the new department and direc-

tor of the North Nashville Comprehensive
Community Health Center. Dr. Falk has

been chief consultant to the Neighborhood
Center project for more than a year and
came to Nashville from the University of

Pittsburgh Graduate School of Public

Health. He was also adjunct professor of

medical and hospital administration.

The new department will be in the fac-

ulty of medicine and will be assisted by a

two-year $54,000 grant from the Bureau of

Health Manpower, U.S. Public Health Serv-

ice. It will incorporate the present depart-

ment of preventive medicine, and will

serve to develop in the future health

profession a concern for the patient as a

human being in the context of his family

and community.

PERSONAL NEWS

Officers for 1968 of the Tennessee Academy of

General Practice were installed at the Academy’s
Annual Assembly in Gatlinburg on November
2nd. They are: Dr. Carson Taylor, Lawrence-
burg, President; Dr. James R. Royal, Chattanooga,

President-Elect; Dr. Oscar M. McCallum, Hender-
son, Vice-President; Dr. John S. Derryberry,

Shelbyville, Secretary-Treasurer; Dr. Julian K.

Welch, Jr., Brownsville, Delegate to AAGP; Dr.

Thomas W. Johnson, Dyersburg, Alternate Dele-

gate; Dr. Basil A. Bland, Memphis Speaker, Con-

gress of Delegates; and Dr. Arch Y. Smith, III,

Vice-Speaker.

Dr. Louis Ulin, Chattanooga, has been named a

Fellow in the exclusive International College of

Surgeons.

Dr. Dorothy L. Brown, Nashville physician and

Tennessee legislator, was guest speaker on Octo-

ber 15th at the annual Founder’s Day of the Na-
tional Alliance of Postal and Federal Employes.

Dr. Alvin J. Ingram discussed his three-week

tour in Vietnam at a recent meeting of the Mem-
phis Rotary Club. Dr. Ingram was one of six

physicians sent to Vietnam by the Department of

State to evaluate the medical problems and health

care needs of the civilian Vietnamese population.

Dr. Gordon McCall, a native of Blount County,

has opened his office for the practice of internal

medicine in Chilhowee Medical Center, Maryville.
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Dr. McCall received his M.D. degree from the

University of Tennessee College of Medicine in

Memphis and served his internship and residency

at U.T. Hospital in Knoxville.

Dr. Paul V. Nolan, Chattanooga, has been
named to the Board of Directors of the Tennessee
Division, American Cancer Society.

Dr. Vernon Reynolds, director of the Cancer
Chemotherapy Clinic and surgeon in charge of the

General Surgical Clinic at Vanderbilt University

Hospital, was guest speaker at the Columbia Ro-
tary Club on November 2nd.

Dr. John H. Wolaver, Knoxville Psychiatrist,

has been awarded the American Medical Associa-

tion’s Humanitarian Service Certificate for his

participation in the AMA Volunteer Physicians

for Vietnam Program. The award was presented

by Dr. George A. Zirkle, Jr., President of the

Knoxville Academy of Medicine, at the Acade-
my’s monthly meeting in October.

Dr. Wm. P. Hardy, Oak Ridge, has been named
President of the Tennessee State Pediatric So-

ciety. Dr. J. Hicks Corey, Jr., Chattanooga, was
named President-Elect, and Dr. Wm. B. Wadling-
ton, Nashville was re-elected secretary-treasurer.

Dr. H. H. Barham and Dr. C. L. Frost, Bolivar,

announced the removal of their offices into the

new Medical Dental Arts Clinic on West Lafay-

ette Street.

Tennessee physicians inducted as Fellows of the

American College of Surgeons during the 53rd

Clinical Congress of the College in October were:

Drs. Hugh Francis, Jr., James M. Hill, Joseph H.

Miller, Roy C. Page, James T. Robertson,

Thomas V. Stanley, Jr. from Memphis; Dr. John
H. Bell, Knoxville; Dr. David P. Hall, Chatta-

nooga; Dr. Robert A. Hardin, Nashville; Dr. James
R. Headrick, Chattanooga; Dr. Ernest L. Hendrix,

Oak Ridge; Dr. Alfred P. Rogers, Chattanooga;

Dr. Dillard M. Sholes, Jr., Elizabethton; Dr. W. H.

Stephenson, Gallatin; and Dr. John K. Wright of

Nashville.

Dr. Roger T. Miller, Chattanooga pediatrician,

narrated a film, “Why Billy Couldn’t Learn,” at a

recent meeting of the Hamilton County Associa-

tion for Children with Learning Disabilities, Inc.

Dr. A. K. Ghosh, Waynesboro, has been ap-

pointed County Medical Examiner for Wayne
County.

Dr. Lee Calvin Sheppard, Jr., has joined the ac-

tive staff of the Jackson-Madison County General

Hospital, and is associated with Dr. Chester Jones

and Dr. Augustus Middleton in the Department of

Pathology.

Dr. E. Perry Crump chairman of the depart-

ment of pediatrics at Meharry Medical College,

has been elected board member-at-large for the

National Association for Retarded Children.

Dr. Harry L. Page, Jr. has been appointed di-

rector of St. Thomas Hospital’s new cardiovascu-

lar laboratory and educational director of medical

service. Dr. Page, a graduate from Vanderbilt

University School of Mecicine, joins St. Thomas
from the University of Colorado Medical Center

where he was a Fellow in cardiology.

Dr. Sam Carney, Nashville, has been named
President of the Davidson County Pediatrics As-
sociation.

A portrait of the late Dr. Earl Campbell, Sr.,

who served 42 years as the school physician at

the University of Chattanooga, was unveiled in

impressive ceremonies on October 28th at the

University. The portrait will be given a perma-
nent place on the wall of the lobby in Maclellan

Gymnasium.

ANNOUNCEMENTS

Calendar of Meetings, 1968

State

Feb. 14-16 Mid-South Postgraduate Medi-
cal Assembly, Memphis

April 18-20 Tennessee Medical Association,

Read House, Chattanooga

National

Jan. 19-20

Jan. 20-25

Jan. 29-31

Feb. 3-7

Feb. 6-10

Feb. 8-10

Feb. 8-10

Feb. 19-21

Feb. 22-24

Feb. 28-Mar. 3

March 1-3

March 11-13

March 18-20

March 24-30

March 25-28

American Society for Surgery

of the Hand, Palmer House,

Chicago

American Academy of Ortho-

paedic Surgeons, Palmer
House, Chicago

Society of Thoracic Surgeons,

Roosevelt Hotel, New Orleans

American Academy of Allergy,

Statler-Hilton, Boston

American College of Radiology,

Drake, Chicago

Society of University Surgeons,

Americana, New York
Southwestern Medical Associa-

tion, Sheraton—El Paso Motor
Inn, El Paso, Texas
American College of Surgeons

Sectional Meeting, Statler Hil-

ton Hotel, Dallas

Central Surgical Association,

Sheraton-Cleveland, Cleveland

American College of Cardiol-

ogy, San Francisco Hilton

Hotel, San Francisco

American Association of Path-

ologists and Bacteriologists,

Drake Hotel, Chicago

American College of Surgeons

(Sectional Meeting for Doctors

and Nurses), Williamsburg Inn,

Williamsburg, Va.

American Academy of Pedia-

trics, Regency Hyatt, Atlanta

American Society of Clinical

Pathologists (Interim) Roose-

velt Hotel, New Orleans

Southeastern Surgical Con-
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g r e s s, Sheraton-Park Hotel.

Washington. D. C.

March 25-29 American College of Allergists,

Denver Hilton, Denver
March 29-31 American Society of Internal

Medicine, Hotel Statler, Boston

ACCP Resident Loan Fund

A Resident Loan Fund has been established by
the American College of Chest Physicians to as-

sist young physicians in taking postgraduate train-

ing in the specialty of diseases of the chest. Any
qualified resident may apply for a loan by writing

to the Committee on Resident Loan Fund in care

of the Executive Offices of the College. All ap-

plications must be approved by the Committee
before a loan can be granted.

The total amount of a loan to any individual

in any one year may not exceed SI,500.00 and,

except under special circumstances, the loan will

be made available on the basis of SI 25.00 per

month. No individual may borrow more than

S4.500.00. All loans must be protected by life in-

surance, the premiums to be paid by the bor-

rower.

Interest on the lean is charged at the rate of

3 percent per annum. Neither principal nor in-

terest cn the lean need be repaid for a period of

three years after the date of the first loan ad-

vance, provided the physician is continuing his

postgraduate training in diseases of the chest.

Consultants will work with the Office of Eco-
nomic Opportunity representatives responsible for

funding and evaluating Head Start health pro-

grams, helping them interpret the needs of the

children, the resources of the community, and the

success of the Head Start Programs. The con-

sultant will supplement rather than replace, the

medical and administrative skills available in each
community.

ACP Postgraduate Courses— 1968

The following postgraduate courses will be of-

fered by the American College of Physicians in

1988. The courses are made possible in coopera-

tion with the directors and institutions involved.

Tuition fees: Members, S60; Nonmembers, S100.

Registration forms and requests for information

are to be directed to Edward C. Rosenow, Jr.,

M.D., Executive Director, American College of

Physicians. 4200 Pine Street, Philadelphia, Pa.,

19104.

Jan. 15-19 “Neurology and the Internist,”

University of Miami School of

Medicine, to be held at The
Eden Roc Hotel, Miami Beach,

Fla.

Feb. 5-9 “Psychiatry and the Internist,”

University of Southern Calif.,

School of Medicine, Los An-
geles.

AAP Announces Head Start

Medical Consultation Program

A new partnership between Project Head Start

and the pediatricians of America has been an-

nounced by the Office of Economic Opportunity

and the American Academy of Pediatrics. Sar-

gent Shriver, director of OEO. and Dr. Wm. S.

Anderson, president of the AAP. in a joint state-
ment, said that the Academy will organize and
direct the Medical Consultation Program of Head
Start Child development programs in nearly 2.000

communities throughout the United States. The
Academy has chosen Robert S. Mendelsohn, M.D.,

F.A.A.P., a pediatrician from Chicago, and for-

merly medical director. Project Head Start, Cook
County Office of Economic Opportunity, to direct

the program.
Initially, the AAP will select about 300 physi-

cian consultants from its membership and from
other leaders in the field of child health, to eval-

uate the medical aspects of the Head Start pro-

gram at the state and local level. Each medical

consultant selected will work with the medical

director and other health professionals in Head
Start projects. He will review the medical aspects

of Head Start applications submitted by a com-
munity; meet with local planning committees to

map out Head Start medical programs; maintain

contact with program medical directors; follow up
and evaluate programs, and maintain liaison with

OEO regional and national offices.

Feb. 19-23

Feb. 28-

Mar. 2

Mar. 14-16

Mar. 18-22

Mar. 28-30

April 22-26

“Intensive Care Units,” Uni-
versity of Cincinnati Medical

Center and VA Hospital, Cin-

cinnati, Ohio

“Hypertensive Cardiovascular

Diseases: Mechanism and
Treatment.” Clinical Research

Institute of Montreal. Montreal.

P.Q.. Canada

“The Clinical Selection of Pa-
tients for Cardiac Surgery”

Mayo Graduate School of Med-
icine (University of Minnesota)

and Mayo Clinic. Rochester.

Minn.

“Psychiatry and the Internist,”

Albany Medical College of

Union University, Albany, N.Y.

“Current Concepts in Physiol-

ogy of Respiration, Circulation

and Electrolyte Metabolism.”

The Somerset Hotel, Boston.

Mass.

“Clinical Endocrinology— Re-

cent Advances in Diagnosis

and Treatment,” Mayo Gradu-
ate School of Medicine and
Mayo Clinic. Rochester. Minn.
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May 12-15

May 20-24

May 27-30

“Frontiers in Gastroenterology, June 10-14

University o f Pennsylvania

School of Medicine, to be held

at The Bellevue Stratford
Hotel, Philadelphia, Pa.

“The Prevention and Early De- June 17-19

tection of Disease in Clinical

Practice,” University of Penn-
sylvania School of Medicine,

Philadelphia, Pa. june 19-21

“Auscultation of the Heart,”

The Sheraton Hotel, Philadel-

phia, Pa.

“Basic Principles in Internal

Medicine, 1968,” University of

Iowa School of Medicine, Iowa
City, Iowa.

“Intensive Care Units” Univer-

sity of Colorado Medical Cen-

ter, Denver, Colorado.

“Infectious Disease: Mecha-
nisms and Manifestations,”

University of Maryland School

of Medicine, Baltimore, Md.

THE VIEWING BOX
Medicine's Not So Silent Partner

by the HON. DURWARD G. HALL, M.D.
Congressman, Seventh Missouri Congressional District

Since that crucial vote in the U.S. House
of Representatives on April 8, 1965 when
286 House members defeated 191 opponents

of federal medicine and Medicare started on

its way—our profession has been asked by
the federal government officials to join in

partnership with the federal government,

which is building bridges these days.

Leaders in all branches of Medicine

freely offered their time and experience at-

tending advisory committee meetings held

in Washington, D. C. and Baltimore. Even
some of the most liberal members of the

radio, television, press, and periodical world

who had been chewing on physicians for 20

years commended the professions new atti-

tude of cooperation.

I, for one, urged cooperation then, and I

urge it now, but it’s time to blow the whis-

tle at the fouls being committed by Medi-
cine’s new “partner,” or “intervener,” the

federal government. I know of no other

profession, group or industry, certainly not

labor, not the legal profession, not the

professional chemists, or the professional

engineers, who in spite of their good works
and contributions to society, are the victims

of such malicious invectives and accusa-

tions, as is the medical profession.

Text of a talk given before the annual Con-
ference of Presidents and Other Officers of State

Medical Associations, Atlantic City, N. J., June
17

,
1967 .

The Subtle Hand

In spite of being the only group which is

subject to the draft up to age 35, in spite of

the fact that many physicians give so gener-

ously of their time caring for the indigent,

on unpaid hospital and other medical com-
mittees and boards, in medical missions in

Vietnam and throughout the entire world,

there is a growing long list of current

smears, legal actions, punitive investiga-

tions, and intended regulations, some of

which I will cite, and all of which demon-
strate that with a friendly partner like this,

who needs enemies?

Let me cite a few examples: . . . The
Medicare law’s legislative author, Mr. Mills,

guaranteed on the floor of the House of

Representatives that the Social Security

Administration would not use the new law
to disturb existing patterns of medical prac-

tice. Yet Mr. Ball, the Administrator, now
proposes that hospital-based physicians,

especially the pathologists and radiologists,

become employees of hospitals.

. . . During the testimony before the

House Ways and Means Committee prior to

passage of the legislation HEW officials

vowed they wanted only to cover the 65 and
older members of society, yet in the first

session of Congress following enactment of

the law, coverage of the disabled is request-

ed—irrespective of whether such person is

able to afford his own medical expenses.

. . . Though the law guaranteed two
modes of payment for physicians, i.e., direct

billing using receipted bill, or by the assign-
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ment method, just three weeks ago while

organized labor stumped the nation and

filled the press with charges that organized

Medicine was ruining the program by not

using the assignment route exclusively.

HEW officials, behind closed committee

doors, sought to require a statement by the

physician on his receipted bill that charges

shown were his total charges, thus permit-

ting the federal government to exercise

fixed-fee-control over any physician in the

Medicare program. This isn’t “keeping the

faith, baby,” if you ask me, HEW’s own
testimony shows about half the doctors have

used assignment during the first six months

of the program.

Propaganda at Taxpayer Expense

. . . Disregarding the advice of the medi-

cal profession, our fair-weather partner

sends its emissaries throughout the land, at

the taxpayer’s expense, in support of the

use of “generic-drugs-only” in welfare pro-

grams.

. . . Pro-administration Senators Phillip

Hart and Gaylord Nelson, who possess not a

single hour of medical credit in their educa-

tional background, and whose professional

staff rosters fail to include any medically

trained personnel unless you count hang-

ers-on of the Kefauver inquisition as such,

tell the American people, who have the

finest medical system in the world; that

physicians must:

a. Turn over to the optometrists some ele-

ments of care and treatment of the eye

b. Must relinquish to the druggists the

right to select from their stocks of generic

drugs the drug of the company which offers

to the druggist the highest mark up
c. They would deny physicians the right

to prescribe either a generic or trade name
drug.

. . . Now Webster defines partner as—an
associate; sharer; participant. The federal

government is hardly living up to its role in

this definition when its OEO opens neigh-

borhood clinics in cities where the local

medical society’s notice of the event is seen
for the first time in a copy of the evening
paper of the day of the grand opening.
This has happened in several places—most
recently, in my own state, in Kansas City.

Nor is the government playing the game

when, in its demonstration cities’ legislation

there is provided mortgage guarantees

wherein preference is given to those groups

who offer prepaid care. These usually are

labor organizations’ plans wherein physi-

cians are hired on a salary and their earn-

ings exploited in a way contrary to medical

ethics.

"Profit" Taxes on Revenue

. . . Nor is the federal government a

friendly partner when in return for such

good deeds as the voluntary Vietnam Medic
Program for the civilians of that war torn

country, its Commissioner of Internal Reve-

nue proposed regulations to tax at the rate

of 48 per cent net, advertising revenue of

national and state medical journals and the

journals and magazines of nearly every cul-

tural organization in this country including

the Boy Scouts and the Girl Scouts, the

American Bar Association, the American
Farm Bureau, the U.S. Chamber of Com-
merce, and I could go on naming some 600

educational, scientific, service, and cultural

organizations whose members are from the

professions, business, and labor.

These proposed regulations are based

upon a 1950 (17 year old) law originally en-

acted by Congress to curb the abuse of tax

free universities owning and operating

manufacturing businesses in competition

with tax paying businesses.

Our friendly partner’s IRS has recently

notified the Student American Medical As-

sociation that it is recommending with-

drawal of the Association’s status as a tax

exempt organization. IRS says the group

derives most of its income from advertising

revenues in its magazine, the New Physi-

cian, and from sales of life insurance to its

members.

Though we all know that voluntary com-

munity blood banks are organized “not for

profit,” and reduces costs of medically

needed blood, yet our “friendly” partner’s

FTC claims they are a business, and in in-

terstate commerce, and therefore are sub-

ject to the antitrust laws.

First Step in Harassment

Our friendly partner’s Justice Depart-

ment has filed a civil antitrust suit charging

the College of American Pathologists and
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its members with conspiring to monopolize
the medical laboratory testing industry by
price-fixing and forcing laboratories, owned
by nonmembers, out of business by what it

called “boycotting agreements.” As you
know the College pointed out that the tim-

ing of this action, coming as the inception of

Medicare and immediately following the

AMA Annual Meeting, makes it appear that

this is but the first step in a campaign of

harassment of the entire medical profession

by the government.

There are times when the American
public can hardly escape the conclusion that

the Administration in power is deliberately

out to destroy the good name of the Ameri-

can physician, and to make him a subject of

ridicule and contempt. For those who in

one pious breath attack “McCarthyism”
and in the other breath use such broad

brush methods of innuendo, there is a dou-

ble standard of immense contradictions.

I am still convinced that cooperation is

the best road to travel, but cooperation

which must be in its best and truest and

fullest meaning. It must work both ways,

and those representing quality care of pa-

tients must have the guts to stand for belief

and principle. (Reprinted from the Ohio

State Medical Journal, August, 1967.)

C/test
HOSPITAL

(Formerly Hill Crest Sanitarium)

7000 5TH AVENUE SOUTH
Box 2896, Woodlawn Station

Birmingham, Alabama 35212

Phone: 205 - 836-7201

A patient centered

independent hospital for

intensive treatment of

nervous disorders . .

.

Hill Crest Hospital was estab-

lished in 1925 as Hill Crest

Sanitarium to provide private

psychiatric treatment of nervous

or mental disorders. Individual

patient care has been the theme

during ; ts 42 years of service.

Both male and female patients

are accepted and departmental-

ized care is provided according

to sex and the degree of illness.

In addition to the psychiatric

staff, consultants are available in

all medical specialities.

MEDICAL DIRECTOR:
James A. Becton, M.D., F.A.P.A,

CLINICAL DIRECTORS:
James K. Ward, M.D., F.A.P.A.

Hardin M. Ritchey, M.D., F.A.P.A.

HILL CREST is a member of:

AMERICAN HOSPITAL ASSOCIATION . . .

. . . NATIONAL ASSOCIATION OF PRI-

VATE PSYCHIATRIC HOSPITALS . . .

ALABAMA HOSPITAL ASSOCIATION . . ,

BIRMINGHAM REGIONAL HOSPITAL
COUNCIL.

Hill Crest is fully accredited by the Joint

Commission on Accreditation of Hospitals.

gjiM Ost
HOSPITAL

BIRMINGHAM, ALABAMA
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Nashville Surgical Supply Company

The Physician and Hospitals Complete Supply

& Service Source

Physicians equipment and supplies

Hospital equipment and supplies

Laboratory equipment and supplies

THE MOST COMPLETE DRUG AND BIOLOGICAL

SUPPLY SOURCE IN TENNESSEE

Distributor for Standard and Mattern X-Ray

Equipment and Supplies

24-Hour Emergency Service

Nashville Surgical Supply Co., Incorporated

1911 Church St.

Nashville, Tennessee

Phone AL 5-4601
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...Plus one
You can extend your testing scope by includ-

ing Ictotest® Reagent Tablets, the 30-sec-

ond determination for bilirubinuria—which
can be an early sign of obstruction of the

common bile duct, infectious hepatitis, or

other liver disease. This test is also useful for

detecting liver damage from carbon tetra-

chloride and other halogenated hydrocarbons

used as industrial and household solvents.

Positive findings with the urine-testing team
of Labstix and Ictotest can represent signif-

icant guides to patient management in many
clinical situations. “Negatives” may help rule

out suspected abnormalities over a broad
clinical range and are important

for the patient’s record.

AMES COMPANY
Division Miles Laboratories, Inc.

Elkhart, Indiana 46514

@
Ames

Note: AMERICAN HOSPITAL FORMULARY SERVICE
CATEGORY NUMBER 36:88 *o\n

Invest in the

future health

of the nation

and your profession

V
Give to

medical education
through AMA-ERF

To train the doctors of tomorrow, the

nation’s medical schools must have

your help today. It is a physician’s

unique privilege and responsibility

to replenish his own ranks with men
educated to the highest possible

standards. Medical education needs

your dollars to stay strong.

Send your check today

!

AMERICAN MEDICAL ASSOCIATION

EDUCATION AND
RESEARCH FOUNDATION

535 North Dearborn St., Chicago 10, Illinois

AMA-E Rp
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1967 MEMBERS OF THE TENNESSEE MEDICAL ASSOCIATION
An alphabetical listing of members of The Tennessee

Medical Association by County Medical Society is pub-
lished as a service to the membership. The various

membership categories are listed in the following order:

1. Active (Dues Paying Members)
2. Veterans (Over Age 70)

3. Post Graduate Training
4. Military Service

5. Deceased Members for 1967

ACTIVE

BEDFORD COUNTY
MEDICAL SOCIETY

Shelbyville

W. L. Chambers
Albert L. Cooper
John S. Derryberry
Alfred H. Farrar
Taylor Farrar
Joseph FT. Feldhaus
Sue W. Johnson
Grace E. Moulder
Earl Rich
Aubrey T. Richards
B. Carl Rogers
C. T. Stubblefield
Sara Womack

BENTON-HUMPHREYS
MEDICAL SOCIETY

Camden
W. FT. Blackburn
R. I. Bourne, Jr.

Joe S. Butterworth
John FT. Overall, Jr.

Waverly

FTiram C. Capps
Autry C. Emmert
James J. Lawson
N. De Araujo Lima
Wallace J. McClure
Dorris A. Sanders
Joseph W. Stephens
Arthur W. Walker

BLOUNT COUNTY
MEDICAL SOCIETY

Alcoa

O. K. Agee
J. S. Henderson, Jr.

D. L. LeQuire

Louisville

Beulah Kittrell

Maryville

Billy H. Blanks
John H. Bowen
H. A. Callaway, Jr.

James M. Callaway
J. W. Christofferson
Mary D. Cragan
William C. Crowder
W. W. Crowder
Lynn F. Curtis
William E. Elliott

Ted L. Flickinger
R. H. Haralson, Jr.

James T. Holder
Cecil B. Howard
Homer L. Isbell

Elgin P. Kintner
Sam S. Lambeth
Roy W. Laughmiller
Julian C. Lentz
Robert F. Leyen
Frank S. Lovingood
John F. Manning
Kenneth Marmon
David L. McCroskey
N. A. McKinnon, Jr.
James H. Millard
Luther O. Myers
Robert D. Mynatt
Jack Phelan
James N. Proffitt
Robert D. Proffitt
Bainard P. Ramsey
O. L. Simpson, Jr.
H. T. Vandergriff
Lowell E. Vinsant

BRADLEY COUNTY
MEDICAL SOCIETY

Cleveland

Robert L. Allen
John M. Appling
Marvin R. Batchelor

Chalmer Chastain
Robert H. Cofer
Jack R. Free
William A. Garrott
William G. Hayes
Ivan C. Humphries
Frank K. Jones
Cecil H. Kimball
C. A. Kyle, Jr.

James C. Lowe
Joseph McCoin
Flayes Mitchell
E. Harris Pierce
William Proffitt

John A. Rogness
William R. Smith
W. C. Stanbery
S. J. Sullivan
Claud H. Taylor
James R. Thurman
Madison S. Trewliitt
James R. Van Arsdall
Gilbert A. Varnell

Ducktoivn

William R. Lee

CAMPBELL COUNTY
MEDICAL SOCIETY

Harrogate

George L. Day
Roy C. Ellis

Jellico

Charles A. Prater

LaFollette

J. D. Crutchfield
M. L. Davis
Palestine T. Howard
Paul J. O’Brien
John C. Pryse
Roscoe C. Pryse
L. J. Seargeant
Bui gin H. Wood

New Tazewell

William N. Smith

CHATTANOOGA-
HAMILTON COUNTY
MEDICAL SOCIETY

Chattanooga

Jerome H. Abramson
Chester G. Adams
J. E. Adams, Jr.
John W. Adams, Jr.

J. B. Adams
William P. Aiken
J. T. Albritton
Billy Jason Allen
Charles H. Alper
E. R. Anderson
Harry S. Anderson
J. J. Armstrong
Ira Lee Arnold
Stewart H. Auerbach
A. Merton Baker, Jr.
Robert E. Baldwin
Fred B. Ballard, Jr.
W. A. Banks
Howard B. Barnwell
G. E. Beckmann, Jr.
E. F. Besemann
Samuel S. Binder
W. R. Bishop
R. W. Boatwright
Lonnie Roy Boaz, Jr.
Robert James Boehm
Walter E. Boehm
Harry Vanzandt Bork
William D. Brackett
Frank S. Brannen
R. W. Breytspraak
Neil Charles Brown
R. L. Brown
E. F. Buchner, III
Arch H. Bullard
John Arthur Burke
Thomas L. Buttram
W. R. Buttram, Jr.
E. R. Campbell, Jr.
Don Allen Cannon

G. M. Cannon
Maurice A. Canon
Everett E. Carrier
John Paul Carter
Bennett W. Caughran
Douglas Chamberlain
James S. Cheatham
Edwin F. Chobot, Jr.
C. Robert Clark
R. B. Clark, III

Oscar H. Clements
R. C. Coddington
F. C. Combes
J. H. Corey, Jr.

Dennis Murl Cornett
George Edwin Cox
Thomas Ringo Cox
James Lynn Craig
John M. Crowell
Tolbert C. Crowell
Doyle E. Currey
Joe T. Curry
Thomas H. Curtis
James Wilson Davis
Jimmy B. Davis
Robert C. Demos
O. M. Derryberry
P. L. DeRuiter
Joseph James Dodds
R. B. Donaldson
W. C. Dowell
James Robert Drake
Stanley J. Dressier
P. M. DuVoisin
Albert F. Ebert
Ronald Edward Eith
Bruce A. Elrod
John Thomas Evans
R. E. Eyssen
James R. Fancher
G. W. Farris
R. V. Fletcher

J. M. Foley
Augustus C. Ford
N. G. Forlidas
W. R. Fowler
D. H. Framm
Guy M Francis
John Marsh Frere
A. H. Frye, Jr.
Orville Carlos Gass
Donald Baker Gibson
George Clive Gibson
Robert H. Giles, Jr.
Edwin Wayne Gilley
David Hyde Glenn
Frank B. Graham, III

Joseph W. Graves
William R. Green
B. F. Grotts
T. A. Grubbs, Jr.
Francis R. Hackney
R. B. Hagood, Jr.
David Parks Hall
Dorothy V. Hammett
John C. Hampton
Herschel B. Harris
Elliott F. Harrison
Carl A. Hartung
Charles W. Hawkins
James Martin Hays
James R. Headrick
James W. Hedden
R. S. Hellmann
H. B. Henning
John William Henry
Warren B. Henry
G. K. Henshall, Jr.
Keith HesLer
Homer David Hickey
J. M. Higgason
J. M. Higginbotham
Jesse Frank Hobbs
R. G. Hofmeister
P. B. Holliday, Jr.
Benton B. Holt, Jr.
Charles M. Hooper
R. A. Hoppe
Donald Ross Hornsby
John O. House
W. P. Hutcherson
D. Isbell

Dewitt B. James
E. G. Johnson
J. Paul Johnson, Jr.
James Paul Johnson
J. W. Johnson, Jr.

Gerald Isom Jones
Harry E. Jones
David Bernard Karr
G. D. Kennedy
J. J. Killeffer

Cl. W. Kimsey
Warren H. Kimsey
Clyde Roy Kirk
Durwood L. Kirk
G. H. Kistler
D. K. Kitchen
R. M. Landry
F. D. Lansford, Jr.

L. H. Lassiter

J. V. Lavecchia, Jr.

Stewart Law will, Jr.

Willis Edward Lemon
E. C. Lineberger
P. H. Livingston
Ira Morris Long
Robert E. Mabe
W. B. MacGuire, Jr.

1). V. MacNaughton,
Jr.

Tim Joseph Manson
S. S. Marchbanks
C. B. Marsh
Frederick E. Marsh
James F. Martin
Cooper H. McCall
David P. McCallie
Augustus McCravey
Martha W. McDonald
Preston C. McDow
George R. McElroy
Edel F. McIntosh
James E. McKinney
H. C. Miles
Robert T. Miller
George A. Mitchell
Thomas C. Monroe
T. F. Mullady, III

Ray B. Murphey, Jr.

Oscar Beryl Murray
R. Smith Murray
R. W. Myers
Fujie Nakamura
Marvin Myer Nathan
Merrill F. Nelson
Cecil E. Newell
E. T. Newell, Jr.

Robert L. Nichols
Paul V. Nolan
N. B. Norris, Jr.

Frank Bernard Olsen
Robert N. Osmundsen
W. C. Pallas
Robert L. Patterson
Ernest White Patton
Martin Allen Perez
Millard Foy Perrin
W. A. Peterson, Jr.

Wesley Petty
W. H. Price
M. C. Pruitt
Walter Puckett, III

Jesse O. Quillian
Joe Anne Quillian
Maurice S. Rawlings
Charles Jackson Ray
C. W. Reavis
W. D. L. Record
E. E. Reisman, Jr.

J. E. Ryenolds
J. R. Reynolds
Albert Dee Roberts
G. M. Roberts, Jr.

Robert C. Robertson
A. P. Rogers
William Edward Rowe
James R. Royal
Don Jere Russell
Benjamin G. Santos
H. A. Schwartz
Edgar L. Scott, Jr.
Clarence Shaw
George W. Shelton
W. J. Sheridan
Edwin H. Shuck, Jr.
Vivion F. Shull
Harold G. Sibold
George Lete Sivils

F. J. Smiley
M. J. Smith, Jr.

S. P. Smith
P. C. Sottong
R. T. Spalding

James H. Spaulding
Eleanor Stafford
R. F. Stappenbeck
Harold Jones Starr
W. H. Steele, Jr.
W. A. Stem
W. G. Stephenson
Joseph H. Stickley
Harry Alfred Stone
W. H. Stoneburner
J. E. Strickland, Jr.
Mary E. Stroud
C. L. Suggs, Jr.
Nat H. Swann, Jr.
Charles Ray Swift
George N. Taylor
Bernard Tepper
Jack Tepper
M. O. Tepper
Guy K. Terrell
Charles R. Thomas
Paul C. Thompson
Robert C. Thompson
D. H. Turner
A. Steven Ulin
Louis Ulin
M. R. Vance
W. E. VanOrder
Roger Gordon Vieth
Gus John Vlasis
M. Von Werssowetz
O. F. Von Werssowetz
Harry Lee Walton
Albert Neal Ward
R. A. Waters
W. Weathers, Jr.
L. S. Whitaker, Jr.

J. L. Williams, jr.

Julian Macow Yood
George G. Young
L. F. Young
M. M. Young
Guy Zimmerman, Jr.
Joseph I. Zuckerman

Copperhill

Herschel H. Hyatt
J. T. Layne

Daisy

James P. Wallace

Dayton

Ernest A. Forsten
L. F. Littell, Jr.

James Jacob Rodgers
W. A. Thomison

Dunlap
Leslie David Ekvall
Charles G. Graves

Hixson

Paul Edison Hawkins
Robert J. Pitner

Jasper

James G. McMillan

Lookout Mountain

James L. Caldwell
Thomas Sparrow Long

Pikeville

Thomas G. Cranwell
Rufus S. Morgan

Rossville, Georgia

W. D. Crawley
James C. Wright

Signal Mountain

E. B. Brandy
M. F. Langston
T. H. Rybachok
A. Y. Smith, III

Soddy

A. Hallett-Sylvester

South Pittsburg

Horace Levoy Elmore
J. B. Havron
William L. Headrick

Hiram Benne Moore
W. N. Richardson
E. M. R\an
Vision Taylor, Jr.

Spring City

K. N. Gould

Whitwell

Cleo Chastain
W. G. Shull

COCKE COUNTY
MEDICAL SOCIETY

Newport
Robert R. Plenderson
Drew A. Mims
William B. Robinson
Glenn Shults
F. M. Valentine, Jr.
F. M. Valentine, Sr.

COFFEE COUNTY
MEDICAL SOCIETY

Manchester

William D. Calhoun
C, H. Farrar
Howard Farrar
John A. Shields
Coulter S. Young

Tullahoma

Ralph Brickell
Jack T. Farrar
Marvin C. Fraley
Bruce E. Galbraith
Edwin E. Gray
C. B. Harvey
Lloyd Hollister
James M. King
Charles W. Marsh
Earl E. Roles
Claude C. Snoddy
Charles H. Webb

CONSOLIDATED
MEDICAL ASSEMBLY

Adamsville

Harold W. Vinson

Alamo

J. H. Donnell

Bells

Charles Hickman
Russell W. Mayfield

Bemis

A. N. Williams, Jr.

Bolivar

Harvey H. Barham
Douglas L. Brint
Charles L. Frost
William E. Lawrence
Bedford F. McAnulty

Brownsville

Harold L. Gilliand
David E. Stewart

J. C.. Thornton, Jr.

J. K. Welch, Jr.

Camden
Alvin T. Hicks
Robert L. Horton

Henderson

Darrell King
Oscar M. McCallum
R. L. Wilson

Humboldt
Harold G. Barker
T. M. Crenshaw
Billy L. Couch
Charles W. Davis
Albert H. Fick
Danny J. Riddick
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William H. Roberts
James D. Rozzell
George E. Spangler

Huntington

Jerry F. Atkins
Robert B. Wilson

Jackson

C. V. Alexander, Jr.
Thomas K. Ballard
Robert J. Barnett
G. H. Berryhill
Jack H. Booth
William H. Brooks
Swan Burris, Jr.
Swan Burris, Sr.

J. H. Chandler
Edward F. Crocker
William G. Crook
George D. Dodson
Jack E. Douglass
R. A. Douglass, Jr.
Clarence Driver
Blanche S. Emerson
Blair D. Erb
James R. French
Fred Friedman
Oliver H. Graves
Walton W. Harrison
George Harvey
G. E. Hazelhurst, Jr.
Bobby Higgs
Robert S. Hill
Ben F. House
G. B. Hubbard
Leland M. Johnston
Chester Jones
G. Frank Jones
Duval H. Koonce
James D. Lane
J. A. Langdon, Jr.
Edwin M. Levy
Donald R. Lewis
Robert B. Mandle
William C. McAfee
Harold T. Mclver
A. L. Middleton
Jesse Miller, Jr.

Henry N. Moore
Alfred J. Mueller
Lamb B. Myhr
Roy M. Neudecker
George Pakis, Jr.
L. G. Pascal, Jr.

James A. Phillips

John G. Riddler
Lee Rogers
Robert J. Smith
Charles Stauffer
H. M. Steadman
James L. Thomas
J. R. Thompson, Jr.

S. A. Truex, Jr.

R. T. Tucker, Jr.

F. E. Williamson, Jr.

George Wyatt
Paul E. Wylie
Harold R. Yarbro

Kenton

A. H. Gray

Lexington

Robert M. Conger
Cornelia J. Huntsman
Wesley F. Jones
Maurice N. Lowry
Warren C. Ramer
Jack C. Stripling
Charles W. White

Maury City

C. L. Durham

McKenzie

James Holmes, Jr.

James T. Holmes
James H. Robertson
S. S. Walker, Jr.

Medina

Robert H. Morris

Milam
Hubert P. Clemmer
James O. Fields
F. L. Keil
James H. Williams
Phillip G. Williams

Parsons

H. L. Conger

Saltillo

Howard W. Thomas

Savannah

H. D. Blankenship
Reece DeBerry
John D. Lay
Thomas V. Roe
Howard Whitaker, Jr.
Thomas R. Williams

Selmer

T. N. Humphrey
Harry Peeler
William M. Phillips
James H. Smith
Montie E. Smith, Jr.

Somerville

J. L. Armstrong
John M. Bishop
Frank S. McKnight
L. H. Plemmons
Karl Byington Rhea
Lee Rush, Jr.

Trenton

Edward C. Barker
Eugene C. Crafton, Jr.

John Wesley Ellis

James W. Hall
C. L. Holmes
J. L. Williams

Whiteville

Aubrey Richards

CUMBERLAND COUNTY
MEDICAL SOCIETY

Crossville

James T. Callis

J. T. Campbell, Jr.
R. E. Cravens
Carl T. Duer
Paul A. Ervin, Jr.
William E. Evans
Harvey H. Grime
Donathan R. Ivey
H. F. Lawson
Robert M. Metcalfe
Stuart P. Seaton
Ramon S. Vinas

Pleasant Hill

Margaret K. Stewart

DAVIDSON COUNTY
MEDICAL SOCIETY

Donelson

E. E. Anderson
Luther A. Beazley
Roy C. Ezell
Robert B. Gaston
C. H. Huddleston
Luther E. Smith
W. B. Wadlington

Goodlettsville

Lee F. Kramer

Hendersonville

Charles M. Cowden
Jerry Hunt
John Wesley Osborne
Robert D. Pilkinton

Madison

David L. Beaver
Charles B. Beck
L. Dale Beck
James E. Burnes
William J. Card
Sam W. Carney, Jr.
Frederec B. Cothren
Michael David Davis
Hillis F. Evans
George B. Hagan
James M. High
William H. Hill
Cyrus E. Kendall
Vern C. Manzano
H. T. McCall
J. C. Pennington, Jr.
R. L. Pettus, Jr.
Fred W. Ryden
Joseph W. Scobey
Howard C. Seely
Joe Sutherland
Jack Swan
Richard P. Taber
Harry Witztum

Murfreesboro

Jacob N. Fidelholtz

Nashville

Crawford Adams
Robert W. Adams, Jr.
Benton Adkins
I. A. Alcantara
William C. Alford
J. H. Allen, Jr.
Clyde Alley, Jr.
Joe Gary Allison
Ben J. Alper
Arthur R. Anderson
Edwin B. Anderson
H. R. Anderson
J. E. Anderson, Jr.

J. S. Anderson, Jr.
Robert S. Anderson
William C. Anderson
Larry T. Arnold
Daniel Baccus
Harry Baer
J. Mansfield Bailey
Thurman Dee Baker
Sidney W. Ballard
Preston Hite Bandy
Edward H. Barksdale
Paul Harold Barnett
Allan D. Bass
Jack M. Batson
Randolph Batson
D. Scott Bayer
Eric Bell, Jr.
Lynch D. Bennett
George N. Benson
Edmund W. Benz
Stanley Bernard
Geoffrey Berry
John H. Beveridge
Otto Billig
F. T. Billings, Jr.
George T. Binkley
R. T. Birmingham
E. L. Bishop, Jr.
Lindsay K. Bishop
Joseph M. Bistowish
James B. Boddie
Robert L. Bomar, Jr.
Arthur G. Bond
John Benjamin Bond
G. W. Bounds, Jr.
Louis A. Bowick, Jr.
John M. Boylin
Henry B. Brackin, Sr.
H. B. Brackin, Jr.
Cloyce F. Bradley
G. Hearn Bradley
James M. Brakefield
T. E. Brittingham
Stanley K. Brockman
Arthur L. Brooks
Dorothy L. Brown
James H. Brown
E. W. Browne, Jr.
Harry Gray Browne
J. Thomas Bryan
R. N. Buchanan, Jr.
John C. Burch
Joseph G. Burd
Henry Burko
George R. Burrus
Roger B. Burrus
B. F. Byrd, Jr.
B. H. Caldwell
William L. Caldwell
James J. Callaway
Calvin L. Calhoun
Richard O. Cannon
Joe Melville Capps
George K. Carpenter
G. K. Carpenter, Jr.
Oscar W. Carter
Anthony D. Casparis
Norman M. Cassell
Lee F. Cayce
Robert L. Clialfant
Eric M. Cliazen
Abraham Pacha Cheij
Amos Christie
William M. Clark
Jeannine A. Classen
Kenneth L. Classen
Everett M. Clayton
Cully A. Cobb
Robert T. Cochran
John H. Coles, III
Harold A. Collins
John Richard Collins
George Edward Cooke
Charles Corbin, Jr.
Orrie A. Couch, Jr.
Frederic E. Cowden
George Boyd Crafton
James H. Crecraft
Jerrall P. Crook
R. R. Crowe

E. Perry Crump
W. Andrew Dale
Rollin A. Daniel, Jr.
William J. Darby
Philip V. Daugherty
George William Davis
Thos. C. Delvaux, Jr.
Wm. A. Demonbreun
H. C. Dennison, Jr.
Joseph C. Denniston
Walter L. Diveley
William M. Doak
William D. Donald
Earl D. Dorris
Robert Thomas Doster
Fred M. Downey, Jr.
L. Rowe Driver
Ray L. Dubuisson
Price H. Duff
George E. Duncan
Herbert Duncan
Thomas Ray Duncan
William H. Edwards
Lloyd C. Elam
Paul D. Elcan
James H. Elliott

P. C. Elliott

James W. Ellis

Irwin B. Eskind
Harry M. Estes
E. William Ewers
Don L. Eyler
William T. Farrar
J. L. Farringer, Jr.
William B. Farris
W. H. Faulk, Jr.

Ray O. Fessey
John P. Fields
Robert M. Finks
Benjamin Fisher
James H. Fleming, Jr.
Ross Fleming, Jr.

John M. Flexner
Howard R. Foreman
Garth E. Fort
John H. Foster
S. Benjamin Fowler
Richard France
Horace Merion Frazier
John W. Frazier, Jr.
Thomas Friddell
Thomas F. Frist

Tames L. Fuqua
R. K. Galloway
Charles K. Gardner
James C. Gardner
Sam Young Garrett
C. N. Gessler
Charles M. Gill

John P. Glover, Jr.

John R. Glover
Fred Goldner, Jr.

James E. Goldsberry
Donald A. Goss
David K. Gotwald
Louis S. Graham, Jr.

Burton Paine Grant
H. A. G raves, Jr.
Paul A. Green, Jr.

Ralph Greenbaum
Clifton E. Greer, Jr.

Newton B. Griffin
John W. Griffith, Jr.

Robert J. Griffon
John H. Griscom
Thomas Grizzard
Laurence Grossman
Milton Grossman
W. E. Gupton, Jr.
Arnold Haber, jr.

David W. Hailey
Charles E. Haines
Wallace H. Hall, Jr.

Thomas B. Haltom
C. M. Hamilton
J. R. Hamilton
William M. Hamilton
Roy G. Hammonds
Axel Carl Hansen
Robert A. Hardin
Jackson Harris
Robert C. Hartmann
Aubrey B. Harwell
James S. Hastie
James T. Hayes
James William Hays
J. H. L. Heintzelman
James B. Helme
J. L. Herrington, Jr.

John G. Herzfelt
Robert M. Heyssel
B. K. Hibbett, III

Elmore Hill
Irving R. Hillard
John William Hillman
Charles S. Hirshberg
Charlie Joe Hobdy
G. W. Holcomb, Jr.

Fowler Hollabaugh
John D. Hopkins, Jr.
Wilder W. Hubbard
James M. Hudgins
Granville W. Hudson
Jerry K. Humphreys
Joseph E. Hurt
Janet K. Hutcheson
R. H. Hutcheson, Jr
Vernon Hutton, Jr.
Maurice Hyman
M. D. Ingram, Jr.
A. P. Isenhour, Jr.
Joseph M. Ivie
j. Kenneth Jacobs
D. J. Johns
Alfonso P. Johnson
Ira T. Johnson
James W. Johnson
Marshall Johnson
C. R. Johnston
E. Palmer Jones
Frank E. Jones
John R. Jones
Orrin L. Jones, Jr.
William R. Jones
Thomas M. Jordan
Rudolph H. Kamp-

meier
Herman J. Kaplan
Alvin E. Keller

J. Allen Kennedy
W. G. Kennon, Jr.
Robert G. Kiger
Jack P. Kinnard
Lowry Dale Kirby
Carl T. Kirchmaier
J. A. Kirtley, Jr.
Eugene Klatte
Ralph R. Kling, Jr.
0. Morse Kochtitzky
Leonard J. Koenig
Kent Kyger
Charles J. Ladd
Roland D. Lamb
Lawrence P. Laughlin
Horace T. Lately, Jr.
David Hillis Law
G. Allen Lawrence
Albert R. Lawson
James P. Lester
Malcolm R. Lewis
Grant W. Liddle
Richard C. Light
Rudolph Alvin Light
Joanne Lovell Linn
Robert Joseph Linn
A. B. Lipscomb
E. E. Litkenhous, Jr.
Joseph A. Little
T. C. Littlejohn
James P. Loden
Jackson P. Lowe
S. L. Lowenstein
Frank H. Luton
Philip L. Lyle
Charles W. MacMillan
Robert D. MacMillan
Robert H. Magruder
Guy M. Maness
Edward H. Martin
Travis H. Martin
Ralph W. Massie
Billy Joe Matter
J. Andrew Mayer
Ben R. Mayes
Curtis P. McCammon
G. Sydney McClellan
Robert E. McClellan
C. C. McClure, Jr.
Robert L. McCracken
Alexander McLeod
M. Charles McMurray
Barton McSwain
William F. Meacham
Arnold M. Meirowsky
Richard A. Meland
Andrew H. Miller
Cleo M. Miller
Joe Morris Miller
John Maurice Miller
Lloyd C. Miller
James Brown Millis
Lee R. Minton
Carl E. Mitchell
Edwin H. Mitchell
Thomas F. Mogan
Roy W. Money
Harry T. Moore, Jr.

N. B. Morris
P. G. Morrissey, Jr.

Max K. Moulder
1. Armistead Nelson
Dewey G. Nemec
Tom E. Nesbitt
Elliott Voss Newman
Oscar F. Noel

Margaret S. Norris
William T. Nunes
John R. Olson
Stanley W. Olson
William Fred Orr
James C. Overall
Robert C. Owen
Richard P. Ownbey
Fred Dillard Ownby
Homer M. Pace, Jr.
Harry Lee Page, Jr.
T. F. Paine, Jr.
Roy W. Parker
T. F. Parrish
Bernard J. Pass
Robert C. Patterson
C. G. Peerman, Jr.
Edna S. Pennington
T. C. Pennington
George Louis Perler
Frank A. Perry
Michael A. Petrone
William A. Pettit

J. M. Phythyon
D. R. Pickens, Jr.
Charles B. Pittinger
Phillip P. Porch, Jr.
Thomas E. Potts
Robert William Quinn
James S. Read
Robert M. Reed
Eugene M. Regen
Eugene M. Regen, Jr.
Sidney C. Reichman
Roy J. Renfro
Vernon H. Reynolds
Robert K. Rhamy
Lenore De Sa Ribeiro
John R. Rice
James P. Richards
Greer Ricketson
Douglas H. Riddell
Elkin L. Rippy
Samuel S. Riven
Joseph D. Robertson
bavid E. Rogers
Daniel Thomas Rolfe
Marvin J. Rosenblum
Sol A. Rosenblum
Louis Rosenfeld
Peirce M. Ross
Fred A. Rowe, Jr.
Robert Monroe Roy
Robert N. Sadler
Louis Sampson
Dan S. Sanders
Paula F. Sandidge
Houston Sarratt
Elwyn A. Saunders
John L. Sawyers
Julia E. Sawyers
j. H. Sayers, Jr.

C. D. Scheibert
Stephen Schillig

Tack Carlyle Schmitt
Lawrence G. Schull
Herbert Schulman
H. William Scott, Jr.
Addison B. Scoville

C. Gordon R. Sell

Sarah W. Sell

S. A. Shaffer
John L. Shapiro
Ben A. Shelton
W. F. Sheridan, Jr.
Abram C, Shmerling
Harrison J. Shull
William H. Siddon
Burton Silbert

Thomas E. Simpkins
T. E. Simpkins, Jr.

William T. Slonecker
Charles B. Smith
Daugh W. Smith
Henry Carroll Smith
John Randall Smith
Marion L. Smith
John Solomon
Harvey Spark
W. A. Spickard
Bertram E. Sprofkin
Daphine Sprouse
Richard L. Steele

S. E. Stephenson, Jr.

Joseph Steranka
Frank W. Stevens
High L. C. Stevens
Lee William Stewart
W. R. C. Stewart
William S. Stoney
Joe M. Strayhorn
W. D. Strayhorn
W. D. Strayhorn, III

Wilborn D. Strode
Paul R. Stumb
W. D. Sumpter, Jr.

A. J. Sutherland, Jr.

John M. Tanner
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G. J. Tarleton, Jr.

Edward L. Tarpley
Pauline Tenzel
R. T. Terry
A. B. Thack. Jr.

Clarence S. Thomas
Emil Dewey Thomas
James N. Thomasson
John B. Thomison
Charles B. Thorne
Spencer Thornton
Willard O. Tirrill

W. O. Tirrill, III

Kirland W. Todd, Jr.

Robert H. Tosh
C. C. Trabue. IV
William H. Tragle
Carr A. Treherne
L. E. Traughber, Jr.
Cecil B. Tucker
John M. Tudor
Dorothy J. Turner
W. O. Vaughan
Vernon A. Vix
Joseph William Wahl
Ethel Walker
Matthew Walker
John M. Wampler
James W. Ward
Paul H. Ward
Russell D. Ward
Thomas F. Warder
John S. Warner
Thomas S. Weaver
Ben H. Webster
Joseph Weinreb
Bernard M. Weinstein
Arville V. Wheeler
Frank E. Whitacre
Joe T. Whitfield
E. E. Wilkinson
Edwin L. Williams
W. C. Williams, Jr.

John Aaron Wilson
Nat T. Winston
Frank G. Witherspoon
Norman E. Witthauer
Frank C. Womack
Clarence C. Woodcock
M. C. Woodfin
John R. Woods
John K. Wright
Samuel S. Wright
John Lanier Wyatt
T. B. Zerfoss, Jr.

Old Hickory

Alvin Hawkins
James K. Lawrence
Robert P. Miller
Henry D. Murray
Howard C. Pomeroy
Edward Bullock Rhea
Wendell W. Wilson

Smyrna

Socrates Pinto

DICKSON COUNTY
MEDICAL SOCIETY

Charlotte

Mary Baxter Cook
James C. Elliott, Jr.

Dickson

lames T. Allen
Walter A. Bell, Jr.
William A. Crosby
Shannon R. Curtis
James T. Jackson
L. C. Jackson
L. R. Jackson
William M. Jackson
Jack S. Raley
Ewing W. McPherson

FENTRESS COUNTY
MEDICAL SOCIETY

Clarkrange

Shelby O. Turner

Jamestown
B. Fred Allred
Guy C. Pinckley
Jack Smith

FRANKLIN COUNTY
MEDICAL SOCIETY

Deckerd

Dewey W. Hood

Sewanee

Ruth A. Cameron
Charles B. Keppler

Henry Kirby-Smith
Joe L. Parsons, Jr.

Winchester

Jo C. Anderton
Reynolds Fite
Gerald E. Johnson
George L. Smith
J. Van Blaricum

GILES COUNTY
MEDICAL SOCIETY

Lawrenceburg

William H. Murrey

Pulaski

Robert B. Agee
Ronald R. Dinella
K. M. Kressenberg
William K. Owen
John U. Speer
David M. Spotwood

GREENE COUNTY
MEDICAL SOCIETY

Greeneville

V. R. Bottomley
Robert G. Brown
Robert S. Cowles, Jr.
Luke L. Ellenburg
Haskell W. Fox
Rae B. Gibson
Hal H. Henard
N. P. Horner
C. D. Huffman
A. K. Husband
Ben J. Keebler
C. B. Laughlin
Haskell B. McCollum
James R. McKinney
David O. Patterson
Calvin R. Reviere
Kenneth Susong
W. C. Thacker

Mosheim
Dale Brown
Graydon Evans

HAMBLEN COUNTY
MEDICAL SOCIETY

Dandridge

O. L. Merritt

Flag Pond
Josiah B. Sams

Jefferson City

David C. Cawood
John W. Ellis, Jr.
Samuel C. Fain
Jessie Eugene Howard
Frank L. Milligan
Estle P. Muncy

Morristown

W. K. Alexander
L. R. Barclay
Mack J. Bellaire
H. T. Brock
J. D. Caldwell
Kemp Davis
Donald Ray Dees
Clarence J. Duby, Jr.
W. J. Gutch
Crampton H. Helms
John H. Kinser
F. J. Little, Jr.
Everette G. Lynch
Robert L. Mueller
John L. Pearce
O. C. Renner, Jr.
James W. Richardson
Charles S. Scott
Powell M. Trusler

Rutledge

Leander C. Bryan
Tenny J. Hill

Whitepine

Erman Dale Allen
Eugene R. Baker

HAWKINS COUNTY
MEDICAL SOCIETY

Edison

John M. Pearson

Rogersville

William E. Gibbons
William H. Lyons

HENRY COUNTY
MEDICAL SOCIETY

Paris

A. C. Dunlap
R. G. Fish
W. P. Griffey, Jr.

John Joel Harris
I. W. Howell
I. H. Jones
Barry P. McIntosh
Thos. McSwain Minor
E. P. Mobley, Jr.

J. D. Mobley
John E. Neumann, Sr.

William Rhea, Sr.

William G. Rhea, Jr.
Kenneth G. Ross
J. Ray Smith
T. C. Wood

HICKMAN-PERRY
MEDICAL SOCIETY

Centerville

Parker D. Elrod
T. James Humphreys
Arthur Lloyd Jones

Hohenwald
Edgar D. Akin
Bobby J. Smith

Lexington

Max Aldon Crocker

Linden

Bertie L. Holladay
Gordon H. Turner, Jr

Parsons

Robert M. Fisher
Paul F. Teague

JACKSON COUNTY
MEDICAL SOCIETY

Gainesboro

J. D. Crabtree
Elijah M. Dudney
Jack S. Johnson

KNOX COUNTY
MEDICAL SOCIETY

Concord

Malcolm F. Cobb
R. H. Duncan, Jr.

Copperhill

W. C. Zachary, Jr.

Corryton

A. D. Simmons

Halls

George Fillmore

Knoxville

Eugene Abercrombi
L. Alton Absher
James J. Acker
Joseph E. Acker, Jr.
Tea Edw'ard Acuff
William J. Acuff
Robert L. Akin
Edmund B. Andrews
Charles M. Armstrong
John W. Avera
Anne B. Avery
Martin R. Baker
O. E. Ballou
Floyd N. Bankston
Walter C. Beahm
Daniel F. Beals
Joe D. Beals
John H. Bell
Spencer York Bell
Walter Benedict
James C. Benton
Bruce Bellomv
Charles W. Black
Joe W. Black, Jr.
H. A. Blake
Wade H. Boswell
H. O. Bourkard, Jr.
Jacob T. Bradsher
Richard F. Brailey

Robert G. Brashear
Robert J. Brimi
Clayton M. Brodine
Robert T. Brooks
Fred F. Brown
Horace E. Brown
Raymond C. Bunn
Edward Buonocore
J. A. Burdette
John H. Burkhart
William G. Byrd
J. Ed. Campbell, Jr.
John W. Campbell
Clyde L. Capps
P. H. Cardwell
C. Sanford Carlson
Kenneth B. Carpenter
Lloyd G. Caylor
Jack Chesney
L. Warren Chesney
H. E. Christenberry,

Jr-

K. W. Christenberry
Henry Christian
C. L. Chumley
William E. Clark
Edward S. Clayton
H. G. Coker
I. Reid Collmann
Edward D. Conner
David A. Corey
Dennis Coughlin, Jr.
M. L. Courtney
James B. Cox
John J. Craven
Miles S. Crowder
Joe C. Crumley
J. P. Cullum
C. Harwell Dabbs
Elvyn V. Davidson
Daniel Davis
Lloyd C. Davis
Martin Davis
Oliver Delozier
Ray V. DePue, Jr.

W. A. DeSautelle
Albert W. Diddle
Sheldon E. Domm
I.arry Dorsey
John H. Dougherty
Robert E. Dougherty
James E. Downs
Thomas B. Drinnen
Mary Brock Duffy
James B. Dukes
C. R. Earnest, Jr.

E. M. Edington
James B. Ely
Richard J. Erickson
John Harold Evans
Frank A. Faulkner
Mark P. Fecher
George H. Finer
William P. Flowers
J. Marsh Frere
Fred M. Furr
William F. Gallivan
Frank B. Galyon
J. C. Gambill
Joseph I. Garcia
William H. Gardner
George L. Gee, Jr.
Garrison Geller
Robert H. Gentry
C. F. George
J. Vivian Gibbs
Robert B. Gilbertson
Richard A. Gillespie
Abner M. Glover, Jr.
B. D. Goodge
James R. Guyton, Jr.
T. F. Haase, Jr.
Walter S. E. Hardy
Robert W. Harris
David N. Hawkins
T. J. T. Hayes, Jr.

M. Lou Hefley
George G. Henson
Zelma L. Herndon
James H. Hickman, Jr
Howard K. Hicks
Hubert C. Hill
Oliver W. Hill
Victor Hill
R. L. Hobart, Jr.
David F. Hoey
Leon C. Hoskins
G. Turner Howard
John W. Howe
Fred E. Hufstedler
Perry M. Huggin
Charles C. Hutson
E. C. Idol
Clifton E. Irwin
A. L. Jenkins
Harry H. Jenkins

J. R. Johnson
Joe Breese Johnson

Francis S. Jones
Paul L. Jourdan
Margaret E. Joyce
George M. Katibah
Anthony A. Kattine
William M. Keeling
A. Pat Kelly
H. M. Kelso
A. Glenn Kennedy
John O. Kennedy
John E. Kesterson
Stacy H. Kinlaw
Victor H. Klein, Jr.
Lamar L. Knight
Willis F. Kraemer
William G. Laing
A. H. Lancaster
Robert F. Lash
William M. Law
F. K. Lawson
Robert P. Layman
Walter J. Lee
R. J. Leffler
John H. Lesher
Robert A. Lewis
Felix G. Line
Thomas L. Lomasney
Frank London
Henry H. Long
Joe L. Luna
J. R. Maddox, Jr.
Gershom Mailman
Margaret Maynard
Bruce R. McC-ampbell
William J. McCoy
William E. McGhee
Carroll W. McGinnis
J. S. McMurry
Robert W. Meadows
Edwin E. Miller
William O. Miller
Foy B. Mitchell
Jack Murphy Mobley
John D. Moore
John D. Moore, Jr.

Joseph B. Moon
Travis E. Morgan
Robert W. Morris, Jr.

James E. Mosely
George Murray
William S. Muse
James D. Myers
Cecil F. Mynatt
J. B. Naive
Carl A. Nelson, Jr.

John R. Nelson, Jr.

William A. Nelson
H. L. Neuenschwandei
Robert W. Newman
Park Niceley
Hazel Marie Nichols
George T. Novinger
Elvin B. Noxon
Richard A. Obenour
Kenneth A. O’Connor
Harry K. Ogden
Homer C. Ogle
B. M. Overholt
Turan Ozdil
R. W. Patterson, Jr.

R. F. Patterson, Jr.

William L. Patterson
F. H. Payne
C. G. Peagler
Jarrel Penn
H. Dewey Peters
Ira S. Pierce
Cecil E. Pitard
William F. Powell
Bruce R. Powers
Wilson W. Powers
H. Hammond Pride
T. C. Prince, Jr.

James C. Prose
John A. Range
Joe L. Raulston
Freeman L. Rawson
W. Gilmer Reed
William H. Reeder
Paul D. Richards
N. G. Riggins
John C. Rochester
Frank T. Rogers
William K. Rogers
Burton M. Rudolph
Kenneth B. Rule
John H. Saffold
Karl T. Sammons
Richard C. Sexton
Digby G. Seymour
Alex B. Shipley
Elton E. Shouse
E. Charles Sienknecht
Frank J. Slemons
Charles C. Smeltzer

E. B. Smith

J. Gordon Smith
Joe T. Smith

Vernon I. Smith
W. Eidson Smith
James L. Southworth
Thomas F. Stevens
J. Hooper Stiles

J. M. Stockman
William K. Swann
Edward L. Tauxe
Dale A. Teague
Philip C. Thomas
William M. Tipton
Lucian W. Trent
George M. Trotter
James E. Turner
M. Frank Turney
Thomas D. Vance
Howard Vesser
Norma B. Walker
Calvin R. Wallace
Sidney L. Wallace
Donald E. Wallis
Clifford L. Walton
R. G. Waterhouse
David H. Waterman
James H. Waters
David T. Watson
Glenn F. Watts
Alvin J. Weber
Roy A. Wedekind
Arthur W. Welling
Fred West
Herbert F. White
Roger E. White
Richard L. Whittaker
John W. Whittington
Robert B. Whittle
Richter H. Wiggall
Lee L. Williams
M. L. Williams
G. A. Williamson, Jr.
Perry J. Williamson
Leon J. Willien
Richard B. Willinghan
Stephen G. Wilson, Jr.
John H. Wolaver
George H. Wood
R. B. Wood
James P. Worden
O. H. Yarberry, Jr.
Vernon H. Young
Vincent T. Young
Eugene G. Zachary
Charles R. Zirkle
George A. Zirkle, Jr.

Lake City

John S. Burrell
Curtis C. Sexton

Lenoir City

Harold D. Freedman
Walter C. Shea, Jr.
R. V. Taylor

Loudon
Corrie Blair
Samuel A. Harrison
W. B. Harrison
William T. McPeake
J. R. Watkins

Mascot

John C. Adler

Maynardville

John A. Marsee

New Tazewell

Jean C. Tarwater

Oak Ridge

Frederick W. Carr
Seaton Garrett
Ralph G. Nichols
Elsie V. Tompkinson

Powell

Cecil E. Russell, Jr.

Seymour

James B. Bell

Strawberry Plains

Robert W. Creech
Ronald M. Webster

Tazewell

Fred W. Reed

I'onore

Troy Bagwell

LAWRENCE COUNTY
MEDICAL SOCIETY

Lawrenceburg

Virgil H. Crowder
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AV. O. Crowder, Jr.
Boyd P. Davidson
Norman L. Henderson
James C. Hudgins, Jr.
Laurence B. Molloy
Villard Parrish
Walter S. Sutherland
Carson E. Taylor

Loretto

Ray E. Methvin
M. H. Weathers, Jr.

Waynesboro

A. K. Ghosh
Dexter Woods, Sr.

LINCOLN COUNTY
MEDICAL SOCIETY

Ardmore
Clyde B. Marshall

Fayetteville

Edwin E. Blalack
Ann U. Bolner
L. M. Donalson
Wm. D. Jones
Ben H. Marshall
Robert E. McCowan
J .V. McRady
T. A. Patrick, Jr.
C. Doyne Toone
Paul E. Whittemore
William Young

Huntland
L. J. Stubblefield

Lynchburg

F. Harlan Booher

MACON COUNTY
MEDICAL SOCIETY

Lafayette

Charles Chitwood, Jr.
Jack Clark
E. M. Froedge
M. E. Painter

MARSHALL COUNTY
MEDICAL SOCIETY

Lewisburg

Kenneth P. Brown, Jr.
Kenneth Brown, III
Hoyt C. Harris
J. C. Leonard
H. A. Morgan, Jr.
K. J. Phelps
Wm. Saxon Poarch
J. R. Rogers
Jones F. Rutledge
H. H. Shoulders, Jr.
Linda C. Staley
William L. Taylor
James E. Tinnell
J. F. VonAlmen, Jr.
W. A. Walker
R. M. Workman

MAURY COUNTY
MEDICAL SOCIETY

Columbia

David Boyd Andrews
Wendell C. Bennett
Charles R. Brite
R. R. Clifford, Jr.
Wm. N. Cook
I. Edward Ewton
William G. Fuqua
Carl C. Gardner, Jr.
Daniel R. Gray, Jr.
Joel T. Hargrove
John W. Harris
Valton C. Harwell
Harry C. Helm
Wm. N. Jernigan
Ralph Kustoff
Ambrose M. Langa
Robin Lyles
G. R. Mayfield, Jr.
Clay R. Miller
Lawrence R. Nickell
Edwin K. Provost
Billy J. Vinson
Leon S. Ward
J. Wallace Wilkes, Jr.
Tom K. Young, Jr.

Hohenwald

William C. Keeton

Aft. Pleasant

Allyn M. Lay
M. Taylor Rayburn, J:

J. O. Williams, Jr.

McMINN COUNTY
MEDICAL SOCIETY

A thens

Lewis D. Curtner
William M. Davis
Roy W. Epperson
Wm. Edwin Foree, Sr.

Wm. E. Foree, Jr.
Robert Daniel Hays
Robert G. Hewgley
Milnor Jones
John H. Lillard
John C. McKenzie
J. L. Montgomery, Jr.

J. L. Montgomery, Sr.

Jess A. Powell, Jr.
Edward B. Ranck
Helen M. Richards
Arthur M. Shelamer
Lester H. Shields
Robert W. Trotter

Englewood

James F. Cleveland

Etowah
Charles T. Carroll
William Kenneth Frye
S. B. McClary, Jr.
John C. Sharp
H. P. Whittle, Jr.
Thomas W. Williams

MEMPHIS-SHELBY
COUNTY

MEDICAL SOCIETY

Arlington

Malcolm A. Baker

Bartlett

Edgar Seth Wilson

Collierville

Ernest F. Apple
J. E. Outlan

Cardova

L. W. Diggs

Frayser

Thomas Glenn Head

Germantown

John T. Carter, Jr.

R. S. Wilroy, Jr.'

Millington

A. J. Cates
Billy W. King

Memphis
Sara Abbott
Robert F. Ackerman
John Q. Adams
Lorenzo H. Adams
R. M. Addington
Henry L. Adkins
Justin H. Adler
Lorin Eugene Ainger
G. H. Aivazian
Howard Thomas Akers
Albert M. Alexander
James E. Alexander
R. N. Alexander, Jr.

Chester G. Allen
F. P. Allen, Jr.
Frank S. Allen
Robert G. Allen
F. H. Alley
Jacob Alperin
James L. Alston
J. P. Anderson
L. D. Anderson
Sam B. Anderson, Jr.
William F. Andrews
D. N. Anishanslin
Robert A. Anthony
John W. Apperson, Jr.

William H. Armes, Jr.
Malcolm Aste
H. E. Atherton
Leland L. Atkins
Edgar L. Austin
Richard Lee Austin
John Andrew Avgeris

W. W. Aycock
J. C. Ayers, Jr.

John W. Baird
J. Earl Baker
George F. Bale
Leon Thomas Banakas
Roy Manning Barber
G. L. Barker
Aden W. Barlow, Jr.
W. Winston Barnard
James R. Barr
Jerome N. Barrasso
John Morgan Barron
George H. Bassett
Emmett D. Bell, Jr.
Steven Hunter Bell
A. L. Bellott, Jr.
H. E. Bennett
B. F. Benton
William Morris Berton
James M. Bethea
Richard O. Bicks
Albert William Biggs

J. D. Biles

E. S. Birdsong, Jr.

Calvin R. Bishop
W. A. Bisson
W. T. Black, Jr.

Carolyn F. Blackwell
Basil A. Bland, Jr.

Breen Bland
Phil B. Bleecker
Herbert Blumen
H. B. Blumenfield
R. F. Bonner
Howard A. Boone
James L. Booth
C. W. Borg
Mary Ellen S. Bouldin
R. L. Bourland
E. P. Bowerman
Ralph F. Bowers
AV. K. Bowman, Jr.

H. B. Boyd
B. M. Brady
Winston Braun
R. R. Braund
Clara A. Brawner
J. T. Bridges
Carey Bringle
Louis Goodno Britt
Louis P. Britt

Joseph H. Brock
Daniel A. Brody
Maury W. Bronstein
Brown Brooks
George Walter Brown
James S. Brown
Lawrence E. Brown
AV. R. Brown
Harry G. Bryan
James AV. Bryant
AV. F. Buchner
W. D. Burkhalter
G. H. Burkle, III

R. G. Burns
AV. B. Burrow
O. D. Butterick, Jr.

James S. Byas
Shed Hill Caffey
R. A. Calandruccio
Edward P. Caldwell
M. K. Gallison
Alvro M. Camacho
E. A. Canada
Dee James Canale
Bland W. Cannon
Charles A. Cape
Dominic J. Cara
R. S. Caradine, Jr.
Duane M. Carr
David S. Carroll
Dan Carruthers, Jr.
Harvey W. Carter
L. L. Carter
Arlie H. Chamberlin
John M. Chambers, Jr
E. S. Chappell
Fenwick AV. Chappell
C. P. Cheatham
Richard E. Ching
Joseph M. Chisolm
Glenn Clark
James A. Clark, Jr.
Charles L. Clarke
Hugh Adams Clarke
Edwin E. Cocke, Jr.
Lawrence L. Cohen
Francis H. Cole
Sidney A. Coleman
Blaine C. Collins
Frank H. Collins

J. H. Collins
E. D. Connell
John P. Conway
Charlie Walter Cooper
George Cooper, Jr.
George A. Coors

G. D. Copeland
Erwin M. Cox
Ersel A. Crawford
Lloyd V. Crawford
P. T. Crawford
S. E. Crawford
Rufus Edgar Craven
Andrew Crenshaw
T. K. Creson, Jr.

John Thomas Crews
R. N. Crockett, Jr.

C. V. Crosswell
Joseph E. Crupie
Terry Park Cruthirds
James AV. Culbertson
Alvin J. Cummins
Ray Eugene Curie
Thomas A. Currey
Orin L. Davidson
Harry Davis
J. M. Davis
Norman H. Davis
AV. J. Deaton
Charles J. Deere
H. L. Dellinger, Jr.
McCarthy Demere
R. L. DeSaussure
Alice R. Deutsch
Melvin W. Deweese
F. S. Dietrich
Phillip Hays Dirmeyer
Don E. Dismukes
J. Mel. Dobson
John B. Dorain
Thomas G. Dorrity
Charles V. Dowling
Arnold M. Drake
Paul T. Drenning
Horton G. DuBard
John Kelly Duckworth
Marion Dugdale
Don DeAVindle Duke
AV. D. Dunavant
James T. Duncan
William Lloyd Duncan
Hamel Bowen Eason
Leslie Edmund Eason
E. S. Eddins
A. S. Edmondson
Joseph Allen Elgart
E. U. Epstein
Cyrus C. Erickson
Patsy Ruth Erwin
J. N. Etteldorf
L. N. Etteldorf
C. Barton Etter
O. A. Eubanks, Jr.

J. D. Evans
Milton L. Evans
B. E. Everett, Jr.
AV. H. Fancher
C. C. Faquin, Jr.

Harold G. Farley
Turley Farrar
C. C. Farrow, Jr.

James Rodney Feild
Harold Feinstein
Stewart Allison Fish
D. F. Fisher
Charles AValter Fitch
James B. Flanagan
Irvin Durant Fleming
Julian Glenn Fleming
A. R. Flowers
Nancy C. Flowers
Max Foner
A. T. Fort
E. AV. Fowinkle
Hugh Francis, Jr.

Jerry Francisco
AV. Edward French
C. E. Frankum
Burt Friedman
E. AV. Gadberry
J. T. Galyon
J. C. Garbarini, Jr.
H. C. Gardner
Edward Lester Gegan
Elsbeth Gehorsam
Lewis AVatson George
C. E. Gillespie
John Joseph Gilluly
B. H. Ginn
Frederick Gioia
George E. Gish
James Robert Givens
Thomas C. Gladding
Willard G. Glass
M. E. Glasscock, III

Wm. Cole Godsey
Fred A. Goldberg
David W. Goltman
Fletcher H. Goode
Martha Ferguson Goss
Henry B. Gotten
Nicholas Gotten
Robert D. Gourley
Thomas E. Goyer

AVilford H, Gragg, Jr.

J. F. Gratz, Jr.
L. R. Graves, Jr.
H. D. Gray
Allan E. Green, Jr.

A. AV. Green
C. R. Green
Jack Greenfield
Jerry Wade Grise
A. J. Grobmyer, Jr.
F. T. Grogan, Jr.

Morton Leon Gubin
AValter S. Guinee
Lillian Hadsell
James S. Haimsohn
H. H. Halford, Jr.

Jack R. Halford
E. R. Hall, Jr.

AYmnie A. Hall
Margaret A. Halle
R. S. Hamilton
AV. T. Hamilton
John B. Hamsher
J. C. Hancock, Jr.

Ethel Ashton Harrell
O. B. Harrington
Buford Terrell Harris
Mallory Harwell
Howard B. Hasen
J. E. Hasselle, III

Fred E. Hatch, Jr.

A. Kenneth Hawkes
C. Douglas Hawkes
Jean M. Hawkes
Cyril L. Hay
Leigh K. Haynes
AValter Hodges Henley
Louie C. Henry
A. Lynn Herring
Roger Lew Hiatt
George G. Higley, Jr.
George B. Higley, Sr.

Fontaine S. Hill

James M. Hill
E. E. Hines
AV. K. Hoffman, Jr.

J. E. Holmes
J. P. Holmes, Jr.
Sherman H. Hoover
Leo Gallaspy Horan
Arthur E. Horne
Glenn Edward Horton
Hubert L. Hotchkiss
C. H. Householder
John L. Houston
H. S. Howard, Jr.
AV. T. Howard
John Patton Howser
James G. Hughes
John D. Hughes
Max Hughes
Robert Rule Hughes
John V. Hummel
Sam E. Hunter
AV. C. Hutchins
J. H. Ijams
C. W. Ingle
A. J. Ingram
John Marcus Ivie
C. E. Jabbour
J. T. Jabbour
Thomas M. Jackson
D. H. James, Jr.
Hal P. James
L. K. Jarred
Oliver C. Jeffers
G. AV. Jenkins, II

Anthony P. Jerome
Halvern H. Johnson
J. Don Johsnon
T. H. Johnson, Jr.
AV. AV. Johnson
Albert M. Jones
Elise Jones
George P. Jones, Jr.

Joe Paul Jones
R. Luby Jones
Sidney D. Jones, Jr.
Robert G. Jordan
A. AVilson Julich
Edward Steven Kaplan
Jerry Kaplan
S. B. Kaplan
Lyman A. Kasselberg
Harvey L. Kay, Jr.
Marvin M. Keirns
P. C. Kemmerly
Jerry Ray Kennedy
H. G. Kessler
Yoon Choo Kim
Charles M. King
J. Cash King
Howard H. Kitchens
Robert Paul Kline
AV. F. Klotz
G. S. Knapp, III

F. H. Knox, Jr.

R. L. Knox

Shelton B. Korones
Alfred P. Kraus
Bernard M. Kraus
Melvin M. Kraus
Cary M. Kuykendall
N. W. Kuykendall, Jr.
J. AVarren Kyle
L. M. Lamar, Jr.
H. Z. Landis
C. G. Landsee
Frank A. Latham
M. AV. Lathram
A. E. Laughlin
H. G. LaVelle, Jr.
Robert E. Lawson
Ling Hong Lee
Aaron M. Lefkovits
Melvyn A. Levitch
G. J. Levy
I. . C. Lewis
Phil M. Lewis
H. F. Linder
K. E. Lindsay
Alys H. Lipscomb
Melvin Litch, Jr.
G. R. Livermore, Jr.
AVilliam Livingston
D. G. Lockwood
Charles E. Long
AVilliam E. Long
J. C. Lougheed
Varna Peyton Love
George S. Lovejoy
Martha A. Loving
Edward H. Mabry
Ray AValton Mackey
AV. F. Mackey
Holt B. Maddux
Thomas A. Maguda
J. K. Maguire
Battle Malone
T. P. Manigan
Tohn C. Mankin
Howard AV. Marker
Philip Markle
Carl D. Marsh
George AV. Marten
Tinnin Martin, Jr.
Joseph D. Mashburn
A. D. Mason, Jr.
AV. L. Mason
Wm. AVatson Mason
Gordon L. Mathes
Oliver S. Matthews
AVm. P. Maury, Jr.
R. F. Mayer
L. H. Mayfield
Robert P. McBurney
C. B. McCall
John AV. McCall
John G. McCarter, Jr.
J- J. McCaughan, Jr.
B. F. McCleave
R. McK. McCloy
James G. McClure
D. C. McCool
L. K. McCown
E. F. McDaniel
John L. McGee
John P. McGraw
F. . E. McKenzie, Jr.
J. Wesley McKinney
A. M. McLarty
B. E. McLarty
Richard P. McNelis
George McPherson
Elise McQuiston
David C. Meek
T. AV. Meriwether, III
AVilliam E. Metzger
Alphonse H. Meyer
Robert Miles
Lee AV. Milford, Jr.
C. AV. Miller, Jr.
Fox Miller
G. L. Miller, Jr.
Harold R. Miller
Joseph Hardy Miller
Richard A. Miller
Richard B. Miller
R. D. Miller
R. AV. Miller
Dan C. Mills
George T. Mills

J. Pervis Milnor, Jr.
Irving C. Minkin
B. G. Mitchell
E. D. Mitchell, Jr.
AV. R. Mitchum
E. C. Mobley
J. C. Mobley
B. A. Moeller, Jr.
AVilliam L. Moffatt
Edward M. Molinski
R. H. Monger, Jr.
David F. Moore
F. B. Moore, Jr.

James A. Moore
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Eugene A. Vatcaro
Helen Key Van Fossen
C. F. Varner
Walter E. Verner
Leonard J. Vernon
Sidney D. Vick
John Robert Vincent
David Everett Wade
Frances C. Walker
James W. Walker
R. P. Walker
Richard H. Walker
W. W. Walker
W. W. Walker, Jr.

Fred C. Wallace
James A. Wallace
Peter B. Wallace
Maurice Waller
T. L. Waring
0. S. Warr
W. W. Watkins
J. J. Weems
Alva B. Weir, Jr.

Samuel Wener
Harold Maxell West
J. M. Wesberry
Thomas H. West
Thomas J. White, Jr.

William G. White
J. E. Whiteleather
Gene L. Whitington
W. L. Whittemore
1. D. Wiener
W. Wiggins Wilder
Joe L. Wilhite
E. B. Wilkinson, Jr.
H. Glenn Williams
Paul Herbert Williams
Gordon L. Wills
John Ross Wills
Harry W. Wilson
Harwell Wilson
J. E. Wilson
John M. Wilson
Andrew A. Windham
J. B. Witherington
Matthew W. Wood
George R. Woodbury
Linda P. Woodbury
H. D. Woodson
Clifton W. Woolley
Richard L. Wooten
C. H. Workman, Jr.

Jerry Lewis Worrell
Earle L. Wrenn, Jr.

J. Leo Wright
L. D. Wright, Jr.

Lawrence D. Wruble
Henry Wurzburg
C. F. Yates

J. G. Young
John D. Young, Jr.
Paulus Zee
B. M. Zussman

J. H. Ledbetter, Jr.

William G. Lyle
F. J. Malone, Jr.

Frank G. McCampbell
Curtis McGown
James L. McKnight
Jack W. Ross, Jr.

A. F. Russell
D. R. Shipley
Marion Spurgeon
Charles Trahern
Harold Vann
T. A. Walker
W. H. Wall, Jr.
Paul Wilson
R. W. Workman
John F. Wright, Jr.

Richard W. Young, Jr.

Dover

Albert R. Lee
Robert Henry Lee

Erin

O. S. Luton
Albert Mitchum

NORTHWEST TENNESSEE
ACADEMY OF MEDICINE

Dyersburg

William E. Anderson
Jesse Paul Baird
Thomas V. Banks
James W. Bonds
J. I). Connell
William F. Craddock
Walter E. David
Robert L. Harrington
Thomas W. Johnson
Robert T. Kerr
Orren B. Landrum
Jas. Chalmers Moore
Olyn Fred Moore, Jr.
William O. Murray
Richard David Taylor
W. 1. Thornton, Jr.

L. A. Warner, Jr.

Lydia Watson

Halls

Jack T. Elmore
John G. Olds

Newhern

William L. Phillips
Patrick B. Widdis

llidgely

William B. Acree

Ripley

Marion R. Moore
Moore Moore, Jr.

William H. Morse
R. F. Morton
William Hill Moshier
Henry Moskowitz
J. Palmer Moss
T. C. Moss
Ernest Eric Muirhead
Kenneth J. Munden
Wade T. Murdock
Francis Murphey
Walter Henry Murphy
W. F. Murrah, Jr.

Roland Myers
John Paul Nash
Charles L. Neely, Jr.

John C. Newton
Thomas W. Nichols
G. C. Nichopoulos
Eugene R. Nobles, Jr.
John David Nofzinger
Robert Sidney Norman
W. G. North
W. L. Northern, Jr.
D. W. Oelker
Evelyn Bassi Ogle
L. C. Ogle
W. S. Ogle
Claude D. Oglesby
Charles B. Olim
Joseph C. Orman
Phil E. Orpet, Jr.
William J. Oswald
Henry Packer
Alfred H. Page
Gene R. Page
Roy Calvin Page
David S. Pankratz
Joseph Parker
C. W. Parrott, Jr.
Samuel Paster
Morris Pasternack
James W. Pate
Rushton E. Patterson
R. H. Patterson, Jr.
Sam Polk Patterson
Bernard S. Patrick
Raphael N. Paul
G. E. Paullus, Jr.

John D. Peeples, Jr.
John V. Pender, jr.

B. L. Pentecost
William C. Phelps
J. D. Phillips
Jerry Clyde Phillips
Maurice C. Pian, Jr.
Jorge Alfredo Picaza
John D. Pigott
Tames A. Pitcock
Samuel E. Pitner, Jr.
Alan Bailey Platkin
Gerald I. Plitman
R. M. Pool
C. H. Porter
Huey H. Porter
James Howard Price
S. A. Pridgen
Wm. Roby Pridgen
L. C. Prieto
D. Jeanette Pullen
Billie Harold Putman
Sam L. Raines
William T. Rainey
Terry F. Randolph
Paul D. Randolph
Darwin W. Rannels
R. Beverley Ray
John A. Reaves, Jr.
John J. Redmon
Robert Canada Reeder
Edward Wilson Reed
H. Eugene Reese
Harvey C. Reese, Jr.
John M. Reisser, jr.
R. C. Rendtorff
Walter A. Rentrop
W. E. Rentrop
Hal S. Rhea
Charles R. Riggs
W. W. Riggs, Jr.
Frances Osborn Riley
George A. Riley
Edwin N. Rise
M. J. Roach
Tourdan A. Roane
S. Gwin Robbins
J. T. Robertson
C. G. Robinson
James A. Robinson
W. P. Rochelle
Gordon K. Rogers
E. William Rosenberg
Nathaniel E. Rossett
Joseph A. Rothschild
Shane Roy, III
R. M. Ruch
Walter A. Ruch, Jr.

H. G. Rudner
Henry G. Rudner, Jr.

John W. Runyan, jr.

j. M. Russell
Fred P. Sage
Nathan Colman Salky
L. C. Sammons, Jr.

S. H. Sanders
W. T. Satterfield

W. T. Satterfield, Jr.

A. F. Saville, Jr.

S. J. Schaeffer, Jr.

Donald Earl Schaffer

D. E. Scheinberg
Schayel R. Scheinberg
Betty J. Schettler
Glenn P. Schoettle
Phil C. Schreier
Jerome Schroff
Elmer C. Schultz

J. L. Scianni
Benjamin F. Scott

C. B. Scott
Daniel J. Scott, Jr.

Joseph Mason Scott

Tames L. Seale
Jack Segal
Maurice P. Segal
Edward C. Segerson
R. E. Semmes
E. C. Shackleford, Jr.
Norman D. Shapiro
John L. Shaw
John L. Shea, Jr.
M. C. Shea, Jr.
Lowry Lindscv Sheely
Wm. Edward Sheffield
James R. Shelton
Paul Henry Sherman
Roger Talbot Sherman
Leslie B. Shumake
Said Siegel
Michael N. Silverman
Teresa Silverman
James C. H. Simmons
Elizabeth F. Sinclair
Paul R. Sissman
Edward F. Skinner
H. T. Slawson, jr.

Avron Abe Slutsky
Albert G. Smith
Alvin E. Smith
Hugh Smith
Vernon I. Smith, Jr.
Frank W. Smythe, Jr.
Edward D. Snyder
J. J. Sohm
Phineas J. Sparer
Wm. O. Speight, Jr.
Eugene J. Spiotta
D. H. Sprit nt
C. Cooper Stanford
T. V. Stanley, Jr.
Ray G. Stark
W. P. Stepp
Thomas N. Stern
Cleo W. Stevenson
E. N. Stevenson
Marcus J. Stewart
G. H. Stollerman
Edward IT Storer
H. T. Stratton
A. N. Streeter
R. J. Stubblefield
R. L. Summitt
T. M. Sundt, Jr.
Wheelan D. Sutliff
Michael J. Sweeney
E. W. Sydnor, Jr.
Hall S. Tacket
B. S. Talley
M. H. Tanenbaum
Finis A. Taylor
Robert C. Taylor
W. W. Taylor
Morton J. Tendler
Amos Lee Thomas
William C. Threlkeld
Samuel Milton Tickle
Don Raymon Tielens
Robert Edwin Tooms
John W. Tosh
Robert J. Trautman
Alvin B. Tripp
M. L. Trumbull
I. F. Tullis, Jr.

Hubert K. Turley, Jr.
John C. Turley
Prestiss A. Turman
R. B. Turnbull
Steve H. Turnbull
G. Randolph Turner
Louis Edward Tyler
Austin R. Tyrer, Jr.
William T. Tyson, Jr.

J. D. Upshaw, Jr.
Edmund Utkov
Robert A. Utterback

West Memphis
Herbert G. Lanford

MONROE COUNTY
MEDICAL SOCIETY

Madisonville

Robert C. Kimbrough
Frank Houston Lowry
H. M. McGuire

Sweetwater

James H. Barnes
joe H. Henshaw
Douglas F. Heuer
Telford A. Lowry
C. G. Stockard, Jr.

Joe K. Wallace
j. E. Young

Tellico Plains

John Calvin Miller

MONTGOMERY COUNTY
MEDICAL SOCIETY

Clarksville

E. R. Atkinson
James F. Bellenger
Carlos Brewer
Edward Cutter
Sam N. Doane, Jr.

D. W. Durrett, jr.

Mack Green
V. H. Griffin
B. T. Hall
James Hampton
Thomas K. Hepler
B. T. Inglehart
Howard R. Kennedy
James King
Robert C. Koehn, Jr.

Arden J. Butler, Jr.

William H. Tucker

Tiptonville

Jack R. Holifield
Edward B. Smythe

Trimble

Venable Artis Murphy

Troy

Chesley H. Hill

Union City

Maurice M. Acree, Jr.

J . Kelley Avery
M. A. Blanton, Jr.
Harold Butler
Harold W. Calhoun
Joe Campbell
Wm. Neel Carpenter
R. E. Clendenin, Jr.

Byron O. Garner
Dan C. Gary
R. L. Gilliam, II

William V. Ginn, Jr.

Laurence W. Jones
E. P. Kingsbury, Jr.

R. G. Latimer, Jr.

E. McCall Morris
James W. Polk
James H. Ragsdale
Malcolm T. Tipton
O. A. Zeller, Jr.

OVERTON COUNTY
MEDICAL SOCIETY

Celina

Champ E. Clark

Livingston

Malcolm E. Clark
Herman B. Nevans
Denton D. Norris
Will G. Quarles, Jr.

Jack M. Roe

PUTNAM COUNTY
MEDICAL SOCIETY

A [good

J. T. Moore

Cookeville

Jack L. Clark
K. G. Crawford
S. U. Crawford, Jr.

James T. DeBerry
Walter Derryberry
Stephen Farr
William C. Francis
Kenneth L. Haile
William A. Hensley
C. L. Jones, Jr.

Robert V. Larrick

Jere W. Lowe
Thurman Shipley
William S. Taylor
L Fred Terry
Claude M. Williams

Monterey

Claude A. Collins

T. M. Crain

ROANE-ANDERSON
MEDICAL SOCIETY

Clinton

A. W. Bishop
Parley M. Dings
Henry Hedden
John J. Smith

Harriman

Thomas L. Bowman
E. C. Cunningham
Fred J. Hooper
Lewis Howard
H. Stratton Jones
Louis A. Kiileffer

John R. Sisk

Kingston

Carolyn A. Beard
Nathan Sugarman
Robert E. Wilson

Norris

Samuel G. McNeeley

Oak Ridge

Gotdd Andrews
Robert I>. Ball
R. R. Bigelow
Louis Bryan
Marvin G. Caldwell
Alex G. Carabia
Charles C. Congdon
John P. Crews
Dexter Davis
John D. DePersio
Robert E. DePersio
Armando De Vega
Jack L. Diamond
C. Lowell Edwards
Earl Eversole, Jr.

T. Guy Fortney
Frank Genella
Herbert B. Gerstner
James T. Gillespie
Frances Goswitz
Helen V. Goswitz
Jock I.. Graeme
Charles Gurney
William P. Hardy
Jack M. Hayes
Ernest Hendrix
William B. Holden
R. W. Holland
Raymond A. Johnson
Avery P. King
Ralph Kniseley
Thomas A. Lincoln
Lynn Lockett
Joseph S. Lyon
Etna P. McCullough
Dana W. Nance
Bill Nelson
Charles P. Oderr
Lewis F. Preston
William W. Pugh, Jr.

C. Julian Ragan

Thomas L. Ray
H. M. Rossman
Henry B. Ruley
Edward R. Seiler
C. W. Sensenback
Paul E. Spray
George Stevens. HI
C. R. Sullivan, Jr.
Daniel M. Thomas
Joe E. Tittle
Andrew S. Wat lit el

Gino Zanolli

Oliver Springs

S. J. Van Hook

Rockwood

John T. Chesney
Thomas A. Fuller
Robert S. Hicks
George Shacklett
John V. Snodgrass

ROBERTSON COUNTY
MEDICAL SOCIETY

Cedar Hill

Robert H. Elder

Cross Plains

Ora W. Ramsey

Springfield

Sue C. Atwood
John W. Atwood
Warren G. Hayes
John M. Jackson
Carroll M. Looney
James R. Quarles
N. H. Raines
William P. Stone
John B. Turner
Raymond H. Webster
John E. Wilkinson

White House

Raymond Hirsch

RUTHERFORD COUNTY
MEDICAL SOCIETY

Murfreesboro

Carl E. Adams
Joseph C. Bailey
James T. Boykin
John M. Bryan
John F. Cason
Bernard S. Davidson
David T. Dodd
Paul C. Estes
F. M. Fesmire
Rufus James Garrison
S. C. Garrison, Jr.

Thos. G. Gordon, Sr.

Richard E. Green
A. E. Harvey
Sam H. Hay
R. D. Hollowed
Kenneth D. Hunt
J. Capers Jones
j. K. Kaufman
Lois M. Kennedy
Charles W. Lewis
Fred R. Lovelace
Matt B. Murfree
Eugene P. Odom
Robert G. Ransom
Creighton Rhea
Robert S. Sanders
William W. Shacklett
Charles D. Smith
Wm. Radford Smith
E. C. Tolbert
Olin O. Williams
Jesse H. Young, Jr.

Smyrna

Robert H. Hackman

Woodbury

William A. Bryant
R. B. Moore
Russell E. Myers

SCOTT COUNTY
MEDICAL SOCIETY

Oneida

Marshal Frazier

Maxwell E. Huff
Horace Leeds
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Roy McDonald
Milford Thompson

SEVIER COUNTY
MEDICAL SOCIETY

Gatlinburg

Ralph H. Shilling
Charles E. Waldroup

Pigeon Forge

Hilda Jane Walters

Sevierville

Robert A. Broady
John M. Hickey, Jr.

Charles L. Roach
John L. Sonner, II

SMITH COUNTY
MEDICAL SOCIETY

Alexandria

Hobert O. Mason

Carthage

H. Andrew Cserny
Hugh E. Green
David G. Petty

John M. Roe
Frank T. Rutherford
W. Carter Williams
Thayer S. Wilson

Hartsville

Edgar K. Bratton

SULLIVAN-JOHNSON
MEDICAL SOCIETY

Blountville

J. W. Erwin

Bristol

H. W. Bachman, Jr.
Frank S. Blanton, Jr.
Billy Booth Brinkley
F. T. Buchanan
Wilfred C. Carreras
Nathaniel J. Chew
Bennett Y. Cowan
Alvin S. Crawford
William S. Credle
R. L. Fankhouser
William M. Gammon
Walter R. Gaylor
Thomas W. Green
W. S. Green, Jr.
Bernard C. Grigsby
W. C. Grigsby, Jr.
C. J. Harkrader, Jr.
Ellis U. Harr
Basil T. Harter
King A. Jamison
William H. Johnson
Ronald C. Kelly
Thomas H. Kuhnert
Kermit Lowry
John O. Marcy
Fred C. McCall
George W. McCall
James G. McFaddin
Joe E. Mitchell
Bruce W. Mongle
Marion J. Murray, Jr.

Floyd E. Nicley
Wade H. Nowlin
Robert A. Repass
Guy C. Richardson
William F. Schmidt
Hal S. Stubbs
Frank W. Sutterlin
F. V. Vance, Jr.
Sidney S. Whitaker
Homer P. Williams

Church Hill

Warner L. Clark
T. H. Roberson, Jr.

Kingsport

Myron J. Adams
James Lester Allen
Edmond L. Alley
Donald W. Bales
Robert L. Banner
Cleland Blake
James H. Boles
Harlis O. Bolling
P. F. Brookshire, Jr.

R. Hyatt Brown
H. Jim Brown
Douglas G. Burmeister
W. B. Camp

E. Kent Carter
Donald P. Chance
R. C. Christensen
L. C. Cox
Paul W. Cox
John L. Dallas
Floyd Davis
Robert D. Doty
William C. Eversole
William Allen Exum
Frank St. Flanary
Joe F. Fleming
Billy N. Golden
Elmer A. Green
James J. Hamilton
William Harrison, Jr.

M. D. Hogan, Jr.

Roy J. Jarvis
Robert H. Jernigan
Malcolm M. Jones, Jr.

Robert C. Jones
Robert Earl Keith
Kenneth B. Kiesau
Joseph A. King
Kenneth C. Lynch
Robert E. Maddox ,

Joseph K. Maloy
Eugene M. Maul
Anabel S. McConnell
F. G. McConnell
John R. McDonough
Herbert J. Michals
John H. Moore, III

John E. Munal
James B. Nichols, Jr.

Robert E. Northrop
F. B. O’Connell, Jr.

R. E. Pearson
Edgar E. Perry
John S. Powers, Jr.
Norman S. Propper
Robert L. Raleigh

J. Shelton Reed
C. A. Renfro
N. A. Ridgeway, Jr.
Thos. Nelson Rucker
Hugh W. Rule
Walter E. Scribner
Merritt B. Shobe
James E. Shull
Lyle R .Smith
Warren Y. Smith
Robert T. Strang
William P. Templeton
James S. Vermillion
William B. Walters
Thomas R. White
H. Jackson Whitt
J. Dwight Whitt
William A. Wiley
J. E. Williams

Mountain City

Paul J. Bundy
Robert O. Glenn

Weber City, Va.

Hobert M. Hampton

SUMNER COUNTY
MEDICAL SOCIETY

Gallatin

Jos. R. Blackshear
Joe David Cox
W. M. Dedman
Gardner Dixon
Haldon W. Hooper
W. R. Massey
Robert A. Moore
Clarence R. Sanders
Wm. David Stewart
Walter H. Stephenson
James R. Troutt
John B. Wallace
R. C. Webster

Hartsville

Ira Neeley Kelley

Hendersonville

Charles M. Gillit

Madison

W. Gordon Doss

Portland

Albert G. Dittes

James T. Ladd
R. W. Simonton, Jr.

Westmoreland

Thomas F. Carter

TIPTON COUNTY
MEDICAL SOCIETY

Covington

Warren A. Alexander
Travis L. Bolton
Norman L. Hyatt
Billie S. McCullough
James S. Ruffin, Jr.

H. Stirl Rule
Jas. D. Witherington

Munford
Hugh W. Vaughn
A. S. Witherington, Jr

WARREN COUNTY
MEDICAL SOCIETY

McMinnville

Wallace B. Bigbee
Julius P. Dietrich
Joseph F. Fisher
John C. Gaw
James L. Moore
C. E. Peery, Jr.

James E. Phillips
K. C. Richmond
Bethel C. Smoot

Spencer

Margaret Rhinehart

WASHINGTON-CARTER
UNICOI COUNTY
MEDICAL SOCIETY

Elizabethton

R. J. Allen
Hoyle Bowman
S. Martin Bronxon
Richard Bucher
Estill L. Caudill, Jr.
W. G. Frost
R. Eugene Galloway
Royce L. Holsey
Floyd E. May
Elmer T. Pearson
D. M. Sholes, Jr.
D. J. Slagle
Charles J. Wells
James M. Willett

Erwin

Robert H. Harvey
Nat E. Hyder, Jr.
Harmon L. Monroe
Earl Peterson

Johnson City

Charles E. Allen
W. P. Bailey, Jr.
Justin Cline Blevins
Joseph R. Bowman
Duane C. Budd
G. J. Budd
E. Malcolm Campbell
Lewis F. Cosby
Alfred N. Costner
C. M. Creech
Douglas H. Crockett
H. B. Cupp, Sr.

Horace B. Cupp
H. B. Dearman
Robert G. Dennis
B. E. Dossett, Jr.

Thomas J. Ellis

Cassius W. Friberg
Byron W. Frizzell

Newton F. Garland
James W. Gibson, Jr.
L. E. Gordon, Jr.
C. E. Goulding, Jr.
Charles S. Gresham
James O. Hale
Ben D. Hall
Walter D. Hankins
Charles H. Hillman
Sam W. Huddleston
John F. Lawson
Thomas P. McKee
John B. McKinnon
Walter A. McLeod
W. T. Mathes, Jr.
Gordon L. Mason
Edwin A. Meeks
Ray W. Mettetal
W. Rutledge Miller
R. S. Morrison
Cowan Moss, Jr.

Harry Myron, Jr.

Peter A. Oliva
Orland S. Olsen
C. O. Parker, Jr.

John P. Platt

Thomas P. Potter, Jr.

Randolph Page Powell
William G. Preas
James Jacob Range
G. A. Rannick
B. A. Richardson
Kenneth L. Roark
Clarence L. Ruffin
J. M. Sams
George K. Scholl
Alvin D. Shelton
H. H. Sherrod
M. Sidky-Afifi
Charles K. Slade
Mel D. Smith
Edward B. Steffner
Earl J. Sullivan
Lawrence G. Thorne
C. T. R. Underwood
C. J. Vandiver, Jr.
Edward T. West
John M. Wilson
Charles P. Wofford
Peter George Zack

Jonesboro

Sells Blevens

Limestone

G. V. Stanton

Mountain Home
Clyde O. Brindley
Martin Kerlan
Harry N. Waggoner
Shelburne D. Wilson

Salisburg, N. C.

Hugh F. Swingle, Jr.

WEAKLEY COUNTY
MEDICAL SOCIETY

Dresden

Edward H. Welles, Jr.
Paul W. Wilson

Gleason

Robert M. Jeter

Greenfield

Ira F. Porter
Nathan F. Porter

Martin

R. W. Brandon, Jr.
Sam J. Denny
G. S. Plog
O. Kay Smith, Jr.
E. C. Thurmond, Jr.

WHITE COUNTY
MEDICAL SOCIETY

Sparta

Wm. Harold Andrews
Robert F. Baker
Donald H. Bradley
Charles A. Mitchell
Charles B. Roberts
L. H. Smith, Jr.

WILLIAMSON COUNTY
MEDICAL SOCIETY

Franklin

William F. Encke
Harry J. Guffee
Robert M. Hollister
Howell P. Hoover, Jr.
Anthony J. Lee
William Walter Pyle
Joseph L. Willoughby
Eugene S. Wolcott

Nashville

R. H. Hutcheson, Sr.

WILSON COUNTY
MEDICAL SOCIETY

Lebanon

Robert C. Bone
J. C. Bradshaw, Jr.

Joe F. Bryant
Morris D. Ferguson
Albert T. Hall
Roscoe C. Kash
James P. Leathers
Drew McFarland, III

Sam B. McFarland
Thomas R. Puryear
John H. Tilley
W. K. Tilley

Robert P. Tuinei

VETERANS

BEDFORD COUNTY
MEDICAL SOCIETY

Shelbyville

Benjamin L. Burdette
Thomas Ryell Ray

Wartrace

Maurice L. Connell

BLOUNT COUNTY
MEDICAL SOCIETY

Friendsville

J. S. Tipson

Maryville

Kuebel A. Bryant

BRADLEY COUNTY
MEDICAL SOCIETY

Cleveland

C. S. Heron

CHATTANOOGA-
HAMILTON COUNTY
MEDICAL SOCIETY

Chattanooga

Louis P. Brooks
W. R. Buttram
Earl Campbell, Sr.

John L. Cooley
Oscar Doyle Groshart
Chester L. Lassiter
Stewart Lawhill
Harold Douglas Long
W. H. Marsh
Harold J. McAlister
Ashby M. Patterson
John Black Steele
Willard Steele, Sr.

G. Victor Williams

Franklin

Martin A. Meacham

Lookout Mountain

John E. Frazier
Paul M. Golley

COCKE COUNTY
MEDICAL SOCIETY

Newport
Robert B. McMahan

CONSOLIDATED
MEDICAL ASSEMBLY

Bells

Elisha Farrow

Bolivar

James Knox Tate, Jr.

Brownsville

Thomas C. Chapman

Bruceton

Robert Taylor Keeton
L. E. Trevethan

Huntington

Roy A. Douglass

Jackson

William Thomas Fitts

John Cayce Pearce
John Elbert Powers

Somerville

John Walter Morris

Trenton

M inyard Dee Ingram

CUMBERLAND COUNTY
MEDICAL SOCIETY

Pleasant Hill

Laurence A. Chrouch

DAVIDSON COUNTY
MEDICAL SOCIETY

College Grove

George A. Hatcher

Franklin

John B. Youmans

Nashville

Joseph H. Alford
W. L. Alsbrook ,

W. B. Anderson
Anna M. Bowie
T. Ford Bridges
Clinton E. Brush
Benjamin F. Byrd
William R. Cate, Sr.

John S. Cayce
Theodore W. Davis
William C. Dixon
Beverly Douglas
Henry L. Douglass
L. W. Edwards
Robert M. Foote
Julian Gant
Horace C. Gayden
R. W. Grizzard
O. S. Hauk
J. B. Hibbetts, Jr.
William Higginson
J. Harvill Hite
William A. Horan
Hollis E. Johnson
John M. Lee
John J. Lentz
Milton S. Lewis
W. R. Manlove
C. C. McClure
Theodore Moreford
D. L. Mumpower
Oscar G. Nelson
T. G. Pollard
David Bruce P’Pool
Wilton E. Revnolds
Berry T. Rucks
N. S. Shofner
Brian T. Shorney
H. S. Shoulders
Stanley R. Teachout
Harlan Tucker
Robert J. Warner
Jack Witherspoon
Kate Savage Zerfoss
Thomas B. Zerfoss

Old Hickory

T. W. Daily
Alvin Hawkins

Rock Island

Will Camp

FRANKLIN COUNTY
MEDICAL SOCIETY

Sewanee

Oscar Noel Torian

GILES COUNTY
MEDICAL SOCIETY

Pulaski

Walter Joe Johnson
William Albert Lewis

GREENE COUNTY
MEDICAL SOCIETY

Greeneville

Leroy E. Coolidge
John Grover Hawkins

HAWKINS COUNTY
MEDICAL SOCIETY

Johnson City

Clinton G. Lyons
Ottie M. Swanay

HENRY COUNTY
MEDICAL SOCIETY

Paris

E. B. Paschall

HICKMAN-PERRY
MEDICAL SOCIETY

Nunnelly

Luther Ray Prichard

JACKSON COUNTY
MEDICAL SOCIETY

Gainesboro

Herbert L. Baugh
Lester Raggio Dudney
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KNOX COUNTY
MEDICAL SOCIETY

Corryton

Marion L. Jenkins

Jefferson City

Turner A. Caldwell

Knoxville

Eben Alexander
William R. Cross
H. K. Cunningham
Ray V. DePue
Lucile Dooley
Wesley F. Dorsey
J. Ralph Hamilton
L. A. Haun
George L. Inge
Alfred F. Miller
Ralph Horace Monger
Julian Floyd Morrow
Samuel Joseph Platt

Wm. Walter Potter
W. D. Richards
John Raymond Smoot
Dan Rees Thomas

LINCOLN COUNTY
MEDICAL SOCIETY

Elora

A. L. Griffith

Fayetteville

John Edgar Sloan

MAURY COUNTY
MEDICAL SOCIETY

Hohenwald
William E. Boyce

Mount Pleasant

Grover C. English

McMINN COUNTY
MEDICAL SOCIETY

Athens

Carey O. Foree

Big Springs

E. Jefferson Browder
Charles Ford Warren

Decatur

W. L. Wilhelm

MEMPHIS-SHELBY
COUNTY

MEDICAL SOCIETY

Cordova

C. A. Chaffee

Memphis

C. D. Allen
Samuel B. Anderson
Daniel H. Anthony
Charles A. Bender
Robert L. Bowlin
Louis F. Boyd
Kinsey M. Buck
E. G. Campbell
Edwin W. Cocke, Sr.

W. C. Colbert
Giles A. Coors
T. N. Coppedge
John E. Cox
J. A. Crisler, Jr.
Raleigh R. Davenport
John L. Dies
H. B. Everett
Robinson B. Flaniken
Clarence H. Glover
Wilford H. Gragg, Sr.

Emmett R. Hall, Sr.

J. F. Hamilton
Bedford F. Hardin
Arthur G. Hudson
Harry Jacobson
Hiram B. Jacobson
David H. James
Jesse A. James
Ernest G. Kelly
Arlington C. Krause
Clement H. Marshall
Charles R. Mason
Joseph W. Mason
R. F. Mason
J. j. McCaughan
R. B. McCormick
John A. McIntosh

Alphonse Meyer
Lyle Motley
Walter H. Pistole
Arthur R. Porter, Jr.

John W. Ragsdale
J. R. Reinberger
Alma B. Richards
Walter W. Robinson
W. L. Rucks
P. B. Russell ,Jr.

Lucius C. Sanders
Milton B. Seligstein

W. Likely Simpson
Omar E. Smith
James Spencer Speed
Neuton S. Stern
E. M. Stevenson
S. Fred Strain, Sr.

Norman Taube
Harold M. Truebger
Carrol C. Turner
Samuel L. Wadley
Lillie Cutlar Walker
Cecil Warde
Wilson L. Williamson

MONROE COUNTY
MEDICAL SOCIETY

Bells

William J. Cameron

NORTHWEST TENNESSEE
ACADEMY OF MEDICINE

Dyersburg

J. A. Ledbetter
Julian G. Price
William G. Shelton

Ripley

James L. Dunavant
James Rhea Lewis

PUTNAM COUNTY
MEDICAL SOCIETY

Cookeville

W. A. Howard

Granville

Luther M. Freeman

ROANE-ANDERSON
MEDICAL SOCIETY

Clinton

James Smith Hall

Oakdale

James Homar Carr

ROBERTSON COUNTY
MEDICAL SOCIETY

Springfield

John Sims Hawkins

RUTHERFORD COUNTY
MEDICAL SOCIETY

Murfreesboro

W. S. Barham
S. H. Patterson

SCOTT COUNTY
MEDICAL SOCIETY

Norma
D. T. Chambers

SEVIER COUNTY
MEDICAL SOCIETY

Sevierville

Robert Follet Thomas
Otha Horace Yarberry

SMITH COUNTY
MEDICAL SOCIETY

Carthage

R. E. Key

SULLIVAN-JOHNSON
MEDICAL SOCIETY

Bristol

Harry W. Bachman
Thaddeus R. Bowers
Nat H. Copenhaver
Arthur B. English
Philip D. Stout
Allen Knox Turner ,

Douglas Doriot Vance
William K. Vance

Kingsport

J. R. Pierce

SUMNER COUNTY
MEDICAL SOCIETY

Hendersonville

R. N. Buchanan

Westmoreland

William Porter Law

WASHINGTON-CARTER-
UNICOI COUNTY
MEDICAL SOCIETY

Elizabethton

Estill L. Caudill

Johnson City

Walter Fleischmann
Ira M. Gambill
Ulysses Grant Jones

Jonesboro

Arthur J. Willis

Piney Flats

Aaron Cole

WEAKLEY COUNTY
MEDICAL SOCIETY

Dresden

Martin R. Beyer

Martin

Robert W. Brandon
Henry G. Edmonson

WILLIAMSON COUNTY
MEDICAL SOCIETY

Franklin

James Otey Walker

WILSON COUNTY
MEDICAL SOCIETY

Lebanon

O. Reed Hill

POST GRADUATE

BLOUNT COUNTY
MEDICAL SOCIETY

Maryville

G. Tom Proctor

CHATTANOOGA-
HAMILTON COUNTY
MEDICAL SOCIETY

Chattanooga

Albert Julian Abler
Alexander Rhoton

Dunlap

C. C. Ludington, Jr.

CONSOLIDATED
MEDICAL ASSEMBLY

Grand Junction

Nicholas H. Edwards

DAVIDSON COUNTY
MEDICAL SOCIETY

Nashville

Michael A. Bokat
Robert L. Lawrence
David R. W. Shupe
Charles E. Wells

HICKMAN-PERRY
MEDICAL SOCIETY

Hohenwald
Donald Lee Gaines

KNOX COUNTY
MEDICAL SOCIETY

Knoxville

Aubra D. Branson
D. G. Catron
Carl E. Gibson
Robert S. Moore
Kenneth E. Shoemaker

MARSHALL COUNTY
MEDICAL SOCIETY

Lewisburg

J. W. Limbaugh

MEMPHIS-SHELBY
MEDICAL SOCIETY

Lawrence Blumen
Melvin K. Bottorff
Juan Ramon Cabrera
Culver C. Craddock
Thomas L. Holliday
Robert C. Kee
William M. Lovejoy
John E. McIntosh
Phillip A. Pedigo
Edwin L. Scott
Harris L. Smith

Millington

Paul J. Batson, Jr.

NORTHWEST TENNESSEE
ACADEMY OF MEDICINE

Ripley

Parkes W. Walker, Jr.

ROANE-ANDERSON
MEDICAL SOCIETY

Oak Ridge

Kenneth Crounse
Kyle O. Rutherford

Spring City

Conrad L. Grabecl

RUTHERFORD COUNTY
MEDICAL SOCIETY

Murfreesboro

William Coopwood

SEVIER COUNTY
MEDICAL SOCIETY

Sevierville

Joseph L. Broady
Cecil D. Rowe

WASHINGTON-CARTER
UNICOI COUNTY
MEDICAL SOCIETY

Erwin

R. M. Glasgow

WEAKLEY COUNTY
MEDICAL SOCIETY

Greenfield

Edward T. Frank

MILITARY
SERVICE

CHATTANOOGA-
HAMILTON COUNTY
MEDICAL SOCIETY

Chattanooga

A1 W. Gothard
Charles H. Von Canon

DAVIDSON COUNTY
MEDICAL SOCIETY

Nashville

Ben Jason Birdwell
R. D. Buchanan
Robert Edward Burr
C. R. Merritt, II
Richard Leon Neil
F. C. Robinson

KNOX COUNTY
MEDICAL SOCIETY

Knoxville

Billy Newell Riggins
James Mitchell Rouse

LAWRENCE COUNTY
MEDICAL SOCIETY

Lawrenceburg

V. H. Crowder, Jr.

LINCOLN COUNTY
MEDICAL SOCIETY

Fayetteville

Bobby Gray Norwood

MAURY COUNTY
MEDICAL SOCIETY

Columbia

Eldon S. Dumrnitt, Jr.

NORTHWEST TENNESSEE
ACADEMY OF MEDICINE

Dyersburg

Elton King

Obion

W. S. Myers

SEVIER COUNTY
MEDICAL SOCIETY

Sevierville

Troy J. Beeler

SULLIVAN-JOHNSON
MEDICAL SOCIETY

Bristol

Sidney A. Wike

DECEASED
MEMBERS

1967

BLOUNT COUNTY
MEDICAL SOCIETY

Friendsville

J. S. Tipton

CHATTANOOGA-
HAMILTON COUNTY
MEDICAL SOCIETY

Chattanooga

W. R. Buttram
Earl Campbell, Sr.

Albert S. Easley
Stewart Lawhill

COCKE COUNTY
MEDICAL SOCIETY

Newport

Robert B. McMahan

CONSOLIDATED
MEDICAL ASSEMBLY

Bruceton

L. E. Trevathan

Jackson

William H. Brooks

Lexington

Robert M. Conger

DAVIDSON COUNTY
MEDICAL SOCIETY

Nashville

W. L. Alsbrook
W. B. Anderson
Robert M. Foote
R. W. Grizzard
C. C. McClure
Theodore Moreford
T. G. Pollard
Bernard M. Weinstein

GREENE COUNTY
MEDICAL SOCIETY

Johnson City

W. T. Mathis

KNOX COUNTY
MEDICAL SOCIETY

Knoxville

Robert H. Baker
L. A. Haun
Roy McCrary
N. D. Papas
YV. D. Richards

LAWRENCE COUNTY
MEDICAL SOCIETY

Lawrenceburg

J. W. Danley

MEMPHIS-SHELBY
COUNTY

MEDICAL SOCIETY

Cardova

C. A. Chaffee

Memphis
C. D. Allen
Charles A. Bender
John O. Boals
YV. C. Colbert
J. J. Hobson
B. L. Pentecost
YV. H. Pistole
YV. L. Rucks
P. B. Russell, Jr.
Elmer C. Schultz
Finis A. Taylor
A. H. Tuttle

Sheffield, Alabama
L. P. Pearce

MONROE COUNTY
MEDICAL SOCIETY

Tellico Plains

YY'illiam R. Rogers

MONTGOMERY COUNTY
MEDICAL SOCIETY

Clarksville

F. D. Coleman

NORTHWEST TENNESSEE
ACADEMY OF MEDICINE

Union City

Harold YV. Calhoun

PUTNAM COUNTY
MEDICAL SOCIETY

Cookeville

Lex Dyer

ROANE-ANDERSON
MEDICAL SOCIETY

Clinton

J. S. Hall

SMITH COUNTY
MEDICAL SOCIETY

Carthage

R. E. Key

SULLIVAN-JOHNSON
MEDICAL SOCIETY

Kingsport

G. G. Keener
J. B. YY'arren

SUMNER COUNTY
MEDICAL SOCIETY

Hendersonville

R. N. Buchanan

WASHINGTON-CARTER
UNICOI COUNTY
MEDICAL SOCIETY

Erwin

Earl Peterson

Johnson City

Edward T. Brading
Robert E. Piston
YY'allace L. Poole

Jonesboro

Sells Blevens

Mountain Home
J. D. Carpenter

WEAKLEY COUNTY
MEDICAL SOCIETY

Martin

G. S. Plog
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Barnett, Crawford F., Jr. . . 389
Barnett, Paul H 389
Bernhardt, H 149
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Caldwell, William L 834
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INDEX OF SUBJECTS

Abbreviations: “ab” for abstract; “ed’
:

conference; “cpc” for clinicopathologic

ABORTION, therapeutic (ed)
ABORTION, therapeutic (pp)
AMERICAN MEDICAL ASSOCIATION

clinical meeting, Las Vegas, (pp)
ethics, medical, principles of

ethics, telephone listings

medicare, vote to change (vb)
professional courtesy
public information efforts (vb)

AMYLOIDOSIS (cpc) 745
ANNOUNCEMENTS 77, 188, 324, 433,

551, 677, 781, 873, 979, 1123, 1241, 1365

BETA ADRENERGIC BLOCKADE: see heart
BLINDNESS: see eye
BLOODVESSELS,

cross-over vein grafts for obstruction (*) 943

hemorrhage, subarachnoid (cc) 741

hermorrhage, subarachnoid,
prostatism, uremia (cpc)

venous thrombosis, iliofemoral,

management of (*) 1192

BOOK REVIEWS 432, 779

CANCER
cylindromas of head and neck (*) 836

preinvasive cervical, invasive
endometrial (*) 1210

CLINICOPATHOLOGICAL CONFERENCES,
48, 402, 745, 1334

COLPOCYTOGRAM, ovarian function
after hysterectomy (*) 738

CONCEPTION, following use of

progestagens (*) 829
CYLINDROMA: see cancer
UHjAI il 1NU 1 lUiju • ±ovj, oiJ)

543, 667, 771, 861, 970, 1115, 1231, 1359

DISABILITY, evaluation of 1353

DRUGS
code of fair practices (ed) 1230
narcotic addicts, treatment of (cc) 948
psychopharmacologic, poisoning from (*) .1325

title XX (ed) 1111

use in management of drug
dependence (*) 269

ECONOMICS
improvement in keogh law (vb) 782
poverty in U.S., as defined (vb) 985

TjU 1 1 WiliCl 1 jO UOj 111; Oldj ““d
j

“ J.
y

664, 766, 860, 966, 1110, 1230, 1352
EYE

blindness, prevention of (*) 1067
pain, unusual cause (*) 1332
temporal arteritis, ophthalmic
emergency (*) 1081

FDA, image of (vb) 1131

HEART
angina pectoris, associated

circulatory changes (ab) 159
angina pectoris, intractable,
treatment with radioiodine (*) 35

beta adrenergic blockade (*) 946
congenital, dynamic properties of (*) .... 734
coronary care unit (ab) 828
coronary care unit, myocardial

infarction, management of (*) 389
coronary care units, trained nurses for (ed) 423
coronary disease, Framingham study (ab) . 391

endocarditis bacterial (cpc) 1334
fibrillation, atrial, electrical

conversion of (ab) 158

mitral stenosis (ab) 406
mitral valve, prosthetic replacement (ab) . 838
myocardial infarction, treatment of (*) ... 504
pregnancy, in disease (cc) 841

prosthetic heart valves, long-term
management (*) 392

ventricular irritability,

refractory, atrial pacing in (ab) 934

HEPATITIS, VIRAL (ed) 541

HOSPITALS, governing boards of (pp) 1229

HYPERTHYROIDISM, graves, disease,

pathogenesis of (*) 41

HYPOPARATHYROIDISM, latent (*) 152

INSULIN ASSAYS, use of (*) 935

Dr. KAMPMEIER, ACP president 769

LARGE INTESTINE, perforation of (*) 1189

for editorial; “pp” for president’s page; “cc” for clinical staff

conference; “vb” for viewing box, and (*) for original articles.

766
1109

67
214

1330
189

1071
325
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LARYNX, surgery, operation
microscope in peroral (*) 1078

LUNG
embolism, study autopsy cases (*) 501
pneumonia, esch. coli (ed) 1110

pneumonia, tuberculous (cpc) 402
surfactant, a review (*) 524

MALABSORPTION SYNDROME,
gastrectomy (cc) 398

MEDICAL CARE
area-wide planning (ed) 860
changes in public law 569 969
comparison of two federal programs (vb) . 876
comprehensive health planning (pp) 765
fees, usual, customary (ed) 1352
health care costs (pp) 859
health manpower to meet needs (*) 823
medicare, AMA vote to chaniges (vb) ... 189
medicare, physician’s role in

disability program (vb) 80
medicare, six months of (ed) 177
medicine’s not so silent partner (vb) . 1371
physician’s fees in governmental
programs (pp) 965

relationship with government and
others (vb) 1248

whither tax-supported (ed) 967
MEDICAL EDUCATION

for family practice (ed) 68
taxation of advertising (ed) 664

MEDICAL NEWS IN TENNESSEE
75, 184, 319, 427, 547, 671,

774, 865, 973, 1118, 1235, 1363
MEDICAL PRACTICE

doctor-patient communications (vb) 559
doctor-patient relationships (vb) 439
medical assistants 1111
physicians and law (pp) 1351

MELANOMA malignant, heredity (*) 525
MENIERE’S DISEASE

epidural endolymphatic shunt
operation (*) 727

history of (*) 520
MENINGITIS

bacterial (cc) 1085
meningo-encephalitis,

cryptococcic (cpc) 48
MENTAL HEALTH
changing concepts of care (ama) 516
community resources (*) 264
responsibility of medical profession (*) . . 261
second Tennessee congress (ed) 313
summary statement, Tennessee congress (*) 274

MOLECULES, new explorations among (ama) 155
NAPALM (ed) 966
NATIONAL NEWS 72, 181, 317, 425,

543, 669, 771, 863, 971, 1115, 1233, 1360
PERSONAL NEWS 77, 187, 323, 431,

551, 675, 779, 871, 977, 1121, 1239, 1364

PLACEMENT SERVICE 107, 213, 347,
467, 577, 699, 797, 899, 1023, 1143, 1283, 1391

POISONING, psychopharmacologic
drugs (*) 1325

PREGNANCY, heart disease in (cc) . . . 841
PRESIDENT’S PAGE 67, 176, 312, 419,

420, 540, 663, 765, 859, 965, 1109, 1229, 1351
PROGESTAGENS, conception

following use of (*) 829
PROGRAMS AND NEWS OF MEDICAL
SOCIETIES 72, 180, 315, 424,

543, 667, 771, 861, 970, 1115, 1231, 1360
PSYCHIATRY
paranoid problem in (*) 939
schizophrenia, problem for

family physician (*) 1206
training for interns (*) 513

RADIOTHERAPY, time-dose
relationships (*) 834

REGIONAL MEDICAL PROGRAMS (*) . 931
comprehensive health planning,
comparison with (vb) 876

Memphis program (*) 1196
mid-south program (*) 1072

SMALL INTESTINE, diverticulosis (*) 149
SPINE lumbosacral fusion, bilateral (*) . 731
STAFF CONFERENCE 398, 741, 841,

948, 1085
STOMACH, gastrectomy,
malabsorption (cc) 398

SUBARACHNOID HEMORRHAGE:
see bloodvessels

TEMPORAL ARTERITIS: see eye
TENNESSEE MEDICAL ASSOCIATION
annual meeting, highlights of 659
board of trustees, meeting of 642
committees 687
council meetings, minutes of 644
health insurance (pp) 312
house of delegates, proceedings of 609
Baker Hubbard, end of year message (pp) . 419
impact (pp) 663
membership roster

Kenneth Kressenberg—79th president . 420
officers, and county societies 583, 701, 895
program, annual session 293

title xix, the road ahead (pp) 540
TETANUS, old problem, new dilemma

(ama) 839
TRAFFIC ACCIDENTS (pp) 176
TUBERCULOSIS: see lung
UTERUS: see cancer
VAGINAL Examination 1331

VIEWING BOX 80, 189, 325, 439,

559, 782, 876, 985, 1131, 1248, 1371

WOMAN’S AUXILIARY 209, 325
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